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zations at the Université de Montréal. He has taught for more than twenty years,
the transformation of health organizations and systems to health managers and
researchers. Author of many scientific publications on strategic change, leader-
ship and regulation of health organizations, he pursues research on the regional-
ization and integration of health care, primary care strategy and the role of scientific



Contributors vii

evidence in the adoption of clinical and managerial innovations. He is a member
of the Royal Society of Canada and member of the advisory committee of CIHR’s
Institute of Health Services and Policy Research. He was the academic coordinator
of the FORCES/EXTRA initiative from 2003 to 2007, a training program which
aims at developing Canada’s health managers’ competencies in research use.
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Promotion option) at Université de Montréal. She is interested in meta evaluation
and the role of evaluation in the improvement of community development programs.

Mary Hall
Mary Hall is a Program Analyst at the National Center for Chronic Disease Pre-
vention and Health Promotion, U.S. Centers for Disease Control and Prevention,
Atlanta, Georgia. Her interest areas are mainly capacity-building in health promo-
tion evaluation at the community level, and strengthening organizational capacity in



Contributors ix

evaluation. She holds a master’s degree in public health in behavioral sciences and
health education.

Zulmira Hartz
Zulmira Hartz, MD, MSc and PhD in Public Health from Université de Montréal,
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Geneviève Mercille
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Chapter 1
Introduction. Aligning Evaluation Research
and Health Promotion Values: Practices
from the Americas

Louise Potvin, David V. Mcqueen, and Mary Hall

A little more than 20 years after its birth, marked by the launching of its foundational
document at an international WHO conference in Ottawa (World Health Organiza-
tion, 1986), health promotion appears to be well and alive. Many western countries
have now incorporated health promotion into mainstream public health practice. In
Australia, for example, health promotion is defined as one of the core public health
functions (National Public Health Partnership, 2000). The “Health on equal terms”,
Swedish national public health program (Swedish National Committee for Public
Health, 2000), is clearly a deliberate attempt to operationalize and implement values
such as equity and action principles such as intersectoral action, spelled out in the
Ottawa Charter (World Health Organization, 1986). In addition to this institutional-
ization in western states where it was an essential element of the strategy to meet the
Alma Ata declaration goal of “Health for All in the year 2000” (Kickbusch, 2003),
health promotion is now spreading in developing countries where it is increasingly
conceived as an appropriate response to the enormous task of addressing the chal-
lenges associated with the epidemiological transition from infectious to chronic dis-
ease (Reddy, 2002) and from rural to urban life (Neiman & Hall, 2007). A decade
ago, a leading scholar from the field of epidemiology characterized health promo-
tion as the third revolution of public health (Breslow, 1999). Recently, the Bangkok
Charter (World Health Organization, 2005) reiterated the relevance and appropriate-
ness of health promotion to face the challenges of a globalized world. Clearly, what
started in 1986 as a regional reform for public health has become a strong global
current that shapes and orients public health practice (Kickbusch, 2007).

In the Continuity of the Work by WHO-EURO Working Group
on Health Promotion Evaluation

Associated with this mainstreaming and expansion of health promotion is an increas-
ing demand for it to prove its worth. During the past 10 years various initiatives
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have been launched in western countries in order to demonstrate that interventions
designed along the strategies of the Ottawa Charter can impact population health.
From the Centers for Disease Control in the United States (Zaza, Briss, & Harris,
2005), to the International Union for Health Promotion and Education (McQueen, &
Jones, 2007a), to the Cochrane collaboration (Waters et al., 2006), various groups
and organizations have come to the conclusion that much more primary evalua-
tion research should be undertaken in order for health promotion to show its actual
value as a public health approach to population health intervention (McQueen &
Jones, 2007b). To answer this call, however, researchers and evaluators have to
take into account many of the specificities that define health promotion. Outlining
many of those challenges, the WHO-EURO Working Group on Health Promotion
Evaluation concluded that failing to consider the specificities of health promotion
in the design and implementation of evaluation research may lead to inaccurate
results and eventually to misguided policy decisions about population health inter-
ventions (Rootman et al., 2001). Finally, the recent debate about the nature of
evidence that is needed to feed evidence-informed public health decision-making
(McQueen, 2001; Rychetnik, Frommer, Hawe, & Shiell, 2002) as well as the best
practice and evidence-based practice movements in health promotion (Ziglio, 1997)
have reactivated the need for an in-depth reflection and discussion on whether or not
health promotion evaluation should be approached any differently from any other
evaluation endeavor and if yes, what and how pitfalls should be avoided (Potvin,
Gendron, Bilodeau, & Chabot, 2005).

Early attempts at developing a perspective on health promotion evaluation were
linked to health education and were synthesized in two books (Green & Lewis; 1986;
Windsor, Baranowski, Clark & Cutter, 1984). These publications adopted a post-
positivist Campbellian perspective on evaluation founded in a quasi-experimental
approach to evaluation, in which random assignment of subjects into different study
arms corresponding to being exposed or not to the program, or versions of it, is
seen as the gold standard for establishing causal relationships between an inter-
vention and an effect (Shadish, Cook, & Leviton, 1991). In line with the quasi-
experimental paradigm, early evaluators in health promotion primarily defined eval-
uation as a methodological tool for establishing internally valid causal links between
an intervention and its measured effects, advocating for strong investigator con-
trol over the parameters of the intervention that was to be conceived as a fixed
package. Context was mainly conceptualized as a source of confounding to be
controlled for. These pioneer works established a strong affiliation between health
promotion evaluation and a methodologically oriented tradition of evaluation that
emphasizes the importance of an objective appraisal of interventions and primacy
of internal validity and causal reasoning as epistemological tools to achieve this
goal. What was missing in this import of a Campbellian thinking into the field of
health education/health promotion, however, was Campbell’s critical discussion on
the need for closure or quasi-closure for establishing causal relations in real-life
situations (Cook & Campbell, 1979) and on the inherently fuzzy nature of the
interventions to be evaluated, that is interventions are complex treatment packages,
the components of which are acting in synergistic manner (Campbell, 1986). The
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failure of the first American community prevention projects to demonstrate positive
effects, specifically in the domain of heart health, led several top epidemiologists
to question the adequacy of the experimental/quasi-experimental paradigm for the
evaluation of health promotion and prevention projects (Susser, 1995; Winkleby,
1994).

The first project clearly addressing evaluation issues specific to the field of health
promotion was the work of the WHO-EURO Working Group on Health Promotion
Evaluation that was active from 1995 to 1998 and which produced a policy state-
ment (WHO European Working Group on Health Promotion Evaluation, 1998), a
practical guide (Springett, 1998) and a book (Rootman et al., 2001). Formed by
scholars from Europe and North America, this group developed a perspective for
health promotion evaluation that (1) calls for policy makers to fund evaluation of
health promotion projects, (2) is broader in concern and methods than the traditional
quasi-experimental approach and (3) advocates for opening up the field to a variety
of actors outside the scientific world. Despite these features that situate this work
as more aligned to the principles underlying the Ottawa Charter than what had been
previously published, the outcome of this working group nevertheless reiterates the
primacy of methodological issues in defining the contour and articulating the con-
tent of health promotion evaluation. It also failed to develop a clear and coherent
vision, as well as a critical appraisal of the role of evaluation with regard to the
evolution of the field of health promotion. Further, because of a highly delayed pub-
lication schedule, much of the impact was reduced as the debate about evaluation
and evidence had moved on.

In the meanwhile, more recent endeavors in health promotion evaluation were
all concerned with the issue of effectiveness evaluation. Four projects, international
in scope, need to be acknowledged: (1) the Cochrane collaboration group on health
promotion; (2) the CDC Community preventive services synthesis; (3) the IUHPE
European work on the effectiveness of health promotion; and (4) the IUHPE Global
project on health promotion effectiveness.

Some of these projects are ongoing; however, most have pursued either or both
of the following goals. The first was to estimate overall benefits, both in qualitative
and in quantitative terms, of public investments in health promotion. This was the
primary goal of the two IUHPE projects. In its first report to the European Com-
mission, the IUHPE “provides a summary of the main evidence, and puts forward
a case for ensuring that Health Promotion is properly resourced. This will enable
Health Promotion to play its full part in the public health policy framework which
is currently being shaped by the European Commission” (International Union for
Health Promotion and Education, 1999, p. i). Later, in their first report on the IUHPE
Global Program on Health Promotion Effectiveness, McQueen & Jones (2007b),
taking stock of the field of health promotion evaluation, raised three issues that limit
our capacity to estimate the overall value of investments in health promotion: there
is a wide variety of methods used in health promotion evaluation; those evaluations
are often conducted internally by people involved in program delivery; and there
are not enough evaluation studies conducted as yet to produce any clear evidence.
Such a goal clearly establishes evaluation as a management instrument to support
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decision-making about health promotion as a general item in the gigantic hypertro-
phied health sector budget or about specific interventions.

The second goal was to extract from the available reports of health promotion
writ large (i.e., mostly including integrated prevention projects), those activities,
programs and interventions that seem to be effective in order to group them in
user-friendly retrieval systems. It is this kind of goal that is actively pursued both in
Cochrane collaborations and in the CDC Guide to preventive services. The intention
is to provide authoritative arguments in favor of interventions in order to improve
specific health promotion practices by providing data on the outcomes empirically
associated with a variety of practices. “The Community Guide summarizes what is
known about the effectiveness, economic efficiency, and feasibility of interventions
to promote community health and prevent disease. The Task Force on Community
Preventive Services makes recommendations for the use of various interventions
based on the evidence gathered in the rigorous and systematic scientific reviews
of published studies conducted by the review teams of the Community Guide. The
findings from the reviews are published in peer-reviewed journals and also made
available on this Internet website” (Guide to Community Preventive Services, 2008).
In order to contribute to this goal, evaluation is implicitly defined as a tool to
improve health promotion through coding, standardization and dissemination of its
best practices.

In most of these endeavors the role of health promotion evaluation has always
been implicitly or explicitly situated as being “external” to health promotion itself.
In most instances, because the role of evaluation is often conceived as instrumental
for decisions made outside of health promotion practice, the latter is also objectified.
The relationship between evaluation activities and health promotion practice is one
in which the former objectively studied the latter. It is generally understood that,
in most instances, evaluation does not have a significant role in the implementation
and effectiveness of the programs being evaluated. While in some instances, mainly
associated with process evaluation, it is acknowledged that local health promotion
practice can be transformed by specific evaluation, the reverse is never considered,
mainly because when conceived primarily as a tool kit of scientific methods and
techniques, evaluation cannot be influenced by its object of investigation.

Purpose of This Book

In response to the limited capacity demonstrated to date by evaluation endeavors
to contribute solid evidence to both the overall value of health promotion and to
some of its specific interventions, the purpose of this book is to explore the speci-
ficity of health promotion evaluation, developing the argument that, over and above
a methodological kit, evaluation is a practice that seeks to transform the social
reality of interventions (Schwandt, 2005). This book answers the question whether
health promotion evaluation should be approached differently from other evalua-
tion endeavors, with a clear yes. Contributors, who are either evaluators or health
promotion practitioners from the three Americas, were asked to reflect on how it
can be done and the challenges associated with such an enterprise and to report
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on the practical solutions they implemented in real health promotion evaluation
projects.

All contributors to the book are associated with health promotion evaluation in
North, Central or South America. Narrowing down our discussion of health promo-
tion evaluation to experiences from the New World was a deliberate choice. We think
that it gives us the opportunity to present a diverse yet still very coherent perspective
on health promotion evaluation. Diverse because it encompasses realities of coun-
tries that represent all stages of economic development and a variety of public health
issues. Diverse also because contributors are from various cultural backgrounds,
bringing together the richness of the Latin and Anglo-Saxon understanding of the
world.

Taking up the task where the WHO-EURO book of 2001 has left it, this book
aims to explore how health promotion’s unique characteristics influence the conduct
of evaluation research. In line with the most recent development in the field of evalu-
ation our definition of evaluation encompasses much more than research design and
methods to collect and analyze scientific data. We conceive evaluation as a social
and research practice, which, like all professional practices, represents rational
attempts to transform or reproduce the world. Having programs and interventions as
objects of inquiry, evaluators’ practices shape the way decision makers and public
policy advisors conceive programs. This is one of the great lessons of the decisive
work of Carol Weiss and later Michael Patton on the utilization of evaluation results.

We think that health promotion evaluation in the Americas is unique and chal-
lenging enough so as to require a book in which evaluators would describe, and
reflect on, their way of doing evaluation: their evaluation practice (Schwandt, 2005).
The main challenge of health promotion evaluation rests chiefly with the openly
value-oriented nature of health promotion. In our discussion of the Ottawa Charter,
the founding document of health promotion, we have a tendency to retain only that it
proposes five strategies of action for health promotion: creating supportive environ-
ments; building public health policy; strengthening community actions; developing
personal skills; and reorienting health systems. We rarely mention that it also pro-
poses a set of values and principles that would characterize the way these strategies
should be implemented. Indeed, health promotion has spelled out a set of humanistic
values and principles to guide public health intervention.

In our reading of the WHO-EURO Working Group on Health Promotion Eval-
uation (1999) report on health promotion evaluation, we identify seven values and
principles that seem to form the core of health promotion. Two of these values,
participation and empowerment, are more largely associated with health promotion
than the others. A closer examination of the Ottawa Charter would show that val-
ues of equity and sustainability are also very much present as well as principles
of intersectoral action, multi-strategy and contextualism, understood as embedding
interventions into local circumstances. For some people, values and principles are
incompatible with the notion of scientific rigor and health promotion should there-
fore be evaluated with the sole preoccupation of implementing rigorous methods.

Like many evaluators preoccupied with the use of their evaluation results, the
editors and contributors of this book do not believe that scientific rigor in evaluation
is incompatible with humanitarian values and principles. After all, what is evaluation
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about if it is not about value? And the past three decades of work in the domains
of sociology and anthropology of sciences (Campbell, 1984; Latour, 2001 Toulmin,
2001) have shown that any scientific project is crowded with arbitrary decisions
that more or less impact on the methodological rigor and on the validity of the
results. In our conception, those decisions are characteristic of the scientific practice
associated with certain fields and disciplines. We further argue that the practice of
health promotion evaluators should be informed by the same values as that of health
promotion practitioners, and this is exactly what this book is about. We first want
to demonstrate that despite, and probably in part because of, its rigor, evaluation is
a practice that can be informed and shaped by the same values and principles that
underlie health promotion.

This project was conceived by a group of practitioners and evaluators from South
and North America who believe that there is something distinctive to be described
about the region of the Americas. The manner in which health promotion is prac-
ticed, and the challenges encountered in evaluating health promotion in the con-
text of the Americas deserves a unique space for reflection, and the editors aim to
provide structure for this examination through this book. The six editors, who hail
from Brazil, Colombia, the United States and Canada, began meeting in 2003 to
engage in a dialogue about whether there are differences in this region compared
to the rest of the world, and what these differences might imply for the practice of
health promotion, the practice of evaluation, and what might be learned from this
reflection. Certainly the various professional histories and practical experiences of
the editors have shaped their beliefs about the uniqueness of the region, as well
as the forces shaping the fields of health promotion and evaluation. Yet, all agreed
that the values and principles examined are essential elements for the practice of
evaluation as it relates to health promotion in the Americas. Once these values
were chosen, the editorial group searched the region for practitioners in the field
whose work reflects these values in practice and selected those few who appear in
this book.

Contributions to the book were written in the author’s native language and were
translated for the book. In some cases native Portuguese speakers paired with native
French speakers, and the translation process has an inevitable impact on the process
and the product. Translators and editors made monumental efforts to maintain as
much of the text as close to literal translation as possible. However, some meaning
has inevitably changed from the original due to the necessity to present the book in
a single language. Through the process of editing, the editors have discovered that
the cultural mindset going with the language is of ultimate importance, and every
attempt was made to maintain this mindset.

The Book

The book is constructed in three parts. In the first part, as editors, we present and
defend our conception of health promotion as a value- and knowledge-driven enter-
prise and of health promotion evaluation as a practice whose underlying values
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could be aligned with those of its object. In the second part we discuss four nexus
of an evaluation practice where this alignment of values and principles with health
promotion seems to be more crucial. Finally for the third part, we asked contribu-
tors who have developed a practice of evaluators or health promotion evaluators to
analyze and reflect on their practice and to draw the lessons on what they do and
implement to realize this alignment between their evaluation practice and the values
and principles of health promotion.

The third section of the book, which provides a series of chapters that reflect
on the practice of evaluation, is meant to illustrate the challenges to, and lessons
learned from, evaluating according to certain health promotion values. For exam-
ple, the chapter by Strickland et al. demonstrates the challenges posed by partic-
ipation, as well as the necessity to acknowledge cultural values in the evaluation
process in order to increase empowerment. For some of the values, namely context
and equity, only a single chapter is presented exploring these values through the
process of evaluation. This may perhaps reflect the difficulty that exploring these
values presents in true health promotion practice. Authors in this section were given
the charge of describing their evaluations in a manner not often seen, which calls
for a reflection on the practice, rather than a presentation of the results. Authors
were asked to reflect upon the process of evaluation as a social practice, which is
value-laden, and that is intended to reinforce the values of health promotion. We
believe that the collection of analyses presented here currently cannot be found
elsewhere.

We think that a wide variety of audiences will be attracted by this book. First of
all, graduate students will be able to develop their own thinking and critical appraisal
of health promotion evaluation practices. Health promotion practitioners will find
inspiration and arguments in their dealing with evaluators. Public health decision
makers and policy people will be interested in examining how this alignment of
scientific rigor with practical values and principles is possible and can be operated.
Finally, we think that evaluators in all fields of evaluation will be interested in our
work, perhaps particularly those interested in the Americas. In the late 1990s, the
New York-based Aspen Institute published two books that dealt with the practi-
cal challenges of conducting community-based project evaluations. These books
were the product of the reflection conducted by the Roundtable on Comprehensive
Community Initiative for Children and Families appointed by the Institute “with
the goal of helping resolve the lack of fit that exists between current evaluation
methods and the need to learn from and judge the effectiveness of comprehensive
community initiatives” (Connell, Kubisch, Schorr, & Weiss, 1995, p. viii). The
outcome of the work of this roundtable had a significant impact in the field of
evaluation in that it explicitly positioned evaluation as a practice that affects the
way social betterment interventions are planned and implemented. The two books
from the Aspen Institute (Connell et al., 1995; Fulbright-Anderson, Kubisch, &
Connell, 1998) are already more than ten years old. In the continuity of this work,
the present book is an excellent example of the enormous potential for health pro-
motion evaluation to lead the way to important innovations in the general field of
evaluation.
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in the Americas



Chapter 2
Health Promotion in the Americas: Divergent
and Common Ground

Ligia de Salazar and Laurie M. Anderson

Practitioners and theorists in health promotion have tried to identify the conceptual
basis and principles of practice that distinguish the health promotion field
(McQueen, 2007a). Interchangeable use of the terms health promotion, social
medicine, public health, collective health, disease prevention, and health protection
suggests little distinction. Yet health promotion has distinct historical roots. Across
the Americas, diverse political forces have shaped health promotion practice from
North to South. Attempts to identify a universal set of principles of health promotion
practice are confounded by the divergent sociocultural contexts in which health pro-
motion occurs. In this chapter we explore some of these historical developments in
health promotion across the Americas to see where shared ground exists and where
differences emerge.

North American Development in Health Promotion

Most would agree that an international understanding of health promotion was solid-
ified under the 1986 Ottawa Charter (WHO, 1986). Earlier work contributed to
this culmination of convictions in the field of health promotion. The 1974 Lalonde
Report, “A New Perspective on the Health of Canadians”, set the stage by raising
questions about the likelihood of achieving major gains in the health of Canadi-
ans by focusing solely on the biomedical sphere: e.g., physician services, hospi-
tal care, pharmaceuticals, medical technologies (Lalonde, 1974). A few years later
the World Health Organization’s International Conference on Primary Care again
focused on the failure of medicine to address underlying determinants of health and
health inequalities (WHO, 1978). The Declaration of Alma-Ata in 1978 affirmed
that individuals and communities had the right to fully participate in their health
care; that health is essential to sustained economic and social development; and that
primary care should be universally available to reduce inequalities in health among
developing and developed countries to achieve “health for all by 2000.”
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U.S. Healthy People Objectives for the Nation

In the late 1970s, the release of a national agenda for disease prevention in “Promot-
ing Health/Preventing Disease Objectives for a Nation” influenced health promotion
in the United States (U.S. Department of Health and Human Services, 1980).
This national agenda explicitly recognized the importance of lifestyle in promoting
health. It was based on the recognition that the greatest potential for improving
the health of the population lay in health promotion and disease prevention, rather
than medical care, and it became the framework for public health practice in the
United States. Two hundred and twenty-six specific, measurable health objectives
were identified as targets for improvement in health status, risk reduction, public and
professional awareness, health services and protective measures, and surveillance
and evaluation. As a consequence of this new national focus, the field of health edu-
cation gained prominence and provided impetus to the health promotion movement
in the United States (Cottrell, 1999).

WHO-Europe Healthy Cities Movement

In the mid-1980s the WHO-Europe Healthy Cities movement gained momen-
tum and helped shape health promotion practice in Canada and the United States
(Duhl, 1996). Based on the premise that people are healthy when they live in nur-
turing environments and are involved in the life of their community. Participatory
strategies were fundamental (Hancock, 1993). Local community action was seen as
the means to tackle sociocultural determinants of health by alleviating poverty and
social exclusion, improving living conditions and opportunities for care and social
support, and by improving community environments through sustainable urban
planning. Intersectoral approaches were necessary to change unhealthy environ-
ments. If communities were to gain control over the institutional and socioeconomic
factors that affect their lives and subsequent health, multiple strategies were needed:
policy development, organizational change, community development, legislation,
advocacy, education and communication.

Ottawa Charter for Health Promotion

The Ottawa Charter for Health Promotion was issued at the first WHO International
Conference on Health Promotion in Ottawa, Canada in 1986 (WHO, 1986). It
defined health promotion practice as “the process of enabling people to increase
control over, and to improve, their health.” The Ottawa Charter’s broad mandate
moved health promotion practice beyond the health sector and beyond a sole focus
on healthy life styles. It insisted that social and personal resources were necessary
for health and well-being. Prerequisites for health were: peace, shelter, education,
food, income, a stable eco-system, sustainable resources, social justice, and equity.
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Strategies for health promotion included: (1) advocacy for political, economic,
social, cultural, environmental, behavioral and biological conditions favorable to
health; (2) enabling control over resources – supportive environments, access to
information, opportunity for healthy choices – that promote health; and (3) media-
tion between different interests in society – governmental, social and economic insti-
tutions, non-governmental and voluntary organizations, industry and the media – in
the pursuit of health (WHO, 1986). The Ottawa Charter became the cornerstone for
health promotion practice in North America and Europe.

After the 1986 conference in Ottawa, a series of WHO international health pro-
motion conferences were held (Adelaide (1988), Sundsvall (1991), Jakarta (1997)
Mexico (2000), and Bangkok (2005)) each focusing on issues fundamental to health
promotion practice: healthy public policy, supportive environments, investment for
healthy development, building healthy alliances, and closing the equity gap. Increas-
ingly health promotion advocates recognized that many determinants of health lie
beyond the control of individuals, communities, or even nations. They recognized
that the population demand for finite natural resources was degrading environments
globally. Excessive consumption by wealthy countries was imposing disproportion-
ate harm on poorer countries. These problems spanned national borders and required
international solutions. Also, global cooperation was needed to quell emerging com-
municable, non-communicable, and man-made threats to human health.

Bangkok Charter for Health Promotion

In 2005, the 6th Global Conference on Health Promotion was held in Bangkok,
Thailand. At the conference, the Bangkok Charter for Health Promotion was released
to respond to the determinants of health in a globalized world (WHO, 2005). Its
stated aim is to close the health gap between rich and poor by making the promotion
of health “central to the global development agenda; a core responsibility for all
of government; a key focus of communities and civil society; and a requirement
for good corporate practice” (WHO, 2005). Since the Bangkok conference there
has been some debate that the legal and economic discourse of the Bangkok Char-
ter departs from the social justice discourse in the Ottawa Charter (Porter, 2006a;
Mittlemark, 2008). It is probably fair to say that the Ottawa Charter remains the
cornerstone for health promotion around the world (Mittlemark, 2008).

Latin American Developments in Health Promotion

Social Medicine

While the principles of health promotion set forth in the Ottawa Charter resonate
in Latin America, the historical foundations of health promotion differ. A long tra-
dition of social medicine provides philosophical and theoretical underpinning to
Latin American health promotion practice, which is absent, to a large degree, in the
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North. Latin American intellectual traditions recognized the contribution of polit-
ical and economic conditions to social inequalities in health (Tajer, 2003). In the
late 1930s, Salvadore Allende, Chilean Minister of Health, advanced the idea that
poor health resulted from deprived social conditions (Allende, 1939). In Europe
during the second half of the 19th century, similar ideas were voiced by Rudolf
Virchow in Germany, and Edwin Chadwick in Britain, among others (Brown, 2006;
Jones, 1931). In the United States, too, were those who argued that economic
conditions had a manifest relation to health (Warren, 1918; Winslow, 1948). But
the political milieu in the United States was generally unsupportive of social
medicine, instead favoring free markets and a peripheral role for national govern-
ment (Birn, 2003).

In the Latin American context, ideas about social conditions and health took
root and developed in ways not seen to the North. For example, Allende proposed
state measures to redistribute income and insure adequate housing, food and cloth-
ing to address root determinants of poor health resulting from underdevelopment
(Waitzkin, 2001). In the 1950s, as a senator, Allende spearheaded legislation that
created the Chilean nation health service to provide universal access to healthcare.
At the same time, in the United States, the American Medical Association was
strongly opposed to popular efforts to achieve a national system of health care
(Birn, 2003). Later movements in the Latin American region, such as the Cuban
revolution, the Nicaraguan revolution, Frei Betto’s liberation theology in Brazil, and
Paulo Freire’s empowerment strategies in education in Brazil, reinforced the princi-
ples of equity and social justice (Waitzkin, 2001). Addressing socially determined
health inequalities has been at the core of Latin American public debate for decades
(Laurell, 2003).

Health Reforms in Latin America

In the early 1970s proponents of social medicine recognized the failure of regional
economic growth strategies that promised, but did not produce, improvements in
health for the entire population (PAHO, 1998). The external debt crisis faced by
Latin American countries in the 1980s, followed by fiscal adjustment policies,
changed the scope of health promotion initiatives and operational strategies. The
countermeasure to long term social debt from the health and welfare sectors was
structural adjustments to increase productivity and competitiveness (OIT, 2006).
Health reforms in several Latin American countries, intended to increase eco-
nomic efficiency, led to less emphasis on population-wide health promotion goals
(Stein, 2006).

As Latin American countries moved towards decentralized and privatized health
services, financing and policy authority for these services was shifted from the
national to regional levels of accountability. Local governments, ultimately respon-
sible for the people’s health, faced major challenges assuming responsibility for
health services, and, at the same time, demonstrating high productivity and efficiency
in healthcare system (PAHO, 2000). In Colombia, health reforms resulted in
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fragmentation of health system structures: debilitation of health information systems;
deterioration of the quality of health services; and emphasis on efficiency instead of
equity (Gomez, 2005). In Nicaragua, a decentralization policy resulted in disman-
tling of a system of universal primary care (Birn, 2000). During this time, health
spending cuts favored curative over preventive services, privatization and the pro-
motion of user fees, and confusion over lines of accountability.

Downsizing and decentralizing the health sector in Latin America resulted in sev-
eral different systems of care across the region and, in many places, lack of trained
personnel to provide the minimum infrastructure needed, particularly in rural areas
(PAHO & WHO, 2006). The shortage of trained health professionals was exacer-
bated by proximity to the United States where professionals were drawn away from
their countries of origin. This left regional governments without mechanisms to sup-
port professional education and to sustain a well-organized use of human resources
for an adequate health system (Arroyo, 2005).

Increasing Health Inequalities

Latin American inequities in health status grew in the 1980s and 1990s. A gap in
life expectancy between the richest and the poorest countries approached 30 years
(PAHO, 2002). Neoliberal health reforms, endorsed by the World Bank and the
International Monetary Fund during times of economic crisis, accentuated prob-
lems in health systems by calling for privatization without sufficient attention to
the infrastructure needed to regulate a complex health sector (Homedes, 2005). The
consequences of these reforms are still being debated (Laurell, 2003). At odds in the
debate are those who envision a universal, public healthcare system and those who
favor commodified health care.

Proponents of social medicine gained momentum in response to growing inequal-
ities in health. Incorporating Marxist intellectual traditions, social medicine focused
on the role of social, political, economic and ideological processes as determinants
of health and disease. Situated in the social sciences, more than biomedicine, the use
of theory to guide practice and the production of knowledge was considered key for
the field (Laurell, 1989). Compared to Latin America, North America and Europe
had focused more on the biological and behavioral rather than the social components
of health. Little attention was given to the social aspects of conditions like cancer
or occupational illness because of the absence of explicit theories of the production
of health in North American medicine (Laurell, 1989). While in Latin America,
a combination of theory and political action – praxis – was seen as a practical
way to deal with the sociopolitical and structural changes needed to improve health
(Waitzkin, 2001). The Latin American Association of Social Medicine, established
in 1984, endorsed a political vision for equity in all aspects of life which recognizes
health as an essential human right that the State is obligated to protect and support
(Tajer, 2003).

The late Juan Cesar Garcia is considered as an influential force in Latin American
social medicine (Waitzkin, 2001). Trained in medicine in Argentina and sociology in
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Chile, Garcia worked for the Pan American Health Organization from the mid-1960s
to the mid-1980s overseeing grants and fellowships for public health programs and
training in Latin America. Theory and research in social science and health were
advanced in these programs and the scientific foundation for social medicine was
considerably strengthened.

Women’s Movement and Gender Equality

The women’s movement in Latin America drew attention to social and health
inequalities. The United Nation’s Decade for Women, 1976–1985, was an outgrowth
of the International Women’s Year conference in Mexico City in 1975. The women’s
movement focused on the conditions and position of women in sociocultural, polit-
ical, and economic spheres. It elucidated the profound inequities that existed in
women’s relationships as a consequence of powerlessness and subordination, and
as products of a military, patriarchal culture (Diniz, 2003). Examining the health
of women using a gender focus brought attention to the relationship between biol-
ogy and the social environment. The women’s health movement reframed female
gender to include more than a reproductive focus. Human sexuality and conditions
like cancer, depression, and violence were examined from a feminist perspective.
The United Nations Decade for Women served as a platform for political action to
promote social justice and equity through improvements in education, employment
opportunities, equality in political and social participation, and increased access to
health and welfare services.

Pratice in a Sociopolitical Context

From the landmark Ottawa Charter to the recent Bangkok Charter, the ramifications
of global markets, rapid information and communication technologies, commodi-
fication of health services, and emphasis on evidence-based approaches and cost-
effectiveness has prompted a reflection on health promotion theory, core principles
and strategies.

Collective Health

The Latin American notion of the collective health, seen as historical interactions
between the social and biological spheres, is a useful analytical approach for inves-
tigating the social production of human health (Laurell, 2007). As a theoretical
construct, collective health provides a framework to test hypotheses concerning
social processes that transform biological processes. As a scientific inquiry, the
social and historical nature of human biological processes can be observed empir-
ically in different patterns of morbidity and mortality in societies and in social
classes. In North America, the construct of embodiment in epidemiology considers
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historically contingent social and biological processes that generate population
health patterns, and resembles Latin American theories of collective health (Krieger,
2004). However, this construct is less well-developed and less influential than the
construct of collective health in Latin America. Risk factor epidemiology continues
to be the dominant paradigm in North America, with a focus on changing individual
behaviors rather than addressing the social and structural determinants of health
(Porter, 2006b).

Social Conditions and Social Solutions

National and regional boundaries that existed between sociocultural, political and
economic systems have increasingly diminished in the Americas, as well as the rest
of the world (Labonte, 2003). It is argued that forces of globalization are dom-
inated by affluent countries; governments and citizens of poorer countries have
less control over the conditions shaping their opportunities for health and well-
being (Mehta, 2005). A holistic perspective on determinants of health is thwarted
by fragmentation of health and social services into increasingly competitive enter-
prises. While an expansive North American literature examines the social condi-
tions that contribute to poor health outcomes, there is a paucity of literature on
upstream social solutions (Raphael, 2006). The national health objectives for the
United States, Healthy People 2010, identify two overarching goals: increasing the
span of healthy life and reducing health disparities (US Department of Health and
Human Services, 2000). Although the importance of underlying social determinants
of health is explicitly recognized in the document, little emphasis is given to system-
atically addressing social determinants of health within a public health intervention
framework.

In 2006 the International Society for Equity in Health, Chapter of the Americas,
issued a report on the consequences of health reforms in the region. The report
describes policy reform as focusing primarily on efficiency criteria and less on com-
prehensive approaches to organize the healthcare system towards a pro-equity model
(Flores, 2006). As a result, health reforms in the region have contributed to inequity
in health. In spite of the historical focus on social determinants of health in Latin
America, there still exists a contradiction between recognizing social causality of
disease and healthy public policy actions (Pellegrini, 2000).

Principles of Practice and Politics

Political, economic and social conditions have changed since the Ottawa Charter
was issued. Across the Americas, level of national debt, economic growth trajec-
tories, levels of employment, distributional and social welfare policies, administra-
tive and financial decentralization, and economic liberalization policies have influ-
enced social determinants of health over time. These factors, in turn, have shaped
trade agreements, social and health policies, and the degree of citizen participation
in decision-making processes. Each country in the Americas presents a different
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context for health promotion practice. Few countries, North or South, have been
able to realize the fundamental principles and values of health promotion outlined
in the Ottawa Charter. Health promotion interventions continue to deal mostly with
activities to control and prevent proximal causes of morbidity and mortality. Citizens
and communities are not fully participating in the decisions that affect their lives
(Abma, 2005)

Migration of populations to urban areas is changing the landscape of health
promotion (De Mattos, 2000; Cariola, 2003). Almost 76% of the population of
Latin America lives in urban settings and, by 2020, that number is predicted to
be 81% (Mehta, 2005). Similarly, in the United States 80% percent of the popu-
lation lives in metropolitan areas (Auch, Taylor, & Acevedo, 2004). But benefits
from an urbanized and globalized economy have had differential impacts across
countries, and among social groups within countries (Navarro, 2003). Urban slums
and growing inequality in income and wealth have marginalized the most vulnerable
people (Sclar, 2005). In much of Latin America, attracting foreign investment for
economic development has required trade liberalization in agriculture and industrial
products. Government-directed economic approaches have given way to privatizing
state-owned industries and utilities; removing trade restrictions and deregulating
domestic markets; and downsizing government bureaucracy. The result has been a
shift in emphasis from social and environmental protection systems to competition
and private ownership (Sainz, 2006).

There is no single solution to improving people’s health, yet the guiding prin-
ciples in health promotion – empowerment, participatory, holistic, intersectoral,
equitable, sustainable, and multi-strategy – suggest strategies for incremental and
long-term change (Rootman, 2001). How health promotion practice is informed
by these principles may differ, not only in Latin America and North America,
but across all regions of the world. Gauging progress in health promotion is not
a simple task (McQueen, 2007b). Changing social conditions may require a shift
in thinking from technical solutions to ones that employ political action for social
change (Milio, 2005). Fair trade agreements, worker protection rules, environmen-
tal and cultural preservation policies, and health and social welfare policies are
potential legal tools. Communication technologies and mass media systems can
be conduits for an engaged society to draw attention to existing inequalities and
locally relevant solutions. Economic markets can be subject to safety net regulations
and human rights records can serve as criteria for investment. Whether macro-level
or community-based actions or whether philosophical traditions of Latin America,
North America, or elsewhere, the ideal of social justice provides a common ground
for health promotion practice.

Conclusion

Is a Pan-American approach to health promotion possible or even desirable in a
hemisphere characterized by diversity? We have pointed out divergent views on the
role of the individual versus the collective or social determinants of health; and
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there are historical differences in public versus private provision of health care and
other basic resources. Economic conditions differ; Latin American countries have
had more difficulties maximizing their economic resources than the United States
or Canada, contributing to greater poverty, instability and foreign hegemony. There
are also converging trends in the North and South: widening health inequalities
within and across countries; a growing gap in income between the most wealthy and
the poor; the movement of people into impoverished conditions in urban centers;
degradation of the environment as a consequence of unsustainable consumption;
and vulnerability to global economic forces that shape people’s opportunities for
health and well-being, yet are governed by no single country or region.

Progress in promoting people’s health will benefit from knowledge gained from
diverse perspectives on what it means to practice health promotion. Thinking of the
Americas as a whole, and recognizing that health across and within countries is
the consequence of a larger common experience over time, may move us towards
collectively generating new knowledge to improve the conditions that enable people
to increase control over, and to improve, their health.
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Chapter 3
Practical Dilemmas for Health Promotion
Evaluation

Louise Potvin and David V. McQueen

There are many interesting parallels to make between the field of evaluation and
that of health promotion. Both are relatively new areas of activity in the broadly
defined domain of empirical applied research. Both emerged within the last quarter
of the twentieth century mostly related to government administrations. Finally both
appear as applied fields in search of theories (see McQueen (1996) and McQueen,
Kickbusch, Potvin, Pelikan, Balbo and Abel (2007) with regard to health promo-
tion and Christie (2003), King (2003) and Shadish, Cook, and Leviton (1991) for
evaluation).

For many authors (O’Connor, 1995; Rossi & Freeman, 1993; Shadish et al., 1991)
evaluation started to become a distinct and institutionalised field of empirical
research in the late 1960s. This process was fuelled in part by the explosion of
the U.S. Government demand for evaluation following the Johnson Administra-
tion adoption of the “Planning-Programming-Budgeting System” in all executive
branch agencies (O’Connor, 1995) as a rational budgeting approach to his War on
poverty. This system calls for each agency to establish a process for “setting goals,
defining objectives, and developing planned programs for achieving those objec-
tives as integral parts of preparing and justifying budget submission” (Bureau of the
Budget, 1965, p. 1, cited in O’Connor, 1995, p. 30). According to O’Connor (1995)
the process of assessing how those programs were meeting their objectives became
increasingly handled by a separate division permanently staffed by specialized
social scientists. This was paralleled by the publication of the first evaluation text-
book by Suchman (1967). Interestingly, Suchman was a sociologist working in the
field of public health, known for his efforts to adapt “the standard epidemiological
model (of host, agent and environment) to research on action programs in the field
of health” (Suchman, 1967, p. 199). As for health promotion, the Ottawa Charter
(WHO, 1986) published in 1986 was the result of 10 years of work and interna-
tional discussions in which the European office of WHO played a major leading
role (Kickbusch, 2003).
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Despite the existence of apparent numerous similarities, these two fields have not
met very often. Each has developed its own stream of journals and professional asso-
ciations, with few overlaps. In essence, only five textbooks (Green & Lewis, 1986;
Hawe, Degeling, & Hall, 1990; Nutbeam & Bauman, 2006; Valente, 2002; Windsor,
Baranowski, Clark, & Cutter, 1984), one of which is now in its third edition
(Windsor et al., 1984; Windsor, 1994; Windsor, Clark, Boyd, & Goodman, 2003),
have been published during the past twenty years in attempts to import into health
promotion methods, debates, and theoretical issues that make the fabric of evalua-
tion as a field of inquiry. These books largely center their discussion of evaluation
on methodological issues mainly promoting approaches based on the experimental
and quasi-experimental tradition of evaluation with an integration, however, of the
field’s preoccupation with implementation issues. There is, however, much more to
be learned from the burgeoning debates in the evaluation literature about practical
and theoretical issues (Hawe & Potvin, forthcoming). Many of the thorny questions
health promotion evaluators are struggling with such as the integration of qualitative
and quantitative data, the nature of evidence, the limits of a strictly experimentalist
approach in evaluation, the pros and cons of participatory approaches to evaluation,
and many others have been regularly discussed in the evaluation literature in the past
25 years.

To account in detail for the lack of focus on evaluation in health promotion
requires a historical examination beyond the scope of this chapter. However dis-
cussions and debates arising earlier from the publication of Evaluation in Health
Promotion (Rootman, Goodstadt, Hyndman, McQueen, Potvin, Springett, & Ziglio,
2001), which argued for all health promotion interventions and programs to set aside
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Fig. 3.1 Proportion of articles reporting on evaluation research projects in health promotion spe-
cialised journals
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financial resources for evaluation, coupled with more recent debates centered on
the reconsideration of the Ottawa Charter in conferences, classrooms and papers
(Hills & McQueen, 2007), have identified the seeming lack of concern for evaluation
in the Charter itself. Perhaps, as a founding document for the field, it was necessarily
focused on the concepts and principles of health promotion, largely ignoring issues
of underlying theory and the evaluation of practice. But as a seminal document it
did not urge the field to be critical of its practice.

It is difficult to judge how the field of health promotion has reacted to the
various urges for conducting evaluation projects. Figure 3.1 presents the results of
a Medline search conducted on articles published between January 1996 and July
2007 in eight leading health promotion specialised journals. The list of journals
surveyed includes: American Journal of Health Promotion, Health Promotion Inter-
national, Health Promotion Journal of Australia, Health Promotion Practice, Health
Education and Behavior, Health Education Quarterly, Health Education Research,
and Promotion & Education. Although other public health general venues reg-
ularly publish the results of prevention and health promotion interventions this
inquiry was restricted to health promotion specialised journals in order to get a
more precise assessment of the importance of evaluation research within the more
institutionalised health promotion discourse. Although the proportion of articles
reporting on the evaluation of a health promotion intervention1 has grown steadily
during this period, it remains very small varying from 5.1% to 6.8%. So, despite
various urgent calls for health promotion to develop a strong evaluation agenda
(Rootman et al., 2001; Nutbeam, 2004) and various projects aiming at synthesizing
the results of prevention and health promotion interventions, it seems that authors
who lament the paucity of health promotion evaluation studies are right (Potvin,
2006).

The field badly lacks the empirical basis on which pleading for effectiveness or
even for successful implementation. The recognition of this was one of the chief
reasons the International Union for Health Promotion and Education (IUHPE) set
out at the close of the twentieth century to take on evaluation of effectiveness as a
major scientific endeavour of the organization. The history of this effort is described
in detail in the monograph edited by McQueen & Jones (2007). There are two chief
characteristics of this endeavour that are pertinent here: (1) at its best the Global
Programme on health Promotion Effectiveness of IUHPE has been plagued by lack
of adequate funding and (2) it has clearly revealed at a global level that evaluation
of practice is equally, if not less so, not on the agenda of most health promotion
practices.

In the many discussions taking place about evaluation, one rarely finds critical
examination of the role evaluation could or should play in advancing the field of
health promotion. It is generally taken for granted that evaluation is vitally important

1 We kept articles in the title and abstract of which appears the word evaluation in its various
forms. We deleted from this pool all articles presenting psychometric evaluation of measurement
instruments, articles presenting and discussing evaluation designs, frameworks or methods without
reporting of empirical study results, and editorials and general advocacy papers.
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and is the means by which health promotion can prove itself worthy of the use
of scarce public health resources. Also linked to that kind of contribution is the
coding and standardisation of health promotion through the constitution of invento-
ries and catalogues of practices and programmes (best practices) from which health
promotion practitioners could or should borrow to intervene on local problems. In
both cases what is at issue is the ruling of local health promotion practice from an
objective, centralised and institutionally controlled set of criteria, in a typically “top
down” institutional approach to intervention and problem solving.

The intention of many is to base health promotion practice and decision making
about program and policy on evidence derived from a scientific model of research.
Because health promotion borrows knowledge and theory from such diverse sources
as biomedical and social sciences, much of the debate surrounding health promotion
evaluation has been centred on two questions that ultimately explore how to retrofit
so called soft research into the objectivistic agenda of classical hard research. This
is largely based on the belief of many that hard research, that is research springing
from the natural sciences, particularly physics, is chiefly concerned with reliability,
generalizability, and universality of knowledge, that is the physics that works in
the Western world is the same physics for the whole world. This more traditional
view argues for as little room as possible for subjective and interpretative, local
knowledge. Of course this translates into a methodological question and pertains
to the nature of evidence that should be searched for, collected and synthesised for
health promotion evaluation. This debate includes discussions regarding the rela-
tive value of several types of inquiry as well as the integration of qualitative and
quantitative data. The second question is more procedural and concerns the rules
and techniques to be applied in order to draw evidence-based conclusions out of the
synthesised data.

In this book in general and in this chapter in particular, we argue that there is
another very important role for evaluation research to play in health promotion.
Indeed, to the extent that health promotion is also based on a set of values and prin-
ciples in addition to scientific knowledge about the production of health, it should
be expected that any activity linked to health promotion, such as health promotion
evaluation, should also relate to its general goals, or at least not interfere with their
pursuit. In order to play such a role, evaluation, as a scientific activity, needs to be
defined much more broadly; it cannot only be in reference to a set of methods and
procedures. We argue that defining health promotion evaluation as social practice
expands on the meaning and range of activities that could legitimately be developed
and implemented in health promotion evaluation. We will also propose that it is only
through that kind of expansion that health promotion evaluation can fulfil its role of
fully participating in the very broad health promotion agenda, primarily in two ways:
first by promoting the values and principles of health promotion and second by pro-
viding tools to reflect on, value, and reproduce health promotion practices that are
developed and experimented locally in response to local needs and circumstances.
In short, we argue for a concept of health promotion evaluation that is in itself health
promoting.
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The Practice of Evaluation

The main thesis underlying this chapter is that evaluation is a social practice and
as such not only does it have an impact on the object of evaluation, but it is also
transformed through its interaction with the interventions that are evaluated. So,
because of its coupling with specific interventions and in order to maintain its sig-
nificance as a general type of inquiry and the relevance of its conclusions for those
directly involved in health promotion, health promotion evaluation also has to be
responsive to the specific features of health promotion while maintaining its general
characteristics that will still make it evaluation. In our definition evaluation is the
assessment of the transformative action of social actors upon social structure that
constrains their practice. Sharing with all evaluation practices, health promotion
evaluation is characterised by a high scientific content and by the fact that its object
is another form of practice, intervention, program or policy that aim at social better-
ment (Mark, Henry, & Julnes 2000). Specific to health promotion evaluation, is the
fact that its object, health promotion practice, is deeply rooted in values and princi-
ples as well as in scientific knowledge (McQueen & Anderson, 2001). Contrary to
most techno scientific innovations, health promotion makes remarkable efforts not
only to acknowledge the important role of values underlying its practice but also
to render those values increasingly transparent through public debate. Thus, values
are intrinsic to evaluation; there is no independent, value-free evaluation in health
promotion.

What is a practice? Most contemporary sociologists define practice as the trans-
formative work of a social actor upon his or her environment. It involves the deploy-
ment of causal powers in order to produce an outcome (Giddens, 1984), with the
intention of either making a difference or reproducing a given situation. A practice
is always situated, meaning that the identity of the actor as well as specific struc-
tural opportunities and constrains influence the practice. The process however is
recursive. Through their mutual interactions actors and social structures acquire and
maintain their identity for the former and get transformed for the latter. Importantly
this transformation may be seen as continuous. That is transformation doesn’t nec-
essarily have an end product. The interaction is, in effect, always transforming as
the practice continues.

Putting this notion of practice at the core of evaluation has implications for
knowledge production. “Regarding practice primarily as a matter of the local and
situational goes hand in hand with the view that the kinds of scientific knowledge
that are provided to practice must somehow be adjusted or adapted to fit circum-
stances” (Schwandt, 2005, p. 98). Developments in the field of sociology throughout
the twentieth century have highlighted the social nature of knowledge.

The influential albeit controversial work of the anthropologist of science Bruno
Latour, has shown that scientific activity is much more than the application of a
scientific method, it corresponds to the characteristics of a social practice as defined
above. His anthropological work in science laboratories has unveiled the social pro-
cesses that lead from empirical observations and measurements to the construction



30 L. Potvin, D.V. McQueen

of scientific facts (Latour, 1987). Knowledge does not lie within objects of nature.
It is the result of deliberate actions that involve the interaction between previous
knowledge and theory, measurement or inscription devices that cumulate the sci-
entific knowledge at specific points in time, an active knowledge seeker who uses
this previous knowledge and inscription devices to create situations that can render
visible some features of the mechanism and of course the mechanism itself that
can only be known through those mediated interactions. Scientific activity is not
simply a reflection upon the world or observations made by neutral observers. It is
the systematic, deliberate and informed transformations of elements of the world in
order to render evident other features of the world (Latour, 1993). It is the result of
the scientist work upon the world.

Well before Bruno Latour’s publications and in a book that had been long for-
gotten before being rediscovered by Kuhn (1962), the physician, Ludwick Fleck
has highlighted the social nature of scientific activity. Using the complex case of
the history of syphilis, Fleck demonstrates that scientific facts are elaborated within
communities of scientists whose work and methodology define and form collective
ways of thinking. Within each of these communities, sets of norms as well as specific
bodies of knowledge and instrumentations not only determine scientific practice but
also the content of the scientific production (Fleck, 1935, 1979 for the English trans-
lation). Nearly 50 years later, a pioneer in the field of evaluation and the inventor of
the quasi-experimental design , Donald T. Campbell described how science validity
systems are not methodological in nature but rest essentially on social mechanisms
of verification and mutual criticism operated by scientists themselves within such
communities (Campbell, 1984).

Thus we would argue that the search for evidence and the conduct of evaluation
is a social practice. Therefore knowledge produced by evaluation depends upon the
evaluator’s: (1) point of view; (2) training; (3) view of science; and (4) context.
Point of view relates to the whole conceptual basis on which one frames one’s ideas,
concepts, values and self-meaning. It is essentially abstract and not easily translated
to others. In essence it is similar to the Meridian idea that meaning is buried within
the individual and is not really transferable out of the individual. From a practical
evaluation standpoint it implies that these deeper meanings are not readily or even
possibly transparent to other participants and stakeholders in the evaluation. Yet a
field such as health promotion is highly promulgated on values that are deeply held.
For example, if one deeply values respect for the values of others, this deeply held
value cannot help but have impact on the meaning of the evaluation practice.

With regard to training, we often tend to disregard one’s training in the academic
world. Nevertheless many in public health are quick to refer to the clinical mentality
or the social science perspective. These mentality metaphors are indeed direct prod-
ucts of years of academic training that shape our perspective. It is obvious that when
a person trained for years in biochemistry and medicine thinks of body chemistry
that a whole cascade of years of learning formulae and obsequious learning of body
parts and interactions is forthcoming. Similarly, when a sociologist hears a term
used like social class, it evokes years of reading from Hegel to Marx to Weber to
Veblen, etc. Social class is not just a variable; it is a torrent of reflection on years of
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academic scholarship. Science can loosely be described as the best understanding
of phenomena at any given point in time. Aristotle was a great scientist, but he was
not Einstein. However, their view of physics at the time was state of the art. Now
both are ancient scientists. The point is that science as a pursuit, like evaluation, is
transformational. Despite the evaluator’s point of view, training, or view of science,
the context of the person’s work cannot be dismissed in the evaluative process. We
have noted the role of government in the search for evaluation of health promotion.
Those who sit in governmental agencies have a dual responsibility, one to demand
the best evaluation and one to protect the public’s purse. Those who sit in academe
feel other pressures, publication, and academic recognition. Still those in practice
want things that work, projects that transform, and they are dependent for support
from academe and governments. In short, evidence does not exist independent of the
observer; it is not a thing in itself. Therefore evaluation is a very social discovery
process.

To reiterate, in applied sciences the objects of knowledge and scientific inquiries
are not objects or mechanism of nature but products of human activity. There is a
further distinction to be made between social sciences and applied sciences. In social
sciences the object of inquiry is the social and society also resulting from human
activity. We will make the case that in social science the object of inquiry is not
necessarily a deliberate construction of human beings, that many of its features are
unperceived by human beings. The general concept of social structure concerns such
objects. In applied science the objects of inquiry are deliberate and wilful artefacts
of human action. They can be generally labelled as technical objects the features of
which are deliberately designed to perform specific functions. So health promotion
evaluation is an applied scientific activity since its objects are interventions designed
and put together by social actors. It is not a social science, it is not about theoris-
ing social structures, it is about creating knowledge and meaning about deliberate
human actions seeking transformation of population health and its determinants.

Health promotion evaluation can thus be conceived as a set of actions carried out
to render evident features of another set of human actions, an intervention. So in
order to produce knowledge about the latter, the former has to get into some kind of
interaction with the intervention and this interaction implies social actors who carry
their own problematization of the overall situation, their own power differentials
and their own interests over the situation. So the evaluation situation is not only
scientific in that it implies science-related activity, it is also social in that it involves
interactions between social actors who assign different meanings to the situation,
and it is also political in that social actors involved do not necessarily pursue the
same interests in the situation and some of those interests can be imposed upon
other actors. Evaluation thus becomes a practice through which, actors involved
work upon their environment to create meaning out of it, and to reproduce and
transform it. So the practice of health promotion evaluation is one that implies:
(1) the manipulation of instruments for scientific inquiries with regard to sets of
actions, interventions, (2) the creation of meaning about the interactions that take
place between all actors involved in the intervention, including intervention staff,
funders and beneficiaries and (3) the mediation of potentially conflicting interests.
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Any discussion of evaluation that focuses only on one of those features would be
incomplete and potentially misleading.

Building on Anselm Strauss’ distinction between sociology of health and soci-
ology in health, we will also discuss the distinction to be made between evaluation
of health promotion and evaluation in health promotion. The former refers to an
evaluation perspective situated outside the field of health promotion. A perspec-
tive that takes as its object the whole activity of health promotion using methods
and paradigms that belong to the outside perspective from which the field is being
evaluated. The various current exercises aiming at providing evidence for health
promotion effectiveness are to be included in evaluations of health promotion. In
that sense, it is paradoxical that so many people from inside the field of health pro-
motion are advocating for, and contributing to, the evaluation of health promotion.
Evaluation in health promotion is the borrowing and adaptation by health promo-
tion of conceptual and methodological tools developed in other scientific domains to
enhance its own capacity to better understand its own object. The adaptation process
usually aligns the new concepts and methods to the existing science base. Evaluation
in health promotion is the use of evaluation methods to improve health promotion.
This position is the one defended by those who argue that because health promotion
is a social practice, evaluation is among basic scientific activities through which
knowledge about health promotion is produced (Potvin & Goldberg, 2007).

Four Challenges for the Practice of Health Promotion Evaluation

There exist many definitions of evaluation. Some are focusing on the managerial and
instrumental aspects of evaluation whereas others insist on methodological features.
For this book we think it is important to align our definition with one that is of
current use in the general evaluation literature. This will facilitate the elaboration of
a shared language and perspective between health promotion evaluators and evalu-
ators in general. For Mark et al. (2000, p. 3) “evaluation assists sense making about
policies and programs through the conduct of systematic inquiry that describes and
explains the policies’ and programs’ operations, effects, justifications, and social
implications.”

According to this definition, three characteristics distinguish evaluation research
from other activities. (1) The object of evaluation is one of several features of an
intervention, program or policy that includes a diversity of practice and activities.
(2) Evaluation methodology is systematic and scientific. (3) The aim of evaluation
is to produce knowledge to support action from a variety of social actors bearing
a diversity of interests in the evaluated intervention. When a systems of action
is situated as an object of inquiry as it is the case in program evaluation (Potvin,
Gendron, & Bilodeau, 2006) there are necessarily interactions taking place between
the intervention and the evaluation systems and these interactions affect both sys-
tems. In the particular case of health promotion interventions based on empower-
ment and participation and that essentially aim at transforming local and general
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conditions relevant to health, the obligation to develop evaluation discourse and
practice that encompasses more than data collection and analysis methods is even
more critical. Because they are explicitly founded on a value system, we believe
that health promotion interventions represent particular challenges for evaluation.
These challenges pertain to (1) defining the object to evaluate, (2) using methods
that are both appropriate to the object and rigorous, (3) producing results that can
be synthesized and (4) producing relevant knowledge for action.

Challenge 1: Defining the Object to Evaluate

There is confusion in terms when one tries to label systems of action that are
operated in health promotion. Indeed, notions such as program, intervention, project,
initiative are often used interchangeably. Despite some serious efforts (Levesque
et al., 2000), nobody has ever been able to propose a taxonomy founded on gener-
ally agreed upon ontological distinctions. For reasons of simplicity, in this book we
prefer the term “program”. Taking from Dab (2005), we define a program as a mode
of planning and organisation for collective action that aims at producing a desirable
transformation.

When so defined, programs constitute a complex social reality (Potvin, Haddad, &
Frohlich, 2001) that operate as systems. Programs are systems of actions in which
actors mobilise knowledge, activities, networks and resources in order to produce
some change. Programs do not change conditions in and of themselves. It is the
people operating within the parameters defined by the program and using resources
made available through it who create the events that are thought to activate the
desired changes. Like all other complex systems a program becomes intelligible
only through a representation or a model of its formal aspects situated in time and
context (LeMoigne, 1977). Indeed, like all complex objects a program intelligence
cannot be captured by a series of instructions or by a work plan. Any program rep-
resentation or model is necessarily partial and biased in order to highlight specific
features to support specific interests.

In evaluation in general and in health promotion evaluation in particular there is
a strong emphasis on the importance of logic models in the conduct of evaluation
(McLaughlin & Jordan, 1999). There are mainly two criticisms to be made related to
this. First, what is often described in logic models is a linear set of relationships that
obliterates a fair number of features of the open system reality in which programs
are implemented. In open systems, found in the real world, relationships are recur-
sive that is there is not a single direction of causality. In open systems, the borders
between the inside and the outside are blurred and can only be defined arbitrarily in
reference to a set of external criteria. Open systems create and are created through
their interactions with their environment. This criticism addresses the narrow nature
of the conception of knowledge that is often found in health promotion evaluation.
The other criticism is more fundamental and concerns the fact that in addition to
modeling the chain of events that are involved in an intervention, evaluation should
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also be concerned with modeling the symbolic relations in which actors are engaged
through the interventions through a social model but also with modeling the power
relationships involved through a political model. We could also think of an econom-
ical model that would be concerned with the exchange relationships between the
actors. The point here is to note that logic models concentrate on events that are
stripped of their social significance because actors, their interest and the symbolic
significance they bring to the intervention is rarely taken into account in such mod-
els. This is precisely where evaluators’ viewpoint, training, view of science, and
context become relevant.

In addition, representations such as logic models emphasise a perspective in
which programs are created outside of their implementation context and are then
grafted to the life of local actors without the latter being actively involved as if
programs were totally new entities inside a given context. Logic models are blind
to social actors who carry action and operate programs. Such an objectification of
social actors is at odds with fundamental values and principles in health promo-
tion (Potvin, Gendron, Bilodeau, & Chabot, 2005). Indeed in addition to strategies
that imply a strong contextualisation of programs such as strengthening community
actions, and creating supportive environment, the Ottawa Charter for Health Promo-
tion (WHO, 1986) identifies values and principles in support of creating processes
such as participation and empowerment that are framed as being as important as
the expected health results. We concur with others that the values and principles
identified in the Ottawa Charter are parameters of efficacy for health promotion
evaluation (Rootman, Goodstadt, Potvin, & Springett, 2001).

Program is a mode of collective action and as such does not have a pre-defined
and objective reality. It is not a thing in itself. It is not the program that makes things
change, it is the people within the program who make things happen. Health pro-
motion rhetoric suggests that loaded with value and meaning, program operations
aim at creating strong and meaningful linkages between programs’ ends, apparatus
and actors on the one hand and the context in which it is implemented on the other
hand (Dooris et al., 2007). Establishing, maintaining and reinforcing such linkages
is only possible through a strong embeddedness of the program within implementa-
tion context and a conceptualisation of the co-evaluation of the program within its
context. This leads to defining health promotion program as a dynamic social sys-
tem in which a diversity of actors’ interests meet and confront. The more programs
resemble the ideal of the Ottawa Charter the less they maintain characteristics that
would make them distinct objects objectively defined from their context. Changing
social systems rather than lifeless apparatus programs with their changing contours
sensitive to situated actors, pose highly critical definitional problems to evaluators.

With contingent contours and definitions of what is in and what is out (Potvin,
2007), programs as evaluation objects are not totally objective facts. One important
early task for health promotion evaluators is to propose a program definition or
representation that is acceptable and judged adequate by social actors involved in
the evaluation project (see Chap. 8 for a complete discussion of the role of models in
participatory evaluation). Without such a shared representation, which like all com-
plex system models aim at increasing the system’s intelligence while occulting some
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features to highlight others, it is impossible to agree on which relevant question the
evaluation should provide answers. Even more, such a representation is necessary
to identify all relevant constituents that should take part in defining the evaluation
questions. This process of program modeling that can be done through methods of
systematization (see Chap. 14 for an illustration of method of systematization and
its role in health promotion evaluation) is an essential component of evaluability
assessment (Thurston & Potvin, 2003).

As dynamic systems that evolve through time, programs pose additional defini-
tional problems to evaluators. Indeed program adaptation to local conditions and
context is necessarily associated with program changes as discussed in Chap. 17.
Those changes can be relatively trivial but as partners turn over with new alliances
being negotiated, new interests become at play in a program’s social space and
can radically alter its orientation and direction. Bisset and Potvin (2007), showed
how successive alignments of program objectives and resources that accompany
the development of new partnerships elaborated in response to environmental con-
straints and opportunities, slowly but inexorably transform the orientation of col-
lective action. It is thus crucial to factor in time and evolution in the definition of
the program to evaluate in order to alleviate the risk to attribute observed results to
an idealised program that is different than the one that has been effectively imple-
mented.

Finally, defining a program as a social system in which interests are at play makes
a program a political entity. It is because they see a program as an opportunity to
pursue their interests that social actors will become involved in the program space
(this is true for all actors, from funders, staff, and volunteers to beneficiaries) making
them strategic actors (Crozier & Friedberg, 1977), and this includes the evaluator.
We believe that the stakes represented by the evaluation and for which the evalu-
ator is spokesperson influence and shape the evaluation project (Brown, 1995). In
a potentially controversial space in which legitimacy might be questioned it will
be extremely difficult for the evaluator to deploy rigorous methods to control for
confounding variables that at the same time constrain practices of other actors.
Thus, health promotion evaluators have to create a space for dialog with local actors
in order to develop an evaluation project that takes into account often diverging
projects from a diversity of actors (Schwandt, 2005).

Challenge 2: Balancing Relevance and Rigour
in the Choice of Methods

In this particular context of dynamic and changing environments crowded with
potentially conflicting interests, the challenge that consists in designing and imple-
menting rigorous research methods is key. Indeed research rigour is always contingent
to a disciplinary perspective (McQueen & Anderson, 2001). Each discipline that
composes the field of human scientific knowledge has developed its own corpus of
procedures and techniques. These are essential to assist in the reciprocal critique that
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founds most apparatus that ensure scientific rigour (Campbell, 1984). In addition to
insuring rigour, this strong association between disciplines and methods facilitates
the development of a coherent body of observations to support theoretical knowl-
edge development.

Having its origins mainly in the efforts of the WHO EURO to develop a strategy
in the pursuit of the objectives of “Health for All by the Year 2000” (Kickbusch,
2003), health promotion is an integral part of the more general field of public
health (Potvin & McQueen, 2007). The methodological discourse in public health
is largely dominated by epidemiology (Mcqueen, 1988; Potvin & Chabot, 2002).
Positioned in the conceptual and discursive universe of public health, health pro-
motion is doomed to justify its research procedures relatively to epidemiological
criteria, itself founded on positivist and classical empiricist paradigm (Rothman,
1986). This paradigm suggests that experimentation in a controlled situation that
allows one to isolate the relationship between a putative cause and an expected
effect independently of all other confounding factors is the gold standard to establish
causality (Baskhar, 1978). The nine criteria for causality identified by Hill (1953)
are indeed ways of mimicking experimental conditions in situations where they
cannot be implemented. In the field of public health, laboratory studies which are
very useful to establish causality are of limited value to study many of the phe-
nomena that shape population health, and the interventions implemented to address
them. In this case and following the tradition long established by Claude Bernard
in experimental medicine, epidemiology proposes that treatment manipulation “in
vivo”, while controlling as much as possible for contextual elements constitutes the
golden route to demonstrating causality between an intervention and its hypothet-
ical effects. But, random assignment of study subjects to the various treatments to
be compared in a study is the only way to insure the necessary statistical equiva-
lence between the study groups in order to establish causality (Rubin, 1974). This
methodological paradigm that requires, at least in principle, a strong control over the
experimental situation and the objectification of study subjects is, a priori, not com-
patible with the values of participation and empowerment that underlie the Ottawa
Charter. Consequently there are essentially two options to ensure rigour in health
promotion evaluation studies whether the objective is to establish a causal relation
between an intervention and hypothetical effects or to understand the transformation
dynamic between a program and its context. The first option consists, within the
epidemiological paradigm, in identifying and defining program elements that are
under the evaluator’s control and to conduct the analysis accordingly. The second
option is to get out entirely of the epidemiological paradigm and implement research
methods that satisfy rigorous criteria elaborated in disciplines that have taken social
transformation processes as their research object.

Hawe, Shiell and Riley (2004) developed the argument that experimentation in
health promotion should not be conceptualised as the prescription of specific activ-
ities and operations. For them the essence of health promotion intervention does
not lie in any specific kit of activities but in functions that practitioners implement
and operate through activities that are adapted to local conditions. For example, in
a community development program a function to implement could be a mechanism
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that facilitates dialog and exchanges between various key actors. The exact form
such mechanism takes as well as the specific identity of the local actors are to be
adapted to local conditions. According to Hawe et al. (2004), causal relations can
then be established between such health promotion functions and observed results
when resources to develop such functions are randomly assigned to organisational
(cluster) units such as schools, burrows, enterprises, even if there is no control over
the local dynamics interplay in the shaping of the local activities and operations.

Whereas this proposition of randomised cluster design allows dealing with
causality, it nonetheless puts on the evaluator the onus of closely monitoring experi-
mental units, first to ensure the implementation of the assigned functions and second
to understand the processes that lead to specific results. There are two serious flaws
with this design. The first is the presence of higher order interactions that experi-
mental designs are ill equipped to deal with unless the number of experimental units,
in this case clusters, is very large. Indeed the causal pathways between functions,
activities and results will be shaped by the interactions with local conditions. To
the extent that these will be higher order interactions and that local conditions will
vary to such an extent that the number of units per cell is going to be too small
to test these interactions, causality will be difficult to establish. The second is the
definition of specific outcomes of interest. Indeed, because activities are free to vary
across experimental units, it is unlikely that pre-defined specific health outcomes
will be achieved throughout a large spectrum of units. It is well known that general
health indicators such as all cause mortality or overall perceived health are more
stable and less likely to be affected by specific interventions than more specific
indicators. The question of how to balance the need to predefined specific health
outcomes of interest and the necessary local freedom in implementing health pro-
motion function remains unanswered. The essential problem is that the complexity
in health promotion programs is essentially ignored.

From this empiricist paradigm we should retain that causality is a narrow concept
the establishment of which requires very rigid conditions that are costly to establish,
both in terms of resources and in loss of adaptability to local conditions. In epidemi-
ology those rigid conditions are known as Hill causality criteria (Hill, 1953). To the
extent that health promotion evaluation criteria are formulated in terms of causality
it is very difficult to move away from epidemiological criteria for scientific rigour.
One can always innovate in the application of those criteria in health promotion
evaluation, keeping in mind however that those adaptations add up another layer of
limitations to a program’s internal validity.

The second option available to health promotion evaluators is to move away
from classical empiricist paradigm and epidemiology and to mobilise conceptual
and methodological instruments that are more adequate for the study of complex
social systems like health promotion interventions. Social sciences have developed
a whole range of methodologies that have been successfully implemented to study
social change processes and to evaluate programs. For a long time evaluators were
caught in a dilemma of choosing to work in a structuralist/positivist perspective
of causality and a phenomenologist/relativist horizon of representations and inten-
tions, both equally unsatisfactory but to different audiences. Wherein a paradigm
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of causality satisfies, in principle decisions need to be made based on generalizable
evidence to solve objectively defined problems, whereas practitioners have more
appetite for contextualised interpretations of the live experience of program actors
in order to develop more relevant practice. We believe that simply juxtaposing those
two perspectives into a single study does not constitute a satisfying solution. “Con-
sensus is not possible or desirable, because it masks power struggles and it restricts
development of innovative solutions through informed dialogue and compromise.
Moreover, professionals and practitioners who try to implement social-change pro-
grams rarely find conceptual tools pertinent to their practice in the evidence-based
discourse. They rightly argue that generalizable estimates constitute only one of
many indicators that reflect on their practice.” (Potvin et al., 2005, p. 593).

Social transformation processes are to be conceptualised within the structure-
agency debate that has characterised theoretical progress in the disciplines of the
social sciences throughout the twentieth century. In a nutshell, this debate opposes
those who believe that humans are free subjects who construct their life based on
their preferences and whose decisions and actions are unconstrained expressions
of those preferences and those who believe that human agency or capacity for sin-
gle individuals to exercise causal power upon their environment is almost entirely
determined by structural forces that are objectively situated outside of the reach of
any single individual (Williams, 2003). A lot of recent theoretical work in sociol-
ogy has been dealing with this debate trying to find a way out of this impossible
dilemma, whose extreme positions are not tenable anyway. The notion of prac-
tice has been elaborated by post-structuralist sociologists such as Giddens (1984)
and Bourdieu (1972) as an interface of the duality between structure and agency.
Although these authors differ in their specific conceptualisation of how this interface
comes about and operates, both suggest that practice is the structurally constrained
expression of human agency through which social structures are constantly repro-
duced and transformed.

We believe that this debate is of utmost importance for public health in general
and health promotion programs in particular because what is essentially at stake in
health promotion is individual and collective health related practices and the condi-
tions that constrain and enable them. Very often, the task of health promotion eval-
uators is to make sense of how actions aimed at deliberately modifying structural
conditions are associated with practice changes. Fundamentally one can conceive
of health promotion as being situated outside or inside the local context, as a force
that operates independently of, or in close conjunction with, local instances. A dual-
ist conception of the structure/agency dilemma leads to locating health promotion
inside of a local context as being one of many other agents that exercise transfor-
mative power in a situation (Potvin, 2007). This bears enormous epistemological
implications. Indeed, situated inside the intervention context, health promotion is
necessarily affected itself by its transformative intentions regarding structural con-
ditions. As proposed by McQueen (2007a), reflexivity and contextualism are thus
intrinsic features of health promotion that affect research theoretical and method-
ological options. From the point of view of health promotion evaluation practice
the key question then becomes whether evaluation can itself be conceptualised as
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being located outside of the intervention context posing upfront the epistemological
question of the reflexivity of health promotion evaluation.

Resolving this question requires that evaluation closely follows the actions that
objectively characterise program implementation (Potvin et al., 2006). However,
following action where it takes place requires that hypotheses and observations be
anchored in strong theoretical propositions (Barnes, Matka, & Sullivan, 2003). This
is where social sciences methodology takes its strength but also its weaknesses for
an applied field such as public health, in which the tendency is to consider that data
bear intrinsic objective meaning and consequences (McQueen & Anderson, 2001).

Challenge 3: Synthesising Evaluation Results
into Meaningful Indices

Synthesising knowledge has become an essential research function in an era where
research is increasingly valued by its capacity to be useful for decision makers and
practitioners. Being able to summarise in synthetic indices whole bodies of research
conducted on related subjects using comparable methods appears as a powerful
instrument to promote rationality in practice and evidence-based decision making.
As a heuristic device to facilitate directions of action synthetic indices are in increas-
ing demand. The range of interventions for which evaluations are being reviewed
and synthesised is widening to include now health promotion interventions.

Documenting program efficacy also poses the question of the normalisation and
standardisation of professional practices or the prerequisites to reproduce relevant
practices. To the extent that effective practices are to be reproduced or dissemi-
nated there is a need to characterise more precisely what constitute the essence of
those practices to facilitate transferability or translation in other contexts. Interest-
ingly recent attempts to codify and standardise reporting of evaluation and applied
research such as CONSORT (Moher, Schulz, & Altman, 2001) and more recently
STROBE (Elm et al., 2007) are driven in most parts by knowledge synthesis enter-
prises that can better and easily apply their report analysis grid when the evaluation
studies are reported in a standardised manner. In general interventions are subjected
to synthesising processes in order to identify principles of action that could be trans-
ferred to address similar situations as part of a collection of best practices. The aim
is to derive synthetic effectiveness indices. Those indices are meaningful only to the
extent that implementation variations are smoothened or judged as irrelevant.

In the case of health promotion evaluation the difficulty of synthesising eval-
uations that take a large account of local adaptations, context and variations has
been noticed in each of the projects that were developed to synthesise health pro-
motion evaluation research results. Empirical evidence cannot be easily summed up
when there is enormous uncontrolled implementation variation among programs for
which evaluations are being synthesised. One solution indeed is to attempt to clas-
sify interventions according to the mechanisms that are thought to be triggered and
operated through the interventions. Critical realist syntheses are being developed to
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achieve such an objective (Pawson, 2000). Trying however to empirically and induc-
tively identify such mechanisms through synthesis projects is highly exploratory
and the probability that the ex post models derived from those enterprises bear any
potential of transferability or generalizability remains tenuous.

We believe that theory has been underused as a heuristic device for synthesising
evaluation results (Green, 2000; Potvin, 2006). Indeed, a chronic lack of theory
in our field has been lamented by numerous commentators on health promotion
(McQueen et al., 2007). This inevitably leads to the question of which theories are
appropriate in health promotion. For McQueen et al. (2007) the potential contri-
bution of social sciences to frame theories of and theories in health promotion is
yet to be realised. A good theory of health promotion would allow practitioners to
better define the objects of their interventions and not only the strategy, values and
principles by which such objects should be addressed. In counterparts, good social
theories in health promotion would highlight how health promotion interventions
as social systems interact in any given social context to produce whatever health
promotion is geared to produce.

Challenge 4: Producing Relevant Knowledge

Given the difficulty to delineate the reality of programs to evaluate and considering
the dilemmas associated with the selection of appropriate methods, the fourth chal-
lenge for evaluation consists in producing results and knowledge that is relevant and
contributing to health promotion objectives. In this perspective, evaluation fulfils
two functions. One is to document program efficacy to produce a desired outcome
and the other is to assist in the development of innovative health promotion practice
(Potvin & Goldberg, 2007; Schwandt, 2005).

Evaluation is often associated with the former perspective of documenting pro-
gram efficacy. Recent knowledge synthesis projects led by the International IUHPE
(McQueen & Jones, 2007) and by the US Centers for Disease Control (Zaza,
Briss, & Harris, 2005) in order to justify health promotion interventions for health
sector decision makers are examples of enterprises in line with such objectives.
Indeed, in their attempts to locate evaluation studies of interventions designed and
implemented in response to specific problems, to isolate and identify the effective
components of these interventions and to combine observed results into synthetic
indices, the aim of these projects is clearly to assemble empirical arguments com-
posed of scientific evidence in order to consolidate public investments in health
promotion. Another consequence of those projects is to propose collections of best
practices that not only guide but also standardise accepted and acceptable practice
in health promotion.

In addition to the problem of defining what constitutes evidence in a field
that is largely developed outside of explicit and precise theoretical propositions
(McQueen, 2007b), there is a paradox in the creation of such collections. Indeed,
notions such as efficacy and effectiveness are empty shells that are useful only to the



3 Practical Dilemmas for Health Promotion Evaluation 41

extent that a higher end is explicitly defined. Efficacy for what? This is certainly the
next logical question but unfortunately it has rarely been given adequate attention
in health promotion (see Chap. 15). In the field of public health pursuing objectives
of increasing DALY or QALY independently of their distribution, or of improving
conditions that shape population health, or increasing equity in the distribution of
health outcomes, or strengthening community action independently of their ends
are all legitimate objectives of action. Although these outcomes are not necessar-
ily incompatible, their respective pursuits may require actions that are conflicting
with one another (Potvin, Mantoura, & Ridde, 2007). Fundamental texts such as
the Ottawa Charter do not give definitive answers to such questions. To be really
relevant, efforts to document health promotion efficacy should be coupled with an
in-depth reflection to clarify and prioritise objectives to which it contributes.

Another use of evaluation results is to support innovation in practice rather than
their reproducibility and transferability. When conceived as a reflexive apparatus
for a system of collective action, evaluation produces information that allows the
system a better positioning of its interactions with its environment and eventually
to better understand its co-evolution with its context (Potvin & Goldberg, 2007;
Schwandt, 2005). This refined understanding of lived experience allows program
stakeholders to continuously create the necessary micro adjustment in order to
address controversies that arise from action (Potvin, 2007). Evaluation provides the
objective empirical basis that makes reflexivity possible. Because health promotion
is founded and moved by normative system composed of values and principles that
are often better defined than its objectives, this function of reflexivity fuelled by
evaluation is crucial in order to avoid ideological confusions (McQueen, 2007a).
This reflexivity that characterises reasoned and reasonable professional practice is
essential to avoid dogmatic pitfalls of a practice founded on the narrow ideology of
its reproduction at all cost. A mirror for health promotion action, evaluation thus
becomes not only a key component to support innovation but also a safeguard to
maintain a rational direction for action.

Conclusion

Health promotion evaluation faces challenges that extend well beyond technical
and methodological difficulties associated with the scientific nature of evaluation
projects. Health promotion evaluators should expect to enter a dynamic and politi-
cal arena the contours of which are continuously changing. In addition to scientific
expertise health promotion evaluators need to think of their trade as a social prac-
tice the aim of which is to contribute to the betterment of our collective capacity
to intervene on the determinants of population health. As the main operators of
a scientific device functioning in a politicised space, health promotion evaluators
face dilemmas and challenges the solution of which bears potentially enormous
consequences for the field of health promotion. In this book we defend the thesis
that as a practice, health promotion evaluation cannot implement activities that have
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the potential to undermine the pursuit of health promotion objectives whatever these
are. More explicitly, since health promotion is generally defined by a core set of val-
ues and principles, health promotion evaluation has to account for those values and
eventually even participate to their implementation. Like any scientific endeavour,
evaluation is not a value neutral enterprise (Latour, 2004). In most cases, evalua-
tion activities can be conceptualised as activities in the intervention space. If one
undermines the potential effect of programs by conducting evaluation, then health
promotion will never be able to be assessed fairly. Because the field of health promo-
tion is openly and deliberately oriented by specific values, we believe that adequate
and relevant practice in health promotion evaluation should attempt to align criteria
of research rigour with those values and principles underlying health promotion.

The next section of this book is composed of four chapters, each one elaborating
on the four dilemmas that were just outlined above. Written mostly by this book’s
editors, these chapters explore the content of what constitutes the practice of health
promotion evaluators. That we have more questions than answers should not be
of any surprise. Indeed health promotion is still struggling in attempts to define
its proper theoretical foundations. Taken together however, these four chapters indi-
cate possible directions for development and practical reflection in health promotion
evaluation.
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7, 114–129.

McLaughlin, J. A., & Jordan, G. B. (1999). Logic models: A tool for telling your programs perfor-
mance story. Program Planning and Evaluation, 22, 65–72.

McQueen, D. V. (1996). The search for theory in health behaviour and health promotion. Health
Promotion International, 11, 27–32.

McQueen, D. V. (1988). Directions for research in health behaviors related to health promotion:
an overview. In R. Anderson, J. K. Davies, I. Kickbusch, D. V. McQueen & J. Turner (Eds.),
Health behaviour research and health promotion (pp. 251–265). Oxford; Oxford University
Press.

McQueen, D. V. (2007a). Critical issues in theory for health promotion. In D. V. McQueen,
I. Kickbusch, L. Potvin, J. M. Pelikan, L. Balbo, & T. Abel (Eds.), Health & modernity. The
role of theory in health promotion (pp. 21–42). New York: Springer.

McQueen, D. V. (2007b). Evidence and theory. Continuing debates on evidence and effectiveness.
In D. V. McQueen & C. M. Jones (Eds.), Global perspectives on health promotion effectiveness
(pp. 281–303). New York: Springer.

McQueen, D. V., & Anderson, L. M. (2001). What counts as evidence: Issues and debates. In
I. Rootman, M. Goodstadt, B. Hyndman, D. V. McQueen, L. Potvin, J. Springett, & E. Ziglio
(Eds.), Evaluation in health promotion. Principles and perspectives (pp. 63–81). Copenhague:
WHO regional publications. European series; No 92.

McQueen, D. V., & Jones, C. M. (Eds.) (2007). Global perspectives on health promotion effective-
ness. New York: Springer.



44 L. Potvin, D.V. McQueen

McQueen, D. V., Kickbusch, I., Potvin, L., Pelikan, J. M., Balbo, L., & Abel, T. (2007). Health &
modernity. The role of theory in health promotion. New York: Springer.

Mark, M. M., Henry, G. T., & Julnes, G. (2000). Evaluation: An integrated framework for under-
standing, guiding, and improving policies and programs. San Francisco: Jossey Bass.

Moher, D., Schulz, K. F., & Altman, D. G. (2001). The CONSORT statement: Revised recommen-
dations for improving the quality of parallel-group randomised trials. Lancet, 285, 1191–1194.

Nutbeam, D. (2004). Getting evidence into policy and practice to address health inequalities.
Health Promotion International, 19, 137–140.

Nutbeam, D., & Bauman, A. E. (2006). Evaluation in a nutshell: A practical guide to the evaluation
of health promotion programs. New York: McGraw Hill.

O’Connor, A. (1995). Evaluating comprehensive community initiatives: A view from history. In
J. P. Connell, A. C. Kubisch, L. B. Schorr, & C. H. Weiss (Eds.), New approaches to evaluating
community initiatives: Concepts, methods, and context. (pp. 23–63). Washington D.C.: Aspen
Institute.

Pawson R. (2000). Evidence-based policy: The promise of Realist Synthesis. Evaluation, 8,
340–358.

Potvin, L. (2006). Should we worry about the enthusiasm toward evidence-based health promotion
practices? Promotion & Education, 13, 228–229.

Potvin, L. (2007). Managing uncertainty through participation. In D. V. McQueen, I. Kickbusch,
L. Potvin, J. M. Pelikan, L. Balbo, & T. Abel (Eds.), Health & modernity. The role of theory in
health promotion (pp. 103–128). New York: Springer.

Potvin, L., & Chabot, P. (2002). Splendour and misery of epidemiology for evaluation of health
promotion. Revista Brasileira de Epidemiologia, 5(Suppl. 1), 91–103.

Potvin, L., Gendron, S., Bilodeau, A. (2006). Três posturas ontológicas concernentes à natureza dos
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Part II
Issues in Health Promotion Evaluation:

Fitting Evaluation Practice to Health
Promotion



Chapter 4
Developing Evaluation Questions: Beyond
the Technical Issues

Ligia de Salazar and Mary Hall

This chapter is a contribution to the evaluation debate in health promotion. It
explores the strategies for, and main concerns in, identifying and formulating rel-
evant and answerable evaluation questions. Unlike many previous texts discussing
what is involved in developing evaluation questions, in this chapter we argue that
a wide range of contextual and highly political factors contribute to the framing of
evaluation questions. Furthermore, we strongly believe that the same intervention
can lend itself to a variety of different evaluation questions depending upon the stage
of intervention development at which the evaluation is conducted. Finally, we con-
tend that the evaluation question or set of questions should reflect the ever-changing
context of the intervention, as well as the stage if the intervention, if evaluation is to
be truly useful for health promotion.

The Cochrane Collaboration defined the relationship of health promotion and
public health in this way: “health promotion and public health encompasses the
assessment of the health of populations formulating policies to prevent or respond
to health problems promoting healthy environments and generally promoting health
through the organized effort of society. Public health promotes societal action to
invest in living conditions that create, maintain and protect health. This covers
an extremely wide range of interventions aimed at improving health, with various
levels and types of interventions included” (EPPI – Centre, 2006). Health Promo-
tion expands upon the definition of health by addressing the complexity of social
changes, reiterating the importance of acting not only on the issue of demedicaliza-
tion and reorientation of health services and practices, but especially in the sphere of
local development and empowerment. Carvalho, Bodstein, Hartz, and Matida (2004)
discussed political and economic determinants of the health-disease process, reaf-
firming health as an ethical imperative and a citizen’s right.

There are many elements common to the numerous different definitions of
evaluation available in the literature. These include describing, comparing and
assessing the value of programs and interventions in the pursuit of specific aims
and, increasingly, incorporating lessons learned into the decision-making process
(OECD, 1998). Other authors conceive of evaluation as a process of systematic and
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objective appraisal of a project, program or policy (Shadish, Cook, & Leviton, 1995).
According to Hawe, Degeling, Hall, and Brierley (2003) evaluation is a judgement
about something. These authors assert that the way in which these judgments are
made depends upon expectations, past experiences, and what relevant actors believe
to be important. For (Battista et al., 1999), evaluation reinforces the critical link
between science and policy, and attempts to reconcile those two worlds, which
operate within different paradigms. While Western science often adopts a positivist
paradigm that assumes the existence of truth, policy-making is an interpretive pro-
cess oriented toward the integration of various factors into operating decisions.

In addition to assessing interventions’ success, evaluations are also oriented
toward obtaining information in order to interpret what has happened in interven-
tions, particularly through participatory processes and techniques. They take various
forms, including process evaluation, participatory evaluation, formative evalua-
tion, empowerment evaluation, and illuminating evaluation (MacDonald, Veen, &
Tones, 1996).

Effectiveness evaluation has been highly debated in recent years, and the term
is loaded with many connotations. As a particular type of outcome evaluation
(Weiss, 1998) effectiveness evaluation is increasingly considered to be an accepted
standard for health promotion evaluation (McQueen & Jones, 2007). Issues and
criticism regarding effectiveness evaluation are often related to the question: Do
we need evidence of effectiveness to make decisions in order to accomplish health-
promotion objectives?

Potvin, Haddad, and Frohlich (2001) have discussed the fact that evaluation ques-
tions need to reflect a comprehensive understanding of health promotion programs
they are intended to address. This paper takes this argument a step further and dis-
cusses the wide range of other factors that influence and shape the process by which
evaluation questions are identified and formulated.

Many issues related to evaluation in health promotion have been raised over the
years. Discussions pertaining to the definition of the subjects and objects of the
evaluation, the criteria for selecting and developing appropriate evaluation ques-
tions; the variables and indicators for measuring and rating success; the various
methodological approaches to data collection; and the relationship between evalu-
ators and decision-makers or between policy and research, can all be found in the
health promotion literature. In this chapter our aim is to bring together new and old
arguments in favor of focusing health promotion evaluation on a variety of relevant
aspects of health promotion interventions in order to strengthen health promotion
theory and practice.

The issue of where to focus the evaluation is often perceived as simply a matter of
the stage of the intervention, or decision-makers’ needs for information. Developing
and formulating an evaluation question goes far beyond the technical aspects of for-
mulating an answerable question. We argue that it is essentially a practical issue; it is
a complex process, iterative in nature, which involves negotiation among the various
stakeholders. This negotiation is most often political in nature, and requires trade-
offs and compromises on the scope of the evaluation, the methodological approaches
required and the political relevance of the information produced by the evaluation.
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The iterative aspect of identifying and formulating an evaluation question reflects
the constantly changing context of the intervention, and consequently, the evalua-
tion. Different questions can be formulated during the life cycle of the healthpro-
motion intervention, which are influenced by the context, the evolution and the
changing nature of the intervention, as well as by the demands of decision-makers
or other stakeholders. This point is illustrated in Chapter 12 of this book in the
discussion of the challenges of evaluating intersectoral initiatives.

Practical Isssues in Formulating an Evaluation Question

Fomulating an evaluation question is a practical, rather than a technical issue. Devel-
oping the evaluation question or questions is not solely a matter of fitting a research
question with available data collection methods. It is rather an inherently political
matter affected by, and impacting numerous factors. Those factors that shape the
process of developing the evaluation question include: the purpose of the evaluation,
the interests of the various stakeholders, their beliefs and representations about the
intervention,and thecriteria forsuccessor failure.Furthermore,developingevaluation
questions has to do with the improvement of health promotion interventions as well
as the use of results to improve health conditions and promote population health. A
poorly formulated question could have negative impact on present and future health;
therefore this activity bears political, ethical and economic consequences.

The evaluation of health promotion interventions has traditionally been driven
by academic interest rather than by the information needs of those responsible for
managing and allocating resources or by community people who benefit from those
decisions. Whose point of view should be considered when defining evaluation
questions? Is it feasible to reach an agreement, and if so, how?

Several factors drive the process of identifying relevant evaluation questions.
These are: (1) the theoretical and operational definition of the intervention being
evaluated, (2) the meaning and scope of evaluation for the health promotion practi-
tioners involved, (3) the purpose of the evaluation, (4) the criteria by which stake-
holders will judge intervention effectiveness, (5) the decision-making context and
(6) the feasibility of producing the expected results within a reasonable timeframe.
Each of these factors presents different challenges to the evaluation of health promo-
tion, and may carry different weight depending on the intervention and the persons
involved. A discussion of the impact each has on selecting the evaluation question
follows.

Theoretical and Operational Definition of the Intervention
Being Evaluated

One of the key aspects to keep in mind when evaluating health promotion inter-
ventions is the changing nature of the context in which they are implemented and
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the effects these transformations have on interventions and their potential outcomes.
Interventions can, and must, be adjusted to real situations according to demands and
needs, even those that were not foreseen when planning the intervention. Therefore,
it is of utmost importance to define, in practical terms, what is the intervention that
is going to be evaluated, and to achieve agreement on this matter among the vari-
ous stakeholders, including those who are responsible for the evaluation. Context,
defined as the characteristics of the setting into which the health promotion inter-
vention is implemented, can act both as a factor influencing the implementation of
the intervention and as an effect modifier of the intervention.

The elements and parameters that constitute the operational definition of the
intervention (the way it is implemented) vary according to the sociopolitical context
in which the intervention is implemented, the availability of certain conditions to
make implementation feasible, and the beliefs and values of practitioners involved.
Conducting evaluation of those projects is also dependent on these factors. The prin-
ciples and values that support health promotion action are not always in agreement
with the political system in which they operate, making it difficult to find appropriate
implementation strategies.

An example of how the definition of the intervention can impact the evaluation
is provided by the issue of equity, a key principle of health promotion. Unequitable
distribution of resources in a community, and the way it affects both risks and out-
comes, are important issues to be considered in the evaluation. It has been recog-
nized (Waters, Doyle, & Jackson, 2006) that inequities are related not only to the
risk of developing an adverse condition but also with the effectiveness of the inter-
vention. Therefore, if socioeconomic status is associated with the implementation
of the intervention, and if socioeconomic status is unevenly distributed among the
population targeted by the intervention, these probabilities affect the effectiveness
of the intervention.

We recognize that the task of characterizing and simplifying what are actually
complex multi-component interventions is often very difficult and challenging. This
is made even more difficult by the need to think of causes not as properties of agents,
but as results of systems in which the population phenomena of health and disease
occur, and to conceive of populations as organized groups with relational proper-
ties rather than mere aggregates of individuals (Loomis & Wing, 1990). However
challenging the task, a clear description of the intervention must be achieved before
formulating evaluation questions in order to draw any meaningful conclusions from
the evaluation.

Meaning and Scope of Evaluation in Health
Promotion Interventions

Evaluation in health promotion should consider, among other things, the fact that
health promotion initiatives respond to dynamic processes that are participatory,
multifactorial, political and multidimensional. Health promotion involves
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concomitant and diverse interventions oriented to reach specific but complementary
objectives. It focuses on groups and communities rather than individuals. It has
short and long-term effects, as well as intangible benefits. It is articulated toward
development and intersectoral planning more than the health sector alone. These
distinctive characteristics of health promotion are important, as they influence the
conduct of evaluation. Because of these characteristics there is a need to articulate
knowledge stemming from political, social and biologic sciences in the analysis
and interpretation of evaluation results. Also related is the challenge of defining in
measurable terms the health promotion principles and values that are effective in an
intervention. Finally, the potential need for, and difficulty in, generalizing evaluation
results can also be linked to these unique characteristics.

Evaluation in health promotion also involves a trade off between credibility,
opportunity, relevance, replicability of evaluation results, as well as diverse, and
at times, conflicting interests of stakeholders. It is important to keep in mind that,
as health promotion interventions are inherently dynamic and are the product of
a permanent reflection-action process, the risk of evaluating something other than
what was supposed to be evaluated, remains significant.

Evaluation Purpose

In addition to defining the intervention to be evaluated, those conducting the evalu-
ation must reach agreement concerning the purpose for the evaluation. The reasons
for engaging in health promotion are highly varied, and depend to a great degree on
the interest of the stakeholders. Questions about the intervention and goals for the
evaluation must therefore be explicitly addressed.

What exactly should be evaluated? Should the focus be on the design, process
(implementation), impact or results of intervention? What are the variables and
indicators of success for each of these components? Answers to these questions
drive the types of evaluation questions to be asked, and have significant impact on
the success of health promotion evaluation projects.

Evaluators often face conflicting situations when they have to decide on the type
of evaluation, bearing in mind the need to produce timely, accessible and rele-
vant information according to technical, managerial, and political considerations.
Defining the right question, at the right time, within a particular context, depends
on several factors, some of which have already been mentioned. It is important to
include also: the availability of technical and financial resources, access to reliable
sources of information, the requirements of the funding agencies and planners, and
the decisions that will be made using the evaluation results.

There exist a variety of reasons for which we conduct evaluation, including sci-
entific interest, and the need for information to decide how or whether to improve,
expand, extend or replace a determined intervention. Evaluation questions orient the
selection of the appropriate evaluation study design. Two categories of questions
will be considered in the following discussion. The first one pertains to the process
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and intermediate results of the implementation of the intervention. The purpose in
this type of inquiry is to identify the characteristics of the intervention life cycle, the
interrelations among actors, the strengths and limitations, the changes or interme-
diate results, and their contributing factors. It responds to questions as to what and
how social changes occur within the intervention. The second category addresses the
need for decision-makers to determine whether the intervention should be extended
expanded or replaced, and answers the question whether the intervention produced
the desired outcomes.

Process evaluation is a means to strengthen health promotion practice, and to
improve intervention planning and execution. When integrated within intervention
planning, implementation and follow up, process evaluations significantly improve
interventions. In this cycle, planning, implementation, follow-up and evaluation are
not independent events but are designed to continually feed back and provide new
information inputs in the process. As stated earlier, the dynamic nature of health pro-
motion intervention requires that questions and evaluation designs take this dynamic
process into account, and more importantly, make explicit the mechanisms that
produce those transformations. This is achieved through a monitoring system that
constantly documents and analyzes the intervention as implemented. Such a system
can be achieved by conducting a systematization analysis (de Salazar, 2002), using
qualitative research methods appropriate to understand complex phenomena.

Systematization requires that process oriented questions are asked, so that the
intervention can be continually improved. Did public opinion change over time? Did
changes in opinion, if any, have an impact on policymaking? What was the media
opinion as reflected in news coverage? How feasible is it to measure values? (Diez-
Roux, 1998) These are the kind of questions addressed in this type of evaluation.

Another type of evaluation, in which the purpose is to make sound recommenda-
tions for decision-making, requires that we ask the question: how much do we know
about the intervention we are evaluating? And if the intervention is not well defined,
then what are we going to recommend? These types of evaluation questions are also
useful to identify the necessary conditions for the intervention to produce the desired
effect and that constitute requirements for future intervention deployment.

What is at stake in this type of evaluation is whether the intervention produces
the desired effects. The emphasis is on identifying what changed as a result of the
intervention and how much. Although these two types of evaluation – process and
effectiveness – respond to different interests and purposes, they are complementary.

Criteria to Judge Effectiveness

Effectiveness evaluation has been conceived in this chapter as the description and
measurement of intervention indicators of success or failure and the establishment of
empirical associations between their variations and the intervention. In effectiveness
evaluation there is interest in establishing whether the intervention worked and if it
achieved the outcomes for which it was designed. It responds to what, how much,
and how questions regarding changes produced by the intervention.
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The political and ethical issues raised by effectiveness evaluation have been
discussed by Ray and Mayan (2001). They raise questions such as who determines
what counts as evidence, and what are the right indicators and appropriate standards
in effectiveness evaluation research? Another concern is how different stakeholders,
with vastly different expectations, can reach an agreement about criteria to establish
effectiveness of an intervention that benefits them in different ways and to varying
degrees.

For health promotion interventions, it is essential not only to inquire about the
effectiveness of a given intervention, but about the process through which the inter-
vention achieved the desired outcomes in the short, medium, and long term. This
is paramount in order to understand how interventions work, and to increase their
relevance and responsiveness to local conditions and contexts (WHO, 2001).

One important aspect in judging intervention effectiveness is the integration of
the evidence yielded by evaluation into health promotion theory and practice. The
evaluation purpose must be made clear at the outset, in order to determine how it
can contribute to health promotion theory and practice. Being aware of whether the
evaluation is seen as a contributor to strengthen health promotion theory or practice,
or as a research tool to support decisions, or as merely a means to justify decisions
already made will help put the evaluation results into a proper perspective.

Another important issue in judging an intervention’s effectiveness is related to
the type of information valued by the relevant stakeholders. Depending on the ratio-
nale supporting the decision-making process and the definition of evidence held
by stakeholders what is judged as relevant knowledge varies. According to Lomas
(WHO, 2005) scientific evidence can be categorized into context free (absolute
truth), and context sensitive but conversely, Oxman (WHO, 2005) argues that all
evidence is context sensitive since all observations are made in a specific context.
Both science-based and non-scientific information, when properly translated, have
potential strategic value. Interventions in which the change process has been docu-
mented and a permanent reflexive process has been implemented in order to under-
stand the nature of the changes occurring and the factors that facilitate those changes
as well as the influence of various actors on those processes, provide examples of
the usefulness of various types of evidence.

The above implies that “evidence is plural and that the implementability of good
global evidence must be triangulated with local knowledge” (WHO, 2005). This
raises other issues, such as how useful, generalizable and amenable to standardiza-
tion should health promotion evidence be? Should the criteria for judging effective-
ness be adjusted according to the type of inquiry, to the context where decisions will
be made? Or is evidence, by definition, not suited to the judgement of effectiveness
of complex social interventions and to the information needs of decision-makers?

The critical issue raised by such questions pertains to the contextual factors that
influence evidence of effectiveness. Are they the same in health promotion as in
other types of public health interventions? It is expected that context-sensitive evi-
dence is influenced by political and social factors, whereas personal and institutional
factors are more associated with scientific evidence. Although most definitions of
evidence cover qualitative and quantitative indicators, the term evidence is often
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restricted to quantitative facts derived from large-sample, randomized experimental
studies that are ill-equiped to capture the inherent complexity of health promotion
(McQueen & Anderson, 2000). Madjar and Walton (2001) argue that a broad notion
of evidence also includes qualitative evidence in the form of lived experiences, case
histories and stories. This kind of evidence is important because it enhances the
understanding of human behaviour; it promotes holistic thinking, offers contextual
qualitative data, and is more than just mere opinion because it is generated in a
systematic way.

Our purpose here is not to debate about the meaning of evidence in health pro-
motion, as many authors have discussed this issue elsewhere (Kemm, 2006; Madjar
& Walton, 2001; Marmot, 2004), but rather to mention the theoretical and practi-
cal underpinnings of the term evidence as linked to effectiveness in the context of
decision- making.

If evaluation is considered a means to strengthen health promotion practice, it
should be accepted that the evaluation studies should not only document interven-
tion effects but they should also contribute to a better understanding of, and make
explicit, the mechanisms that produce them (de Salazar, 2002). These two goals
require that different types of questions are formulated, and it is important to make
these explicit at the outset of the evaluation.

Health promotion interventions are supposed to be adapted according to stake-
holders’ needs and expectations and to the context in which they are developed.
Thus, beyond etiological explanations obtained in controlled situations, evaluation
in health promotion must account for changes occuring in real situations. Evaluation
questions should therefore be oriented toward identifying, quantifying and explain-
ing these changes, and also understanding the processes that produce them, giving
meaning to the associations between intervention and changes.

Decision-Making Context

A precise and profound knowledge about the context in which interventions are
being implemented and evaluated is necessary to define appropriate and relevant
evaluation questions as well as the manner in which those questions should be
answered. Information about context includes: information related to the life cycle
of the intervention; degree of intervention acceptance among stakeholders, decision-
makers, and beneficiaries; the current policies and programs influencing the inter-
vention; and the interests of decision-makers and practitioners regarding terminating
or extending the intervention.

The health promotion literature reflects a growing interest in linking knowledge,
policy and action. There is, however, little discussion on how such linkage can
be accomplished (Stivers, 1991). It is only recently that public health researchers
in developing countries have become aware of the importance of working more
closely with policy-makers and the public to implement their findings into policy
arenas. Brint (1990) illustrates how scientifc studies may stimulate new ways to
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conceive policy problems and solutions. A number of ancillary questions can guide
the exploration of the decision-making context.

Who Are the Decision-Makers?

The interests of the main users of evaluation help define the scope of the evaluation,
so their identification is important, as well as the identification of their interests,
needs and perceptions with regard to the intervention. There are different users of
evaluation results. Stakeholder is the label for those groups whose interests are, or
are perceived to be affected by a change in interventions and policy. Stakeholders
include elected or bureaucratic officials as heads of committees, parties, and bureaus
as well as commercial, scientific, medical and voluntary nonprofit entities, including
public interest groups (Feldstein, 1996; Jasanoff, 1993).

Evaluation results have the potential to influence the agenda of policy makers
when they respond to their needs and interests in a timely manner. Should health
promotion evaluation therefore be driven by policy-makers’ needs, given the politi-
cal nature of health promotion endeavors? What is at issue here is how to combine
the interests of different parties, given that most of the time interventions involve a
variety of people at different levels and from various sectors.

What Are the Needs and Interests of Decision-Makers
and Other Stakeholders?

It is important to inquire about what results are needed and by when, and to deter-
mine how to formulate evaluation questions that correspond to users interests with-
out losing relevance and accuracy. The rationale and perspectives with which eval-
uators appraise interventions do not necessarily correspond to those of decision-
makers, so evaluators are well advised to ask themselves whether the information
required by decision-makers to take action can be translated into a researchable
question. Evaluators must also ask if, in fact, scientific research is the most appro-
priate manner to obtain evidence, or if evidence is needed at all for policy-makers
to take action.

It is important to ask and find answers to questions such as: What do we want
to know? Which information do we hope to obtain with the evaluation? For what
purposes are we evaluating this intervention? What will we do with the information?
Who requires the evaluation? This information is of great utility in defining the
scope of the evaluation, the degree of precision needed, and the most appropriate
evaluation study design.

There are significant differences in the type of questions deemed relevant by
those implementing the intervention, the sponsors, the public and the intervention
staff. Implementers may be more interested in the performance of the intervention
and in understanding the implementation process in order to make adjustments.
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Sponsors funding agencies and staff may have greater interest in knowing the out-
puts and the benefits to special groups. Funders’ evaluation questions tend to pertain
to the worth of society to allocate financial, human or other resources to particular
interventions (PAHO, 2007).

How Is the Evaluation Perceived?

According to CIID (2001), evaluation is an integral part of program and project
management. It is an organizational learning tool oriented toward strengthening
institutional responsibility. Milio (1990), on the other hand, argues that policy evalu-
ation studies seek to assess the gaps between what is, and what ought to be, in terms
of policy objectives and results, between means and ends (Brewer & de Leon, 1983).

Evaluation is considered a multidisciplinary and applied field intended to address
real-world issues in a timely fashion. Its audiences include a wide range of non-
scientific groups, such as policy-makers in legislatures and administrative bod-
ies, advocacy groups, and organizations’ governing bodies (Benjamin, Perfetto, &
Greene, 1995).

How to Adapt Evaluation Questions to the Interests of Users
Without Losing Relevance and Accuracy?

The answer to this question is: through negotiation. But to do this, good information
must be available. Evaluation is conducted in a political environment, a fact that
is sometimes not fully recognized by evaluators. In some instances, insufficient,
untimely, and irrelevant information is provided to decision-makers and the public.
Such unfortunate evaluation outcomes can be attributable to various causes such
as: the way evaluation studies are designed, the type of questions formulated, the
manner in which evaluation results are presented, insufficient knowledge about the
context, deficiencies in evaluator’s abilities to deal with decision-makers and insuf-
ficient management and negotiation skills from the evaluator.

It is well known that decisions are supported not only by information about
effectiveness, but also by information about when and how the intervention works,
and the conditions that influence the intervention effects. Additional information
required for decision-making includes the characteristics of the life cycle of the
intervention, the interrelations among actors, the strengths and limitations of the
evaluation study design, and factors that are responsible for outcomes. In addi-
tion to those evaluation related factors, evaluators should be cognizant of what
is at stake for the various stakeholders affected by the decision. In other words,
context-bounded knowledge is necessary to judge the replicability or extension of
an intervention (Milio, 1990). Even when policy analyses show health benefits, the
decision to support an intervention may be negatively influenced by factors related
to the environment in which the evaluation and negotiations were conducted.
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Evaluators must be aware of the conditions and context in which evaluation is
required and conducted. Evaluators often face conflicting situations when they must
decide on the type of evaluation question to be pursued, considering the need to pro-
duce timely, accessible and relevant information according to technical, managerial,
and political conditions. They should consider the trade-offs between the validity
and utility of evaluation results and between evidence of effectiveness versus evi-
dence of social profitability. To respond to information needs in an opportune and
accurate manner, the process of developing and formulating an evaluation question
and deciding on the scope of the evaluation has to be conducted with the decision-
making context in mind.

The Feasibility of Producing the Expected Evaluation Results
Within a Reasonable Timeframe

Evidence of effectiveness is also bound by time considerations. For those imple-
menting an intervention, it is rather counterproductive to wait until the end of the
intervention before obtaining evaluation results. So, questions related to intermedi-
ary results are often appropriate and constitute important input for making decisions
regarding intervention implementation.

Type of Questions and Methodological Issues Practical Issues
in Defining Evaluation Questions

In social and complex phenomena, like in most health promotion interventions
where adaptations to specific conditions could mean significant changes in the con-
ceptual framework, implementation and scope of the intervention, there is a big risk
in attempting to evaluate plans that have not in fact been implemented. On the other
hand, if the evaluation is conceived of as contributing to intervention improvement
and a political tool to induce intervention changes through negotiation, this should
be taken into account in the formulation of the evaluation questions.

Different methodological approaches support the definition of appropriate and
sound evaluation questions. In general there are two interrelated categories of ques-
tions: those related to understanding social changes, or changes in social practices
of social agents, including the relationships among actors within the intervention;
and those that account for the results and effects of interventions.

There is a wide range of foci and methodologies to assist or orient the identi-
fication and definition of evaluation questions, and therefore also a range of study
designs that can be implemented. The first category of questions is supported by the
practice of documentation and systematization of interventions, and by practices
such as responsive and participatory evaluation and outcome mapping (Jara, 2000;
Francke & Morgan, 1995; Chilean Government, 2004, de Salazar, 2004; de Salazar,
Diaz, & Magaña, 2002).
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Undertaking the development of evaluation questions with the following princi-
ples in mind may facilitate the evaluator’s task.

• Recognize the complexity of developing a theoretically sound series of questions
that relate the multiple levels of action in health promotion interventions. This
complexity is likely to be a better reflection of reality than the simpler multicausal
models prevalent today (Loomis & Wing, 1990). Evaluations that are guided by
complex sets of questions provide information to understand the process, enhance
the understanding of human behaviours, promote holistic thinking, offer contex-
tual information and bring to the forefront the perspectives and preoccupations
of the community or target groups;

• Develop questions that are oriented to identifying and understanding the
processes of change, and the intermediary results of those changes. Even when
questions are derived from the goals and intentions of policy-makers, they
should pertain to issues relevant to as many stakeholders as possible, including
policymakers, managers, practitioners, community and target groups (Guba &
Lincoln, 1981, 1989; Lincoln & Guba, 1985; Stake, 1975; Stake & Abma,
2005).

• Develop permanent procedures that facilitate communication among the vari-
ous interventions’ stakeholders. The interface between knowledge and practice
should be facilitated as well as with the context, that is the social, organizational,
and political settings in which the intervention is implemented. Such a procedure
is vital to identify the meaning and scope of the intervention in the real world;
the needed changes in protocol design, and their justifications.

• The evaluation questions should address the preoccupations and interests of
the people that are close to the intervention (Chilean Government, 2004; Earl,
Carden, & Smutylo, 2001; Jara, 2000, de Salazar, 2004; de Salazar et al., 2002).
Evaluation questions are ideally derived through a process of documentation-
reflection that involves intervention stakeholders. It is a product of the dynamics
and interests present within the intervention.

• Interest and evaluation questions are associated with intervention’s success. They
increase the probability of learning about how to improve the effectiveness of
an intervention. In this case the danger of not discovering the hidden contribu-
tion is eliminated, when feedback is focused on improving rather than proving,
understanding instead of making responsible, and creating knowledge instead of
contributing merits for itself (Smutylo, 2001).

• Ideally, evaluation criteria used to asses interventions’ effectiveness are not only
derived from the goals and intentions of policy-makers, but include a wide range
of issues from as many stakeholders as possible, including policy-makers, man-
agers, practitioners, community and target groups. Evaluation questions are for-
mulated through partnerships among the sectors and actors committed to the
intervention, contributing to an active and permanent participation into the eval-
uation, picking up perceptions, interests, contributions and points of agreement.

• Negotiation of the evaluation questions and study design has to be undertaken
considering the overall intervention complexity. Ideally, the evaluator takes on
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the role of facilitator, interpreter and creator of conditions for the interaction and
negotiation between participants in a sharing and learning environment.
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Stake, R. E. (1975). To evaluate an arts program. In R. E. Stake (Ed.), Evaluating the arts in edu-
cation: A responsive approach, Colombus Ohio, Merrill, 13–31.

Stake, R. E., & Abma, T. A. (2005). Responsive evaluation. In S. Mathison (Ed.), Encyclopaedia
of evaluation (pp. 376–379). Thousand Oaks: Sage.

Stivers, C. (1991) The politics of public health: The dilemma of a public profession. In T. Litman &
S Robins, (Eds.), Health politics and policy (pp. 356–369). Albany, NY: Delmar Pub.

Waters, W., Doyle, J., Jackson, N., Howes, F., Brunton, G. & Oakle, A. (2006, April). Evaluating
the effectiveness of public health interventions: the role and activities of the Cochrane collabo-
ration. Journal of Epidemiology and Community Health, 60, 285–289.

Weiss, C. H. (1998). Have we learned anything new about the use of evaluation? American Journal
of Evaluation, 19(1), 21–33.

World Health Organization (WHO). (2005, October 10–12). Bridging the “Know–Do” Gap
Meeting on Knowledge Translation in Global Health. Geneva, Switzerland: WHO.

World Health Organization (WHO). (2001). Evaluation in health promotion. Principles and per-
spectives. I. Rootman et al. (Ed.), WHO Regional Publications, European Series, No 92.



Chapter 5
There Is More to Methodology than Method

Louise Potvin and Sherri Bisset

There is much more to evaluation than collecting, analyzing, and interpreting
scientific data in order to compare the outcomes of vious treatments. For the past 40
years, method-related discussions in the field of program evaluation have evolved
to include models and reflections on the complex and multiple roles associated
with the practice of evaluation. In fact, for Shadish, Cook, & Leviton, (1991), the
knowledge basis which pertains to the practice of evaluation must consider issues
related to the evaluator’s roles as well as to the design of evaluation. Thus, eval-
uation practice requires both the methodological and technical competencies for
systematic inquiry, in addition to a whole set of interpersonal and negotiation skills,
identified by Brown (1995) as ranging from pedagogical to political. Conceiving
evaluation as a practice, as we do in this collection of essays, is based upon the
premise that evaluators are more than good and rigorous scientists, implementing
empirical inquiry devices to study programs and interventions. While there is clearly
more to the evaluator’s role than data-related activities, how do these two aspects of
practice which are inherently part of program evaluation, come together and build
knowledge of evaluation practice? To address this question, we propose revisiting
the teleological, epistemological and ontological foundations upon which evaluation
roles are defined.

Consistent with the orientation of this book, we define evaluators’ roles vis-à-
vis a program as framed by one’s evaluation practice. We suggest that evaluation
practice does not however simply represent a repertoire of roles from which the
evaluator may (more or less) arbitrarily choose from in order to define themselves
and their evaluation activities (i.e. their methodological tool kit). In this chapter
we argue that the evaluator’s role vis-à-vis programs stakeholders and the approach
taken to identify, describe, and measure a program and its effects, form an evalu-
ator’s practice, which is consistent and coherent across the contexts of their work.
We will also argue that a practice, like a paradigm, constitutes an organized ratio-
nality (Crozier & Friedberg, 1977) common to groups of individuals that allow
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those groups to identify, structure, interpret and solve practical problems identifiable
through the lens of a practice or paradigm (Kuhn, 1962).

Four Dimensions of Practice

Methodology is one of four dimensions that characterize a practice (Levy, 1994).
Practices like paradigms have a coherent organization such that, as taken together
these four dimensions are highly related to each other and constitute a rational and
coherent set of propositions that connect a practitioner to the world through her prac-
tice. Those four dimensions are labeled: teleological, ontological, epistemological,
and methodological.

The teleological dimension relates to the ultimate goal of the practice: what
the practitioner is setting herself to achieve through her work and activities. It is
this dimension that defines intentionality and relates to the overarching project and
vision underlying the practice. It provides meaning to action by identifying the
possible worlds the practice is contributing to. This dimension is often taken for
granted and rarely openly discussed and critically reviewed in the field of evalu-
ation. Typical of a practical field, however, evaluation results are often described
as having to be usable and contributing to some transformation project (Mark &
Henry, 2004). Evaluation is often defined as providing scientific data in support of
decision-making. Such an instrumental use of evaluation results in program-related
decisions constitutes the ultimate criteria by which a great majority of evaluators
describe the raison d’être of their field (Preskill & Caracelli, 1997). Such an instru-
mental use however is rarely attained (Patton, 1997) and many theorists of eval-
uation have proposed other types of uses for evaluation results (see Hartz, Denis,
Moreira, & Matida, 2008; Chapter in this book for a more complete discussion of
evaluation use) such as enlightenment, that is the contribution of evaluation results
to theoretical explanations about the functioning of the world (Weiss, 1998). For
Mark, Henry and Julnes (2000) all those specific uses of evaluation results can be
subsumed to contribute to social betterment in light that “even in the absence of
direct use, evaluation results often appeared to help shape people’s assumptions,
beliefs and expectations, and in turn they appear to influence subsequent decisions
about programs and policies, sometimes distant in time and place from the origi-
nal evaluation” (Mark et al., 2000, p. 22). For these authors in order to contribute
to social betterment, evaluators take the following responsibilities with regard to
their study results. First, evaluators determine which results can best contribute to
support the deliberations, decisions and actions carried out by institutions, since
institutions represent the legitimate agents of societal regulation and transformation
in democratic societies. Second, they take responsibility for the quality of informa-
tion derived from the actual evaluation studies. Third, they ensure that results are
disseminated in the relevant practitioner and decision-maker networks.

The second dimension of practice is related to its object. Considering that a prac-
tice is the transformative work of a practitioner upon her world, this work focuses
on a specific class of objects. There is no practice without the objects which a
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practice seeks to regulate, reproduce or transform. This is the ontological dimension
of practice. With the exception of Weiss (1998) there is very little discussion about
the ontological reality of the programs and policies that are usually presented as
objects of evaluation (Potvin, Gendron, & Bilodeau, 2006). Almost nobody ever
asks questions about what programs are made of. As discussed in Chapter 3 of this
book (Potvin & McQueen, 2008), most discussions and representations of programs
are devoid of actors, taken in the sense of agents who exercise causal power in a sit-
uation; actors whose actions induce a reaction in other actors. In the rare occasions
where actors are discussed together with material objects, such as in Weiss (1998),
the articulation and connections between human and nonhuman program elements
are not well developed. Representing programs as series of actions or events in
the absence of actors who operate those actions puts the onus of the action in the
technical and material dimensions of programs. In this chapter we argue that eval-
uators’ conceptions about the nature of programs and what constitutes their reality
bear fundamental influence on evaluation practice, and ultimately define the other
dimensions of practice.

Defining practice as the work of a practitioner on an object implies the pres-
ence of a rapport between the practitioner and the class of objects that characterizes
the practice. The epistemological dimension of practice is about this relationship
between practitioners and the object of her practice. It asks the question of the
kind of rapport that should exist between a practitioner and the world in order for
the former to influence transformations or regulation on the latter. For an eval-
uator this dimension is about the relationship between herself and programs or
policies to evaluate. Often simplified as an opposition between outside or inside
evaluation (e.g. participatory versus non-participatory research, participant versus
non-participant observation), a proper answer to this question requires the evalua-
tor as a subject to position herself with regard to the program. Evaluation practice
can range from a simple subject-object rapport in which the evaluator as a subject
controls the circumstances of the program ideally conceived as devoid of power
in the relationship (evaluator’s decisions are not influenced by the program), to a
much more complex subject-subject-project rapport in which both the evaluator
and the program are active agents in the evaluation, and in which, this rapport is
also conceived as being an active ingredient in the evaluator’s practice. We have
shown that when evaluation is designed to be responsive to the various phases
through which a program evolves, both the program and the evaluation influence
each other and become increasingly ingrained in the context in which the program
was initially developed (Potvin, Cargo, McComber, Delormier, & Macaulay, 2003).
For the research base practice of evaluation, this epistemological dimension which
ultimately poses the question of the status of the evaluator with regard to the pro-
gram, is concerned with how knowledge about programs is possible given their
nature.

Finally the methodological dimension of a practice refers directly to the type of
actions practitioners undertake to achieve their goal. For an evaluator, the method-
ological dimension of practice is primarily, but not exclusively, related to how
knowledge about programs is produced but it cannot be reduced to this sole aspect.
Indeed, to the extent that the finality pursued by an evaluation expands beyond
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the mere production of scientific knowledge, the methodological dimension of
evaluation practice may include a wide range of actions that pertain principally to
evaluability assessment which defines the evaluation question and project (Thurston,
Graham, & Hatfield, 2003; Thurston & Potvin, 2003) and to knowledge use (Mark &
Henry, 2004; Patton, 1997).

Three Ideal-Types of Evaluation Practice

A practice is the operationalization of a coherent set of positions regarding the four
dimensions described above. This coherence is the foundation of practice, and is
observed as a consistency and continuity of practice across time and space. Although
it is conceivable that the various combinations of answers practitioners provide to
those four questions could produce an infinite variety of practices, we believe that
there exist inherent correlations between these dimensions, thus limiting variations
in the types of evaluation practice. In this respect, Weber’s notion of ideal-type is
useful (Weber, 1952). An ideal-type is a mental construction of a social phenomenon
that combines and simplifies characteristics usually not to be found in any single
instantiation, but which provides an exemplary case representative of a whole cate-
gory of social phenomena. There exist, many taxonomies of evaluation ideal-types,
depending on the features one wants to highlight. In this section we present three
ideal-types of evaluation practices that emphasize the methodological consequences
of three coherent evaluation paradigms as presented in Table 5.1.

Note that some well-known evaluation ideal-types practices such as utilization-
focused evaluation (Patton, 1997), or participatory evaluation (Springett, 2001) are

Table 5.1 Three ideal-types of evaluation practice

Teleological Ontological Epistemological Methodological

Evaluation as
Experimen-
tation

Testing causal
hypotheses
about programs’
effects on
context

Programs as
technical
entities with
an objective
reality

Objective distance
between
evaluator and
programs

Experimentation;
ruling out
plausible rival
hypotheses

Evaluation as
Negotiation

Improve program
by increasing
programs actors
awareness about
their actions

Programs as
representations
that describe
and/or guide
actors’ actions

constructivist
subject–subject
co-construction
of program
representation

Constructing
program’s
theory through
actors’
representations
and
hermeneutic
circles

Evaluation as
Organized
Reflexivity

Understanding the
mediating role
of programs in
social
transformations

Programs as
systems of
actions that
connects
entities

Reflexive
transformation
of subject-
object-project

Following
programs
actions and the
connections
they operate
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not directly circumscribed within our typology, mainly because such practices are
not primarily discussed in terms of their methodological implications. The former
is generally presented with regard to the teleological dimension of evaluation, i.e.,
its use by decision-makers, whereas the latter is mostly presented in relation to the
epistemological question of the relative value of various forms of knowledge. In
this light however, participatory evaluation can also be understood as a form of
negotiation.

The main caveat about the use of ideal-types to characterize health promotion
evaluation practice is that because they do not necessarily exist in reality, ideal-types
are simplistic representations. As a heuristic device, an ideal-type cannot render all
the subtleties and nuances of the social reality it represents. It is called upon mainly
to contrast social phenomena by exacerbating their differences on a limited number
of dimensions. A practice is much richer than any ideal-type that can be constructed
to represent it. This is why this chapter has to be complemented by the chapters
composing the fourth section of this book, in which colleagues from the Americas,
North and South report and discuss practical issues of conducting health promotion
evaluations that also contribute to the health promotion agenda.

Evaluation as Experimentation

According to Pawson and Tilley (1997) this ideal-type of evaluation practice has
been the hallmark of evaluation since the early time of this field. “Underlying every-
thing in the early days was the logic of experimentation (. . .) The practitioner, policy
adviser, and social scientist are at one in appreciating the beauty of the design. At
one level it has deepest roots in philosophical discourse on the nature of explanation
as in John Stuart Mill’s A system of Logic; at another it is the hallmark of com-
mon sense, ingrained into advertising campaigns telling Washo is superior to Sud”
(Pawson & Tilley, 1997, p. 4).

Evaluation as experimentation practice is characterized by the finality of test-
ing causal hypotheses about program’s effects in the environment into which they
are implemented. This finality is deeply rooted in the field of evaluation. As early
as 1967, in one of the first books published with the word evaluation in the title,
Suchman (1967) explained that evaluation is ultimately a hypothesis testing mech-
anism whereby demonstrating a positive effect of a program designed to solve a
problem is providing evidence of the validity of the theory underlying the program.
In practice, as hypothesis testers, evaluators are also often academic researchers,
deeply involved in program design and planning. Programs as treatments are seen
as devices to test theoretical propositions about disease etiology. This was the case
with the first cardiovascular disease community intervention trials such as the Stan-
ford Five City Project (Farquhar et al., 1985), the Pawtucket Heart Health Program
(Carleton, Lasater, Assaf, Lefebvre, & McKinlay, 1987), and the Minnesota Heart
Health Program (Blackburn et al., 1984). In these programs, as in those that
were designed and evaluated in their aftermath according to the same evaluation
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paradigm, there is a strong involvement of researchers/evaluators in the definition
and design of the program that usually stops just short of implementation, keeping
evaluation at arms length from implementation issues, but not from the stakes of
demonstrating a program effect.

As exemplified by those programs designed by academic researchers and which
encompass the most update scientific knowledge about disease etiology and preven-
tion, in evaluation as experimentation, programs are conceived of as generalizable
solutions to objectively defined problems. The origin of the program lies outside
the problematic situation, that is, the program is assumed to come after the prob-
lem and after potential solutions have been named. It is this externality that bears
generalizability. Programs are thus essentially conceived of as technical solutions
that incorporate scientific knowledge in response to a problematic situation, with-
out reference to the social actors involved with the problem, its definition, or its
solution. The paradigm of reference is that of drug development (Flay, 1986). In
this paradigm programs are made of material objects arranged according to a stable
and predictable set of procedures. Contextual and implementation variations are
noise to be eliminated or controlled for as much as possible (see Chapter 17 of this
book, Poland, Frohlich, & Cargo, 2008) for an in-depth refutation of this propo-
sition). Here, the causal mechanisms that produce changes are not understood as
being between the actors who operate the program, or in the relationships that they
develop with other actors and non-human components of the implementation con-
text. Instead, actors are instruments whose role is defined in the program’s descrip-
tion and logic model.

When programs are primarily conceived as technical arrangements, usually, the
agency of the concerned actors is likewise regarded as being quite limited as their
interactions with the technical program entities are generally pre-defined by a set
of rigid program instructions and rules. This is to ensure maximum fidelity in pro-
gram implementation and theoretically maximum program effects. Indeed, in the
experimentalist language, people who are to benefit from programs effects are often
described as program targets. This ballistic metaphor is not benign and this on two
counts. First targets are situated exclusively at the receiving end of a transaction.
They are meant to be hit by something (i.e., the magic bullet). Second, and most
importantly, although targets may be moving, it is not what makes them move that
constitutes relevant information. The only important fact about a target’s movements
is its relative position (distance and direction) in relation to that of the person aiming
at that target.

In evaluation as experimentation, relationships between the evaluator and pro-
grams, including staff and targets, are usually conceived as being one way. The more
specific the hypothesis to be tested by the program and its evaluation, the less flex-
ibility there is in the expression of agency by actors involved. This objectification
of programs and their components ideally maximizes control over the treatment and
potential confounders. As knowing subject, the evaluator’s actions are minimally
influenced by the object (program) under study. Conversely, one key hypothesis for
external validity – the capacity to generalize the results to other settings and targets –
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is that the program is not responsive to evaluator’s actions. In other words an eval-
uated program is not different from a non-evaluated program. The epistemological
dimension is thus characterized by maximizing distance and objectivity between the
evaluator and the program evaluated.

In this ideal-type practice, methodological choices are fundamentally governed
by the experimentalist paradigm. Knowledge is enhanced by one’s capacity to
manipulate the conditions of production of a phenomenon and reproduce this
phenomenon by manipulating the conditions of its emergence, reducing these
conditions to the bear essentials. The essence of laboratory science is to isolate,
as perfectly as possible, a putative cause and its effect from all other confounding
sources. This is done by closing and isolating the experimental situation. Cook &
Campbell (1979) have discussed at length the conundrum associated with the emu-
lation of laboratory conditions in research conducted in real life settings where this
closure is hardly feasible. In their view, the work of the evaluator in such situations is
to try to impose closure to the situation while maintaining the integrity of the exper-
imental treatment. The randomized control trial is one device that allows closure on
several but not all aspects of the experimental situation in real-life condition. In fact,
according to Campbell (1984), the hard work of an evaluator can be summarized as
trying to rule out plausible rival hypotheses in order to remain only with the program
under study as an explanation of the observed difference between those who were
exposed to it and those who were not. This can be done either by designing studies
that automatically rule out some known threats to internal validity (Campbell &
Stanley, 1963), like using a control group in order to rule out the possibility that the
observed pre-post difference in the exposed group could be due to maturation effect.
This can also be done by a post hoc documentation of the low plausibility of such
hypothesis, or by statistical control (Cook & Campbell, 1979).

The evaluation as experimentation practice is characterized by a strong concern
with the conception and implementation of research devices that ensure optimal
internal and external validity of the evaluation results. Ideally, this includes main-
taining a proper distance with the program and ensuring that the work and activities
serving the evaluation do not interfere with the program’s integrity.

Evaluation as Negotiation

Contrary to the previously discussed evaluation as experimentation where emphasis
is placed upon the technical identity of the program, the emphasis in evaluation as
negotiation is on the social actors who are brought together and form a programmed
social space. Recognizing that programs are essentially social systems in which
actors’ actions and interactions remain the main dimension of interest, evaluators
as negotiators focus their practice on the people who are directly concerned by the
program. Methodological preoccupations are mainly related to compiling program
representations from the perspectives of the various groups of actors. This primacy
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of social actors and social processes opens up a royal path to social constructivism
as a paradigm for program evaluation.

This evaluation ideal-type practice has been mainly, but far from exclusively,
advocated by Guba & Lincoln (1989) as the “Fourth Generation Evaluation”.
Indeed, although the constructivist perspective of Guba and Lincoln is probably
the one most acknowledged and cited in the health promotion evaluation literature,
some of the well known pioneers in the field of evaluation have also founded their
approach on constructivist epistemology. The work of evaluators such as Wholey &
Newcomer (1989) or Stake (1975) are well known in the field of evaluation. Both are
associated with the fundamental idea that programs as implemented usually differ
from the original program planners’ intentions; programs are constructed as they
go through the various interactions among and between groups of associated actors.
One of evaluation’s key role is thus to highlight this process by supporting program
improvement or simply defining the program on its own terms. By emphasizing the
necessity for evaluators to get closer to the action wherever it occurs, both con-
tributed (with others) in the early 1970s to the decline of the quasi-experimental
paradigm monopoly over the field of evaluation. Building on the notion that pro-
grams are social constructions, their most important contribution was to successfully
argue for pluralism of methods and relativism of values when assessing programs.

While there are numerous blends of social constructivism the one that is most
often found to underlie constructivist evaluations is rooted in the work, and scholarly
tradition of the Chicago School of Sociology, mainly through the work of Anselm
Strauss and his methodological propositions, which are embedded within grounded
theory type inquiry (Glaser & Strauss, 1967). Although the Chicago School of Soci-
ology is associated with a great number of theoreticians and methodologists in the
field of sociology, one of its most critical and relevant innovation for evaluation is
the so-called symbolic interactionism. The first and most fundamental proposition
of symbolic interactionism is that humans act essentially as a result of their percep-
tions and interpretations of the meaning they ascribe to others’ actions. The second
and corollary proposition is that it is through interactions with others that these
meanings develop, are transformed, and can be manipulated (Le Breton, 2004).
The main driver of action thus is the representation of social situations and those
representations are shaped through the social processes of interacting within those
situations.

In developing their approach to the “Fourth generation evaluation” Guba &
Lincoln (1989) borrowed extensively from symbolic interactionism, from the
methodology of the grounded theory, and from the work of Robert Stake (Abma,
2005). They argue that programs can only be understood through the representations
that various actors develop and act upon through their social interactions with other
program actors.

In both Guba and Lincoln’s and in Stake’s conception, the evaluators’ main task
is to support the development of a shared program representation among actors and
this is essentially done through negotiation. The teleological dimension in evalu-
ation as negotiation practice is thus to contribute to program improvement as it
is being implemented, acknowledging that discrepancies between the program as
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it is planned, and the program as it is practiced are unavoidable. Here, programs
are expected to improve with an elaboration of a common program representation
among program’s stakeholders, whereby, a common representation is presumed to
improve the program through a better coordination and alignment of program’s
stakeholders’ actions. It is the evaluators’ main task to develop this shared repre-
sentation, primarily by feeding back their assessments to program actors thereby
permitting the latter to revise their representations in line with those of other pro-
gram actors.

In line with symbolic interactionism, the ontological dimension of this ideal-type
practice lies in actors representations of the program. Thus programs do not have an
objective reality in the sense of the primacy of material and technical objects. It is the
representations program actors construct of those objects and the symbolic meaning
they ascribe to them through their interactions that are orienting individuals’ actions
in programs’ social spaces. So in any program, theoretically, there exist as many
representations as there are individuals involved. The evaluator’s role is to attempt
to reveal those representations and to help achieve consensus among program actors.

This task requires that the evaluator interacts closely with program actors. The
epistemology is constructivist, meaning that both the evaluator and program actors
are subjects in this construction. There is no prescribed distance between the pro-
gram and the evaluator. Indeed the program’s shared representation resulting from
the evaluation can only be collectively constructed and the evaluator’s central role is
to design and implement the mechanisms through which actors’ representations can
directly or indirectly confront with one another. For example, mechanisms in the
form of feedback derived from discourse, documentation or observational analyses,
provide a means for program actors to situate their own interests and interpretations
of program events in relation to those of others.

Although there exist variations in the specific technical devices used to col-
lect and analyze data, the methodological dimension in evaluation as negotiation
ideal-type practice are essentially concerned with producing the most credible and
trustworthy program representation or program theory. In many cases evaluators
have referred to the grounded theory methodology as developed by Glaser and
Strauss (1967) and later by Strauss and Corbin (1998) in order to inductively create
a shared representation from the specific individuals’ program representation. Spe-
cific data collection and analysis techniques insure a continuous confrontation pro-
cess between the theory that is emerging from the data and the empirical phenomena
which are illuminated by the theory. Guba and Lincoln’s (1989), main practical and
methodological addition lies in the proposition that Hermeneutic Dialogic Circles
should be implemented in order to construct this shared representation. As ultimate
negotiators and consensus brokers, evaluators orchestrate dialogs between program
actors in order to create a joint construction that comprised as many elements as
possible from each individual’s program representation.

In health promotion several variations of this ideal-type of evaluation practice
have been described as having utmost relevance given the nature of health promo-
tion. Presenting Stake’s theory of responsive evaluation, Abma (2005) argues that
“Responsive evaluation is not only responsive to the unique feature and emerging
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ideas in the field of health promotion, it is also synergistic with health promotion”
(Abma, 2005, p. 287).

In particular, this approach is touted as having a potential to redress the social
processes which maintain health inequalities through the creation of equal partner-
ships with full participation among health or research experts and community or
lay actors. Evaluations then ideally showcase the working relationships or partner-
ships between various actors as the object of study. Evaluations of community-based
programs, for example, describe a set of actors with a range of pre-occupations
with community, non-governmental, governmental or research needs as they come
together to define a problematic situation and devise corrective strategies. Here, the
role of the evaluator is to attempt to trace this process by collecting and interpreting
qualitative data in order to capture the perspectives, opinions and lived experiences
among the various actors. In the published literature, analytic results from such stud-
ies present representations in aggregate where the various actor groups are identified
at some level of collective. A collective may be quite general, whereby one overall or
encompassing representation is attributed to all the program actors (Lantz, Viruell-
Fuentes, Israel, Softley, & Guzman, 2001). Alternatively, representations may be
distinct or specific to the various actor groups according to a pre-defined group
membership (e.g., community member, health professional) (Schulz et al., 2001).
In addition to being organized according to the identity of program actors, data may
be interpreted in relation to its correspondence with a stage in the program planning
and evaluation (Farquhar, Parker, Schulz, & Israel, 2006) or to a set of concepts
which are associated with the guiding principles of the program (e.g., participatory
research) (Savage et al., 2006).

More specifically, one initiative, the Detroit Community-Academic Urban
Research Center (URC) provides an example where the evaluation plays a role
of negotiator by building a collective representations of the partnership building
process between a range of actors. Evaluations of this initiative were described
at the regional level, where community and academic actors formed a committee
(i.e. URC), applied for, and dispersed, funds to local initiatives, and also at the local
level where initiatives or projects addressed a particular problem within a particular
place. Evaluations at both the regional and the local levels were based upon the
representations of the actors with respect to the partnership building process, as
well as, the operation of services or acquisition of resources.

The East Side Village Health Worker Partnership (ESVHWP) was one of twelve
local projects which was funded through the Detroit Community-Academic URC
between 1995 and 1999 (Lantz et al., 2001). Evaluation of this project relied upon
the derivation of program representations based upon informant interviews, obser-
vations and document review in relation to four stages of program planning process
(Farquhar et al., 2006). While data was collected over time, analysis of a given data
set within one time period was interpreted according to its reference to four stages
of planning (i.e., assessment and problem analysis, goals and objectives, design
and implementation, evaluation). The evaluation furthered its role as a negotiation
process by feeding back constructed representations to the various program actors,
which served both as part of the learning and informed decision-making process
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and also as a source of legitimization for the lived experiences and representations
among the interventionists (i.e., health workers) and steering committee member.
For example, by feeding back interpretations of the health worker meetings, the eval-
uation validated the presence of four distinct problems upon which health workers
divided themselves into four subgroups, each with its own focus and set of activities.
This approach is somewhat distinct to hermeneutic circle dialogue in that it did not
impose a consensual problem statement.

Other evaluations of the Detroit Community-Academic URC (Lantz et al., 2001)
and also the ESVHWP (Schulz et al., 2001) identified a diverse range of actors who
came together to form a research centre (i.e., URC Board) or a steering committee.
Evaluation of the URC Board was based upon a collective representation of the
internal and external strength of the partnership, namely how well the partnership
was able to move forward as a group toward goals, and how the group encountered
conditions which either facilitated or acted as barriers to their public health research
goals. Evaluation results were organized into categories which identified the overall
satisfaction, perceived benefits, facilitating factors and barriers toward goal attain-
ment. For example, issues which were identified as concerns to the group were
time management, resource distribution and balancing community and research
needs. Examples of facilitating factors toward goal attainment included commu-
nity representation on URC Board, trust, relevant knowledge, and organizational
support. Alternatively, evaluations derived specifically from the informant inter-
views provided by the Village Health Workers and the steering committee as part
of the ESVHWP, aimed at identifying how the partnership contributed to improv-
ing the research, program activities, community relations and participation from
community, academic and practice organizations or institutions. Interviews were
interpreted according to these over-riding themes and subcategories specific to the
themes were induced from the interviews and results were presented as an overall
collective representation across both the steering committee and the Village Health
Workers. For example, improvements in community relationships were described
by stronger social networks among Village Health Workers, stronger relationships
between them and steering committee members, and stronger relationships among
academic, practice, and community-based organizations. Within these subcategories
particular issues, such as trust, power differentials and communication, along with
some strategies used to address challenges (e.g., annual picnics, retreats) were
presented.

Two criticisms are usually associated with this constructivist paradigm of evalua-
tion. The first is the essentially descriptive nature of the results of such an evaluation
practice. That is, while it is possible that consensus can be achieved, as conditions
change over time and space, so too may a program’s ability to achieve consensus
among all program actors. As illustrated above, achieving consensus may not be
desirable. This description does not therefore permit knowledge to be garnished
from the process by which negotiations or compromises between program actors
may have taken place in order to arrive at common or agreed upon goal(s). Indeed, in
the renewed version of evaluability assessment, the construction of a shared under-
standing or representation of the program and its components is only the starting
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point from which designing the evaluation project begins (Thurston et al., 2003;
Thurston & Potvin, 2003). The other criticism relates to the somewhat underestima-
tion of the political influence and power held by evaluators in such processes. As
the master negotiator it could be mistakenly understood that the evaluator is neu-
tral in this construction process, which is certainly not the case. The use of formal
mechanisms that ensure a fair distribution of roles, resources, and responsibilities in
conducting evaluation projects is increasingly seen as a necessary safeguard.

Evaluation as Organized Reflexivity

There is another ideal-type of evaluation practice that is emerging in the evaluation
literature and that is slowly making its way into the realm of public health and
health promotion program evaluation. Pawson and Tilley (1997) have developed the
foundations of a critical realist approach to evaluation (see chapters by Potvin and
McQueen (2008); Mercille (2008), and Poland et al. (2008) in this book), based
upon the work of the philosopher Roy Bhaskar (1978). “Realist evaluation, as its
core, focuses on developing explanations of the consequences of social actions that
contribute to a better understanding of why, where, and for whom programs work
or fail to work. To this end, realist evaluators place a great deal of emphasis on
(a) identifying the mechanisms that produce observable program effects and (b) test-
ing these mechanisms and the other contextual variables . . . that may have impacts
on the effects that are observed” (Pawson & Tilley, 2004, p. 359). Working under
the realist assumption that programs are but one among many systems of actions
that operate simultaneously at any given moment in a context, a realist evaluator’s
task is ideally to identify the operative program mechanisms and how they interact
with contextual conditions (including other programs) to be associated with specific
intended and unintended outcome patterns (Pawson & Tilley, 2004). In a complex
world of constant interactions, it is through the connections programs are creating
and maintaining with contextual conditions that their impacts can be understood
and identified. Thus, program evaluators are essentially designers and operators of
organized reflexivity devices through which programs’ actors can understand how
programs contribute to transform peoples’ life and conditions.

We propose that the teleological dimension of an evaluation as organized reflex-
ivity practice, is one of understanding the mediations operated by a program in
the transformation of the world. The recognition of the inherent complexity of pro-
grams and of their operating mechanisms in open systems leads to the critical realist
proposition that causality cannot be established solely by the empirical observation
of constant conjunctions of events (Bhaskar, 1978). Indeed, in an open system where
a multitude of mechanisms are constantly interacting and transforming the system,
exact recurring patterns cannot be observed. It is only in controlled conditions where
some closure or quasi-closure is exerted on the system that law-like observations can
occur. In all other situations, the main role of the scientist is to identify and factor
out the effect of irrelevant mechanisms (Cook & Campbell, 1979). In the absence
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of such closure, empirical observations can only make sense when related to a the-
ory about mechanism-context-outcome pattern configurations that they contribute
to strengthen. As operating mechanisms in a context, a program interacting with
other existing mechanisms becomes a mediator in the constant transformation of
the context. Its presence changes the normal course of events either by reinforcing,
or by tempering with, the impact of other operating forces in place.

In this ideal-type practice, programs are conceived of as systems of actions
in which human and non-human actors operate the putative program mechanisms
through their actions (Potvin, Gendron, & Bilodeau, 2006). Program’s ontological
reality is thus one of action and interactions. It is what is done by the various pro-
gram actors, both human and non-human that contribute to transforming the context
in the direction expected by program initiators. Thus, the most relevant program
reality rests in the actions undertaken in the program space. These, like all actions,
involve two types of interacting realities. One type is tangible and objective, and it
consists in the peoples, objects, resources, and physical spaces that situate the action
and make it possible. It is usually what is subsumed under the work plan and logic
models associated with program development. The second type is symbolic and
includes the meanings actors assign to actions and the role those actions implicitly
and tacitly assign to actors in relation to action. This is what is usually captured by
program representations. A realist ontology of program has to encompasses those
two types of reality and their interactions.

In order to understand how a program mediates transformations unfolding in
a particular space and time, the evaluator has no choice but to follow the actions
that are developing and taking place in the name of the program as well as their
ramifications and ripples in the program’s social context. Following the action is the
single most important methodological dimension of a reflexive device. It is through
their actions and practice that actors enact their intentions much more than through
the discourse they have about their intentions (representations). This is one of the
well recognized limits of phenomenology; that one’s representation of one’s actions
is usually blind to the structural conditions that constrain and make this action pos-
sible (Bourdieu, 1972). Ideally, it is through description and analysis of the actions
that instantiate the program that program actors can critically reflect on the pro-
gram and rationally make the constant corrections that are necessary to strengthen
mechanism-context-outcomes pattern configuration. For example, as practitioners
or researchers increase their level of involvement with a group of concerned actors,
their representation of what a problem is and how it may be resolved is likely
to change. Sometimes, due to the nature of the research, the community or the
individuals involved, program plans adapt (Bisset, Cargo, Delormier, Macauley, &
Potvin, 2004), other times, however, despite recognizing a need to change or expand
upon plans, practitioners latitude is restricted due to an imposed need to stay on
course (Hawe & Riley, 2005). Evaluation as organized reflexivity follows why
and how transformations of this sort occur, thus providing intelligibility to local
adaptations.

The underlying principle upon which a following the action methodology is
based, holds that a program is most accurately and comprehensively understood
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through an in-depth study of the program performers in action. By following the
action of program performers, we can obtain a view of the program from its core
functioning. This approach contrasts building an understanding of the program
based upon accounts of what the program may aim to accomplish and examples
of exemplary activities. In the same way that the sociology of association dismisses
ostensive definitions of what is social (Latour, 2006), it can similarly be argued that
in defining program upon accounts and examples, we side-step the real work of
learning about the upkeep of a program, of what brings the program together and
makes it operative.

Two distinctive features can be identified with a methodology based upon fol-
lowing the action. First, it does not limit itself to inquiring about actions which are
believed to be part of a causal chain of events leading to a pre-defined set of out-
comes. While certainly important, these actions, however, capture a limited portion
of what practitioners do and assume they share and are driven by a singular model of
achievement. Moreover, actions can only be planned to a certain point, after which
they become diverted or develop spontaneously given the conditions which arise.

This last point raises a second unique feature of evaluations which follow the
action. Following the action requires that the lived experiences occurring inside and
outside the typical boundaries of the program be considered. First, actions taking
place outside the physical space and time of program delivery form opinions and
impressions which impact upon how program participants and practitioners interact
with the program. Second, during the given time space of a program, its form is not
solely determined by the instructions and materials which are delivered, but rather
by the ways in which the various actors that are present, interact with instructions
and materials, and with one another.

Finally, the epistemological dimension of this ideal-type practice emphasizes the
reflexive position of the actors involved in the program as well as those involved
in the evaluation. Indeed, in following the action as it develops and unfolds, the
evaluator is necessarily a relevant part of the program’s context. As such, one cannot
rule out the possibility that the connections between the program and its evaluation
that are necessary in order for the latter to follow the actions taking place within the
former, are themselves mediating transformations in the program, the context and
also in the evaluation. Not only does an evaluated program differ from what it could
have been had it not been evaluated, but evaluation projects also differ according to
the programs or versions of programs they are coupled with. So an accurate assess-
ment of the mediating role of the program in contextual transformations, takes into
account the transformative role of evaluation on the program. Ultimately, evaluation
is an intervention on programs (Mark et al., 2000).

Conclusion

In this chapter we have explored three ideal-type practices for evaluation. We
based our exploration of those ideal-types on a paradigmatic conception of prac-
tice that supposes four underlying coherent dimensions: teleological, ontological,



5 There Is More to Methodology than Method 77

epistemological and methodological, as indicated in Figure 5.1 adapted from
Gendron (2001). We deliberately chose the methodological dimension as the main
point of entry for our exploration. Certainly, entering this exploration through any
other paradigmatic dimension would have led to defining different ideal-types.
For example, efforts to highlight the teleological dimension of practices would
have led to distinguishing utilization-focused (Patton, 1997) from hypothesis test-
ing/knowledge production practices (Cook & Campbell, 1979), and an emphasize
on the epistemological dimension would have contrasted participatory from expert-
driven practice. Although there should be some correlations between the outcomes
of the various points of entry for exploring evaluation practices (it is more difficult
to couple an evaluation as experimentation practice with a participatory practice),
we do not think that there is an exact correspondence.

By characterizing evaluation practices through their methodological implications
we wanted to emphasize the richness and diversity of the various points of entry that
can be used for such an exploration, proposing other dimensions than those usually
used from which to define practical issues in evaluation. It is important also to note
that we did not discuss the qualitative/quantitative dichotomy. For us, this is not
a methodological issue but a technical one that pertains to the nature of the data
available rather than to the manner by which a subject can derive knowledge about
a given object.

We have shown that all of the three ideal-types described in our paper can be
found in the health promotion evaluation literature. All have been used with various
frequencies and various levels of success, and we think that there are situations
in which health promotion is better served by all three of these ideal-types. We
want, however, to point at the interest to consider evaluation as organized reflexivity
practice for health promotion evaluation. As a field of practice, health promotion is
still very young and cannot rely on an important body of solidly established context-
mechanism-outcome pattern configurations. There is therefore a great deal of work
to be undertaken in order to create a repertoire of interventions that can be operated
efficiently in various contexts. Learning as we go and organizing that knowledge

Teleological

MethodologicalEpistemological

Ontological

PRACTICE

Fig. 5.1 The four inter-related dimensions of practice (Adapted from Gendron, 2001, p. 34)
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into coherent intervention theories is certainly a strategy that should be explored and
expanded into a proper knowledge base for health promotion. Organized reflexivity
as a methodological practice accommodates this strategy of knowledge develop-
ment. In addition, as shown through several chapters in this book, this ideal-type
practice is compatible with many practical and theoretical solutions this book’s con-
tributors examined to align the values of health promotion with the scientific rigor
of evaluation.
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Chapter 6
A Realist Approach to the Systematic Review

Geneviève Mercille

In clinical medicine, due to the widening gap between the demand and delivery of
healthcare services in the 1970s and 1980s, priority-setting in health policies began
to focus on efficiency and service costs. This situation, which is frequent in Western
societies, led to the emergence of the clinical practice known as evidence-based
medicine. This is usually defined as “the conscious, explicit, and judicious use of
current best evidence in making decisions about the care of individual patients”
(Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996).

Historically, the health promotion field has been slow in embracing the use
of evidence, and this hesitation may be connected with the Ottawa Charter for
Health Promotion (Evans, Hall, Jones, & Neiman, 2007). The Ottawa Charter
(World Health Organization, 1986), considered a milestone in the development of
health promotion, did not prioritize the use of evidence to measure effectiveness. It
was only in 1998 that the World Health Organization launched an appeal to con-
nect health promotion strategies with the production of health promotion evidence
(Evans et al., 2007).

In Western societies, where healthcare expenditures account for a large portion of
government budgets, there is continuous pressure to demonstrate that health promo-
tion is a good investment (Evans et al., 2007), and this pressure is growing. Evidence
is required to lessen the uncertainty of decision-makers and to guide action priori-
ties (Raphael, 2000). In addition, practitioners in the field have a legitimate desire
to show that their work brings tangible benefits (McQueen, 2007a). So the health
promotion field really has no choice but to continue trying to assess the effectiveness
of its interventions.

There is an important gap between interventions that are deemed effective on
the basis of evidence and interventions that are actually implemented in practice
(Glasgow & Emmons, 2007). For instance, the complexity of health promotion
interventions poses significant conceptual and methodological challenges for the
assessment and production of results syntheses that would provide a rational basis
on which to guide practices. Moreover, users of research results, such as practition-
ers and decision-makers, raise a broader range of questions than those addressing
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intervention effectiveness (Glasgow & Emmons, 2007; Petticrew & Roberts, 2003;
Rychetnik & Wise, 2004). Among others, they formulate questions concerning the
social, political, and economic settings in which the interventions are developed,
implemented, and assessed, as well as the development and implementation of the
intervention itself, and the conditions required to maintain interventions over time
(Armstrong et al., 2008). So how can we respond to the challenge of producing
systematic reviews that capture the essence of the practices that are transferable
to other contexts (Potvin & McQueen, 2008)? This chapter presents a pragmatic
reflection intended for practitioners who must incorporate evidence in their day-
to-day decisions. Systematic reviews, which are large-scale projects considered
to have high scientific value, also have their limitations. The objective here is to
present these limitations and to propose an alternate approach to producing them.
The first section describes the paradigm shift in the concept of evidence, which
has been under debate for the past fifteen years. Second, an explanation is given
for why systematic reviews in this field do not appear to have effectively impacted
health promotion practices or policies. Third, we propose four types of criteria to
include when assessing systematic reviews in order to encourage transfer of their
contents to health promotion practices. In light of these criteria, we suggest a real-
ist approach to the production of systematic reviews. Combining the generation of
evidence and social values, it is a promising tool to guide intervention planning and
implementation.

The Debate on the Use of Evidence to Assess the Effectiveness
of Health Promotion Interventions

The traditional epistemological basis for evidence has been empirical and positivist.
Evidence is a final statement formulated after having observed that the variables
are causally related to others with a strong probability in a large number of cases
(McQueen, 2007b). This positivist tradition is firmly based on the experimental
model, which identifies linear cause-and-effect relationships between independent
and dependent variables. This type of research prioritizes the analysis of individ-
ual factors to the detriment of contextual factors, which are often dismissed as
“noise” from which the salient features must be extracted (Raphael, 2000). In clini-
cal medicine, the quality of evidence has largely been determined with hierarchically
organized criteria, with study designs ranked according to their strength in terms of
internal validity (Petticrew & Roberts, 2003). Internal validity refers to the degree
of confidence that the independent variable is the true cause of the change observed
in the dependent variable (Fortin, 2006). According to this hierarchy, randomized
controlled trials (RCT) and quasi-experimental designs are at the top of the scale
(Oxford Centre for Evidence-based Medicine, 2001; Petticrew & Roberts, 2003).

Since the 1980s, the tension between the two poles of the reductionism-
complexity continuum has sparked a lively debate on what constitutes effective
health promotion (McQueen, 2007a). This debate centers on the dominance of
the experimental model in assessing health promotion interventions. Some



6 A Realist Approach to The Systematic Review 83

maintain that the RCT is the best way to assess the effectiveness of such programs
(Rosen, Manor, Engelhard, & Zucker, 2006). In opposition, an increasing number of
authors are contending that this kind of reductionist approach, which aims to empir-
ically demonstrate causal effects by isolating or controlling variables that might
interfere with a presumed causal relationship, is inappropriate for the complex and
context-sensitive health promotion interventions and programs (McQueen, 2007b;
Poland, Frohlich, & Cargo, 2008; Sanson-Fisher, Bonevski, Green, & D’Este, 2007;
Victora, Habicht, & Bryce, 2004). Health promotion programs are typically mul-
tidimensional, incorporating many simultaneous determinants across integrated,
non-medical strategies. They are deployed in an open setting, they are highly
integrated with the cultural and social environment, they involve a diversity of
actors, and they evolve over time (Raphael, 2000; Potvin & Goldberg, 2007). The
emphasis on RCT and quasi-experimental research designs to isolate the effects
of specific components ends up placing too much importance on isolated com-
ponents, which could yield other types of impacts in the larger, real-life context
(McQueen, 2007b; World Cancer Research Fund, & American Institute for Cancer
Research, 2007).

A fundamental issue in this debate is the concept of evidence itself. What is
evidence, exactly? “At a basic level, the notion of evidence concerns facts (actual or
asserted) intended for use in support of a conclusion” (Lomas, Culyer, McCutcheon,
McAuley, & Law, 2005, p. 1). For many researchers in public health and health pro-
motion, this notion includes, and exceeds, the positivist vision of the experimental
model, which considers only observable data (McQueen, 2007b; Raphael, 2000).
Conceptually, we can begin by expanding the notion of evidence into a complex
mix of observations, experience, and theoretical arguments (McQueen & Ander-
son, 2001), including informal knowledge and practical know-how (Mullen &
Ramirez, 2006). Evidence basically means the information derived from an evalua-
tion study that has assessed the effects and outcomes of interventions and programs
(Rychetnik & Wise, 2004). It appears that the ambiguity of the term evidence poses
another problem.

In the aim of clarifying this concept, the Canadian Health Services Research
Foundation conducted a systematic review, the conclusions of which could help
elucidate the issue of conclusive evidence and its use (Lomas et al., 2005). This
research shed light on two perspectives on evidence: the informal view, prevalent
outside the research community, and the scientific view, which is itself divided on
the issue. Most decision-makers feel that evidence involves all elements that are
used to establish facts or judge something. Thus, informal (also called colloquial)
evidence can be provided by multiple sources, including the opinions of experts and
practitioners, political values and judgments, and practical and operational interests
and considerations (including resources, expertise and experience, habits, and tradi-
tions). Informal evidence complements context-sensitive research data and missing
data in order to reach conclusions that guide practices and policies.

The scientific view is much more restrictive on the notion of evidence (Lomas
et al., 2005). For researchers, evidence is “information generated through a
prescribed set of processes and procedures recognized as scientific” (Lomas et al.,
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2005, p. 8). This information must be obtained systematically by methods that are
transparent and explicitly coded, replicable, observable, plausible, verifiable, and
defendable, in short, defined by the methodology.

The divergent opinions on the role of science, which have spurred the above-
mentioned epistemological debate, may be summed up in one word: context.
Evidence-based medicine emphasizes the seeking of universal truths, which are
absolute and context-independent, whereas the applied sciences favor scientific
evidence that accounts for the circumstances of its application. An important con-
tribution of this report is the recognition that the methods used to obtain evidence
on context factors are equally scientific and rigorous to the methods used to obtain
evidence on program effectiveness. Six dimensions of context-related evidence are
presented in the literature review published by Lomas et al. (2005): implementation,
organizational capacity, ethics, economics/finance, attitudes, and forecasting. The
complexity of contextual or setting-based characterization requires a methodologi-
cal pluralism in order to obtain scientific evidence on each of these six dimensions
(Campostrioni, 2007; Lomas et al., 2005; Petticrew & Roberts, 2003). Moreover,
empirical research is increasingly adopting more appropriate and varied approaches
(Campostrioni, 2007; Hawkins, Sanson-Fisher, Shakeshaft, D’Este, & Green, 2007).
Nevertheless, efforts are needed to improve the external validity of contextualized
evidence so as to better guide decision-making. We will return to this below with
examples of such methods.

In 2004, the World Health Organization released a definition of evidence-based
health promotion that expanded on the concept of evidence-based medicine (Smith,
Tang, & Nutbeam, 2006; also Rychetnik & Wise, 2004). Thus, evidence-based
health promotion consists of “the use of information derived from formal research
and systematic investigation to identify causes and contributing factors that con-
tribute to health needs and the most effective health promotion actions to address
these in given contexts and populations” (Smith et al., 2006, p. 342).

In sum, the works of Lomas et al. (2005) underscore three sources of evidence:
(1) generalizable scientific evidence, emphasizing universal truths through research
on effectiveness and inspired by experimental medicine; (2) context-sensitive evi-
dence via research based on the social sciences; and (3) informal evidence via the
expertise and viewpoints of a variety of actors. Independently of their sources, what
evidence always carries with it some degree of uncertainty, changeability, and com-
plexity, and at the same time it is debatable and rarely complete.

As in clinical medicine, the use of evidence based on research data alone is
insufficient for practical effectiveness in health promotion, and it cannot entirely
replace the expertise of the practitioners who guide the selection and application
of that evidence (Sackett et al., 1996; Smith et al., 2006). Taken together with
explanations above, it also appears that scientific methods can generate knowledge
that goes beyond program outcomes. Moreover, researchers increasingly prefer the
practice/policy-based evidence approach over the evidence-based practice/policy
approach, since it is more consistent with the values of participation and health pro-
motion partnerships (Dooris et al., 2007; Glasgow & Emmons, 2007; Green, 2006;
Lobstein & Swinburn, 2007). The three essential ingredients of this approach are:
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evidence from the scientific literature, informal evidence (via the judgment of
various actors), and transparent mechanisms for collaboration (Lobstein & Swin-
burn, 2007; Lomas et al., 2005). This approach originated with the practitioners/
decision-makers, and it considers what could be implemented from the literature,
but also what is already being done in the milieu and elsewhere, along with what
the decision-makers would like to implement. In research, it translates into study
designs that investigate interventions implemented in real-life contexts, thereby
generating evidence that better reflects program–context interactions and the cir-
cumstances in which the results could be applied (Glasgow & Emmons, 2007). For
systematic reviews to properly characterize the essence of practices that could be
transferred to other contexts, they must address both potential interventions and
context factors.

Producing Systematic Reviews

Because it is difficult to produce valid, context-applicable conclusions based on a
complex body of knowledge, a properly conducted systematic review can facilitate
understanding of the available evidence (Balk, Lau, & Bonis, 2005). Thus, system-
atic reviews, i.e., syntheses of research results designed to determine the effective-
ness of health promotion interventions, are believed to assist in guiding practices
and support the development of public policies (McQueen, 2007b; Potvin, 2006;
Waters et al., 2006).

The classic systematic review relies on a rigorous process that systematically
identifies studies on a specific issue, assesses them, and presents the main findings
and limitations (Balk et al., 2005). The term systematic review is the generic, rec-
ognized term to describe this activity. Meta-analysis is a subgroup of the systematic
review that uses statistical methods to combine quantitative data into a cumulative
index. The main goal is to integrate the empirical research results from a group
of studies for generalization to other populations, although all types of literature
reviews would benefit from a systematic approach (Mullen & Ramirez, 2006).

The primary requirements of the systematic review are a preliminary specifica-
tion of the methods by which the reviewed studies are to be identified, selected,
and assessed (Rychetnik, Hawe, Waters, Barratt, & Frommer, 2004). It differs from
the narrative synthesis and the book chapter in that these are not exhaustive liter-
ature reviews, and their selection and interpretation criteria may be biased or lack
transparency (Balk et al., 2005; Rychetnik et al., 2004).

A few international initiatives have been organized to conduct evaluative research
to produce systematic reviews of health promotion interventions, although such
endeavors are much more numerous in the clinical medicine and epidemiology
fields. We could even say that the production of systematic reviews has become
an enormous scientific business (Mullen & Ramirez, 2006). Among the most well
known in the health promotion field are the Cochrane Collaboration (www.cochrane.
org), a group specifically dedicated to health promotion and public health (Cochrane
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Health Promotion and Public Health Field: www.vichealth.vic.gov.au/cochrane),
and the United States CDC Guide to Community Preventive Services (www.thecom
munityguide.org). Dating from 1996, these initiatives were among the first and most
prolific in the public health and health promotion fields (McQueen, 2007b; Rychet-
nik & Wise, 2004; Waters et al., 2006).

Albeit different from organizations that produce systematic reviews, we must
highlight the efforts of the International Union for Health Promotion and Education
(IUHPE) to produce evidence on health promotion effectiveness. Their first review
was a report for the European Commission (IUHPE, 1999). This led to the creation
of the Global Program on Health Promotion Effectiveness in 2001, a worldwide
initiative that resulted in the recent publication of a reference work (McQueen &
Jones, 2007).

The task of producing a systematic review is a complex one for researchers,
and it requires particular methodological skills. Several organizations such as the
Cochrane Collaboration publish guidelines on how to conduct this type of research,
and they offer training and support for researchers (Waters et al., 2006). The key
steps in the systematic review are similar to those for an original study: develop
a protocol, formulate a research question, review the literature, select the stud-
ies, combine the results and their interpretations, discuss, and draw conclusions.
Developing a protocol minimizes bias and ensures that the synthesis is replicable.
The research question must be clearly formulated, and should specify the popula-
tions, communities, issues, and interventions. The formation of an advisory com-
mittee composed of users who are well versed in the subject is desirable in order
to establish the relevance of the research and the extent to which it can identify
issues and include different perspectives (Jackson & Waters, 2005). At the literature
review stage, the inclusion and exclusion criteria for original studies must be spec-
ified in advance to avoid as far as possible arbitrary choices in selecting or reject-
ing original studies (Lohr, 2004). In clinical medicine, the literature is quite well
organized and readily accessible, with enormous bibliographic databases, primarily
of scientific journals with peer review committees, and the use of very consistent
indexing terms (Waters et al., 2006). The time allotted for this step should be suffi-
cient to allow the most exhaustive possible research. The only drawback is that the
number of studies published in English may be insufficient, depending on the topic
(Balk et al., 2005; Mullen & Ramirez, 2006). Next, each original study is examined
according to the criteria determined for the intervention types, measures, and results
(Mullen & Ramirez, 2006). The quality of study design and methodology is assessed
for systematic error prevention.

It appears that the publication and diffusion of norms for published articles has
helped improve the quality of original studies reported in the literature
(Armstrong et al., 2008; Mullen & Ramirez, 2006). For example, for RCT, the
adoption of the Consolidated Standards of Reporting Trials – CONSORT (Moher,
Schulz, & Altman, 2001) has improved the description of methods and partic-
ipant flow (Armstrong et al., 2008). Other standards have been developed for
other research designs, such as Transparent Reporting of Evaluations with Non-
randomized Designs – TREND, (Des Jarlais, Lyles, Crepaz, & TREND Group,
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2004), and more recently, STROBE, for observational epidemiology studies (Elm
et al., 2007). There are also guidelines to assist the synthesizing process (Armstrong
et al., 2008). Although the usefulness of these standards for RCTs is not at issue,
some have blown the whistle about overly strict applications of these standards to
exploratory research and the potential danger of limiting future research discoveries
(Potvin, 2008).

The methods used to combine results depend on the degree of similarity between
studies in terms of population, intervention type, objectives, measures, and results
(Balk et al., 2005). For relatively homogeneous quantitative studies, results may be
combined and a synthetic index calculated using meta-analysis. Narrative systematic
reviews are used to describe the scope of the evidence obtained from heterogeneous
studies (Rychetnik et al., 2004).

Other elements come under consideration when qualifying the evidence. The
strength and weight of the evidence must be determined as well. The strength of
the evidence derives from judgments on the quality of the studies, including the
exactitude and reliability of the results, and whether these same results have been
found in other studies and in other populations (Lohr, 2004). The weight of the
evidence derives from indirect evidence obtained from non-experimental data, prac-
titioner experience, the accumulated wisdom of systematic analyses, and an under-
standing of the situations and populations to which it may be applied (Green &
Glasgow, 2006). According to Green and Glasgow, greater consideration of external
validity would add weight to the evidence in the public health field.

The discussion section of published systematic reviews usually explores the het-
erogeneity of the estimates across studies, but the unexpected and potentially dele-
terious effects on other population subgroups must be discussed as well, along with
alternate interpretations of the study’s strengths and limitations. Conclusions must
provide an overall assessment of the relevance of the research conducted and the
extent to which the results may be transferable to other communities/populations
with similar concerns (Balk et al., 2005; Mullen & Ramirez, 2006; Rychetnik
et al., 2004).

The Systematic Review in Health Promotion

When producing systematic reviews in the fields of health promotion and pub-
lic health, we must consider the challenges inherent in characterizing complex,
multi-targeted, multi-level interventions, where the emphasis is placed on popu-
lation levels and not on individual level changes. Among others, a context analy-
sis must consider the involvement of the populations concerned, the intervention
implementation process, the resultant local adaptations, and the phasing-in pro-
cess. Intervention factors can also influence effectiveness: participation, exposure
to the intervention, fairness of the intervention for particular populations, allocated
resources, delivery skills, and so on (Waters et al., 2006). The variety of assess-
ment methods used, including qualitative and quantitative methods, complicates the
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selection of studies to include in the production of the systematic review. Moreover,
when synthesizing the findings, the data extraction procedure is more complicated
due to the diversity of the literature available, the fuzziness of the indexing termi-
nology, and the dispersion of public health research, with many relevant studies not
published in peer-reviewed journals (Waters et al., 2006). Quantitatively, the pool of
evaluative studies in health promotion is still too small to be divided into homoge-
neous categories with accurate synthetic indices (Evans et al., 2007; Potvin, 2006).

To illustrate the current limitations of the systematic review in health promo-
tion, let us consider an example from an important issue in the field of health pro-
motion: interventions liable to reduce health inequalities. While there is general
agreement on the priority of working on social determinants to improve equality
of opportunities for individuals to achieve their full health potential (Wilkinson &
Marmot, 2003), the conclusions of systematic reviews are disappointing. In this
respect, Asthana & Halliday (2006) consulted some 125 systematic reviews in
order to identify effective interventions addressing processes that engender health
inequalities over a lifetime. They found that the best functioning interventions were
aimed at adults and targeted individual lifestyle factors (nutrition, physical activ-
ity, and tobacco). They concluded that there was little evidence on interventions
that affectively addressed these most important determinants. Similar conclusions
were reported in the field of obesity prevention in children, where the lack of well
designed measures to assess interventions targeting distal factors limits our capacity
to consider their contribution as an effective option to complement interventions
centered on changing individual behaviors (Summerbell et al., 2005).

An important objective of the systematic review is to inform on the development
of practices, policies, and research. However, pitfalls and weaknesses remain. For
example, because systematic reviews are based on very strict and restrictive inclu-
sion criteria (Glasgow & Emmons, 2007), there is always a very strong possibility
that specific evidence-based interventions may have limited applicability, transfer-
ability, or generalizability (terms usually considered synonyms of external validity)
to other communities (Mullen & Ramirez, 2006; Waters et al., 2006). Another rea-
son that the transition from research into practice is slow and incomplete, according
to Glasgow, Lichtenstein, and Marcus (2003), is the substantial influence of the
methods proposed in the 1980s by Flay (1986), among others, to use the process of
drug development and testing to document the effectiveness and population effects
of health promotion interventions. Trial efficacy is measured in controlled settings
with randomized controlled trials, where program delivery is uniform and the tar-
get population is strictly defined. In contrast, population effectiveness involves the
overall targeted population and takes into account the accessibility, acceptability,
and coverage of the targeted population (Contandriopoulos, Champagne, Denis, &
Avargues, 2000). The influence of these methods has led to the publication of a
number of trial efficacy studies, but much fewer studies on population effectiveness
(Glasgow et al., 2003). Thus, the concept of effectiveness must be qualified in terms
of the setting in which the research is carried out (Contandriopoulos et al., 2000).
It appears unlikely that interventions that succeed well in a limited, well controlled
context can function as well in the real world, where a variety of communities,
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conditions, and agents come into play. For Potvin (2006), trying to reduce the
complexity of the intervention would be tantamount to adulterating the intervention,
or widening the gap between its representativeness of the categories of interventions
from which it is sampled and the reality of implementation on the ground. There is
a need for a science of complex entities to account for the social contexts in which
experiments take place.

Although the systematic reviews published in the Community Guide have been
acknowledged as among the best in the field, it seems that few of their recommen-
dations have been followed (Glasgow & Emmons, 2007; Mullen & Ramirez, 2006).
What usually causes inadequate program implementation is a lack of adjustment
between a given intervention and the implementation setting, or a discrepancy
between the required characteristics and resources and those that are actually
available in the community. There may also be a lack of congruence between the
information obtained from the research trial and the information sought by the
decision-makers (Glasgow & Emmons, 2007; Rychetnik & Wise, 2004). Some sys-
tematic reviews may also be criticized for not appreciating the differences between
efficacy trials and effectiveness studies, for failing to account for community per-
spectives in the development of research protocols (Glasgow & Emmons, 2007), or
for postulating that pilot projects assessed in certain conditions that facilitate the
research process will generate the same benefits in practice (Mullen & Ramirez,
2006).

In conclusion, it appears that systematic reviews produced in health promotion
are not exerting any real influence on practices and policies, which are developed
in view of a combination of cultural, technical, and political considerations, while
evidence concerns technical considerations alone (Mullen & Ramirez, 2006).

Additional Criteria for Assessing Systematic Reviews of Health
Promotion Interventions

Systematic reviews should be appraised with the same critical eye as original stud-
ies: for their qualities and for the extent to which the results apply to the research
question (Balk et al., 2005). Various international groups have produced guidelines
for conducting, reporting, and assessing systematic reviews, particularly for RCTs
(Lohr, 2004; Mullen & Ramirez, 2006). In general, original studies and data must
be reported in sufficient detail for results verification. Four key basic criteria are
used to judge the quality of the evidence. These are: the quality of the original
studies (traditionally in medicine and epidemiology, depending on internal valid-
ity), the number of studies, the coherence of the evidence (do the overall results
make sense?), and the consistency of results (similar studies obtained comparable
results) (Mullen & Ramirez, 2006; Lohr, 2004). Balk et al. (2005) translated these
four criteria into a series of questions for use in interpreting systematic reviews
and meta-analyses in clinical medicine. In health promotion syntheses, additional
criteria are being formulated. There is strong support for systematic reviews that are
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more in tune with the needs of users, recognize the importance of context, allow
plurality of evidence, and promote greater use of theories (Armstrong et al., 2008;
Jackson & Waters, 2005; Summerbell et al., 2005). In this section, we first argue
for the use of multiple methods and quality criteria for external validity in empir-
ical research. Next, we take a closer look at theory and shed light on the links
between complex interventions and the input of non-researchers in the production
of systematic reviews. A better consideration of the criteria presented here could
promote the production of systematic reviews that are based more on the quality of
the interventions, and not solely on methodological criteria (Asthana & Halliday,
2006).

When synthesizing scientific evidence, the evidence on socioecological inter-
ventions is rarely examined for internal validity, since it is unlikely to be gathered
using study designs with a strong potential for internal validity, such as randomized
controlled trials (RCT). Hence, the portfolio approach, which recognizes the relative
strengths and weaknesses of the different study designs, with none in particular pre-
dominating, has increasingly been adopted over the hierarchical classification model
of research measures (Asthana & Halliday, 2006; Jackson & Waters, 2005; Lobstein
& Swinburn, 2007; Petticrew & Roberts, 2003). For instance, this approach was
adopted for the recent and prestigious expert report on causes, nutritional risk fac-
tors, and physical activity in cancer prevention, and in population approaches to pre-
venting obesity (McNeil & Flynn, 2006; World Cancer Research Fund, & American
Institute for Cancer Research, 2007). This approach was also used by the IUHPE in
its latest work (McQueen & Jones, 2007). In the words of Lomas et al. (2005), the
advantage of methodological pluralism is that it enables the production of absolute
scientific evidence for effective research based on medicine and context-sensitive
scientific data. Table 6.1 presents examples of some current methods used to gather
different types of scientific data.

In an attempt to improve the transfer of knowledge to practice, Green & Glasgow
(2006), proposed some quality criteria for external validity to included in systematic
reviews. A copy of these criteria is reproduced in Table 6.2. Influenced by the Re-
Aim model (Reach, Effectiveness, Adoption, Implementation and Maintenance:
see www.re-aim.org), which was designed to assist the planning, conduct, and
reporting of studies aiming to translate research into practice (Glasgow, Klesges,
Dzewaltowski, Estabrooks, & Vogt, 2006), Green and Glasgow’s criteria empha-
size context as well as program implementation and adaptation processes. The
systematic review should also examine the process and implementation data for
useful indications concerning intervention adaptation and dissemination (Armstrong
et al., 2008). The criteria proposed are also designed to assist in the planning, con-
duct, and reporting of studies in the aim of translating research into practice, and
they suggest that reporting meaningful results to assist in decision-making as well
as program maintenance and institutionalization.

Among other criteria to consider when appraising systematic reviews, these
should include criteria that assess the potential adverse effects of the type of inter-
vention chosen. The risk that an intervention could increase health inequalities or
favor certain types of populations to the detriment of others is an example of such
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Table 6.1 Common methodologies according to the type of scientific data sought

Data sought Methods

Data on health outcomes and their relevance • Experimental, quasi-experimental
• Observational

Implementation data • Experimental, quasi-experimental
• Qualitative
• Change theory

Organizational data • Administrative data
• Survey
• Comparative, qualitative

Attitudinal data • Survey, qualitative
Forecasting data • Time-dependent series

• Regression analysis
Economic data • Cost efficiency, Cost-benefit

• Cost-benefit utility
• Econometrics

Ethical data • Distribution analysis
• Public consultation

Changing data concerning the general public • Monitoring
• Survey

Social structural data • Theoretical
• Qualitative
• Observational

Based on Lomas et al., (2005), and also on Asthana & Halliday (2006), Campostrini, (2007), and
Petticrew & Roberts (2003).

adverse effects. Current systematic reviews have little to say on health inequalities
or diverse responses across population segments to similar interventions (Asthana
& Halliday, 2006; Waters et al., 2006).

The model of Green & Glasgow (2006) helps identify the shortcomings of the
evidence on health promotion. Moreover, it has the advantage of drawing attention
to the particular priorities and issues of public health, and to balance the study’s
concerns for internal and external validity. Of course, this would have the effect
of increasing the variability of results reported in original studies, but such stud-
ies would still be more relevant than if they considered only one type of result
(Glasgow & Emmons, 2007).

Up to now, we have proposed criteria for empirical observations to enable the
production of systematic reviews that are more relevant in practice. In a field marked
by complexity, where empirical observations will always be inadequate to inter-
pret the multiple interactions between the different parts of the system, the use
of a deductive process, via the application of theories, could be fruitful. Thus,
social science theories could be very useful in clarifying the chaos and complexity
involved in the reality of health promotion. Many deplore the underuse of such the-
ories (Potvin & McQueen, 2007) to synthesize research results (McQueen, 2007b;
Potvin, 2006). For example, in order to prevent obesity, Summerbell et al. (2005)
justifiably underscored the need for multifactorial theoretical approaches that con-
sider the impact of system, setting, and organizational issues together with changes
in individual and group behaviors. Researchers are increasingly advancing these
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Table 6.2 Proposed quality rating criteria for external validity

1. Reach and representativeness

a. Participation: Are there analyses of the participation rate among potential (a) settings,
(b) delivery staff and (c) patients (consumers)?

b. Target audience: Is the intended target audience stated for adoption (at the intended
settings such as worksites, medical offices, etc.) and application (at the individual
level)?

c. Representativeness – Settings: Are comparisons made of the similarity of settings in
study to the intended target audience of program settings, or to those settings that
decline to participate?

d. Representativeness – Individuals: Are analyses conducted of the similarity and dif-
ferences between patients, consumers, or other target subjects who participate versus
either those who decline, or the intended target audience?

2. Program or policy implementation and adaptation

a. Consistent implementation: Are data presented on level and quality of implementation
of different program components?

b. Staff expertise: Are data presented on the level and training or experience required to
deliver the program or quality of implementation by different types of staff?

c. Program adaptation: Is information reported on the extent to which different settings
modified or adapted the program to fit their setting?

d. Mechanisms: Are data reported on the process(es) or mediating variables through
which the program or policy achieved its effects?

3. Outcomes for decision-making

a. Significance: Are outcomes reported in a way that can be compared to either clinical
guidelines or public health goals?

b. Adverse consequences: Do the outcomes reported include quality of life or potential
negative outcomes?

c. Moderators: Are there any analyses of moderator effects – including of different sub-
groups of participants and types of intervention staff – to assess the robustness versus
specificity of effects?

d. Sensitivity: Are there any sensitivity analyses to assess dose-response effects, thresh-
old level, or point of diminishing returns on the resources expended?

e. Costs: Are data on the costs presented? If so, are standard economic or accounting
methods used to fully account for costs?

4. Maintenance and institutionalization

a. Long-term effects: Are data reported on longer term effects, at least 12 months fol-
lowing treatment?

b. Institutionalization: Are data reported on the sustainability (or reinvention or evolu-
tion) of program implementation at least 12 months after the formal evaluation?

c. Attrition: Are data on attrition by condition reported, and are analyses conducted of
the representativeness of those who drop out?

From Green & Glasgow, Evaluation & the Health Professions (Vol. 29 No.1) p.137, copyright c©
2006 by (SAGE Publications). Reprinted by Permission of SAGE Publications, Inc.



6 A Realist Approach to The Systematic Review 93

social theories, and have proposed innovative applications for health promotion
(Dooris et al., 2007; Sterman, 2006).

In order for systematic reviews of complex intervention assessments to reach
more compelling conclusions than the all too often “further research is needed,”
proper use of theory should be included as quality criteria in assessing synthe-
ses of original studies (i.e., how the theoretical mechanisms are explicitly defined
and tested), instead of relying solely on empirical results (Greenhalgh, Kristanjs-
son, & Robinson, 2007; McQueen, 2007b). Too often, very different interventions
are considered in the same systematic review, based on superficial similarities such
as the setting or targeted behaviors (Armstrong et al., 2008). A theory provides
the basics on which to build a model to account for diverse results and complex
social relations. By extending the underlying theory that relates program activities
to short-, medium-, and long-term outcomes, we can better identify the key ele-
ments of complex interventions that could potentially impact outcomes (Asthana
& Halliday, 2006; Jackson & Waters, 2005). Jackson and Waters (2005), go even
further and propose grouping interventions according to their common theoretical
bases, then combining the results to examine the impact of a particular theoretical
model on effectiveness. For McQueen (2007b), the evidence makes sense only in
light of the theory underlying its construction.

To facilitate translation of research results into practice, systematic reviews
should include expert practioner panels in addition to technical and scientific experts.
In the long term, this would result in more relevant syntheses (Glasgow & Emmons,
2007; Summerbell et al., 2005). Thus, organizations that produce systematic reviews
could develop models for translating community-developed research practices that
would emphasize mutual engagement by researchers and users, who would nego-
tiate, create, and share resources to create a more relevant body of knowledge
that could be readily applied in practice (McDonald & Viehbeck, 2007). Consen-
sus conferences constitute another way to combine and discuss research results
along with other types of information (Callon, Lascoumes, & Barthe, 2001; Lomas
et al., 2005). The aim is to clarify decision-making on issues that are clouded in
uncertainty. Dialogues are held between scientists and other stakeholders affected
by the results, using clear objectives, and following a participatory process that is
transparent and inclusive, with the aim of combining the different forms of infor-
mation (scientific and informal), interpreting them, and yielding “a judgment that
is evidence-informed, better matched to the context of application, more efficiently
implemented, and more widely acceptable” (Lomas et al., 2005, p. 5).

Toward a Realistic Approach to Producing Systematic Reviews
in Health Promotion

A particular difficulty with the empirical and experimental models is the “black
box” concept: attention is paid to the input (the intervention) and the outcomes
of that intervention in terms of impacts, whereas the mechanisms that transform
input into outcomes are ignored. This is a problem with many health promotion
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interventions, since they are usually implemented with varying degrees of reliability,
having adapted to the context and constraints of the setting. It appears that the lit-
erature on community health promotion interventions prefers the evidence-based
model, with priority given to the possibility of replicating an intervention instead
of considering the unique contextual characteristics (McLaren, Ghali, Lorenzetti, &
Rock, 2007). Thus, a review of community programs inspired by the North Karelia
project revealed that only 19% of the programs considered the importance of context
or the need to adapt the intervention (McLaren et al., 2007). In a systematic review
on interventions to prevent overweight and obesity in youth, the authors concluded
that the best practices also featured the ability to be sustainably integrated into
the infrastructure and adapted to the school context (Doak, Visscher, Renders, &
Seidell, 2006). Because they expanded their inclusion criteria to consider a wider
range of interventions from a large diversity of sociocultural contexts, they were able
to support the notion that an appropriate program could be adapted to its context.
Documenting aspects of the implementation processes is also important, insofar as
they influence the impacts and outcome indicators (Sharma, 2006). Not taking these
aspects into account in primary evaluation increases the risks of type III errors, or
concluding that the intervention failed to achieve positive results due to poor design,
such that it was impossible to make a noticeable difference (Tones & Tilford, 2001).
One currently used method is to include an assessment of the intervention delivery
process in the research synthesis. Such assessments can help unravel the factors
responsible for success or failure of the outcomes of the intervention’s application
(Armstrong et al., 2008).

As underscored by McQueen (2007a), the debate about evidence has certainly
engendered important theoretical advances in the practice and assessment of health
promotion. Many have put forward the realist approach as a promising framework
for performing assessments and systematic reviews (Dooris et al., 2007; Pawson,
Greenhalgh, Harvey, & Walshe, 2005; Poland et al., 2008). The realist investigation
enables diverse results on a particular research question to be synthesized, taking
into account implementation settings, to shed light on the nuts and bolts of the
intervention or program, to the benefit of the individuals running the intervention
(Pawson et al., 2005). The realist approach is guided by a theory (Williams, 2003),
whose departure point is the distinction between the real (the world of objects,
whether physical or social), the actual (i.e., events and experiences that may or
may not be observable), and the empirical (what is observed) (Williams, 2003; see
also Poland et al., 2008; Potvin, Gendron, & Bilodeau, 2006).

According to the realist approach, the research question is formulated as: “What
works in this program, for whom, and in which circumstances?” The first step in a
realist synthesis is to make explicit the theoretical presuppositions on how the inter-
vention functions and produces its expected impact. Next, theoretical models are
empirically confronted. The results of the synthesis combine the theoretical under-
standing and empirical data, and explain the relationship between the intervention’s
application setting, operating mechanisms, and outcomes (Pawson et al., 2005).
Synthesizing the evidence requires refining the theory in order to understand how
the intervention works.
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The realist model of systematic review appears as a promising approach to meet
the complexity of health promotion interventions in a number of ways (Pawson
et al., 2005; Potvin et al., 2006; see also Tones & Tilford, 2001). First, the realist
synthesis is more meaningful for practitioners and decision-makers because it pro-
vides a richer and more detailed understanding of complex social interventions. It
attempts to grasp what actually takes place, with all its multiple aspects, changes,
and uncertainties (instead of using the experimental model to control and restrict).
The investigative logic is pluralist and flexible, as it considers the merits of multi-
ple methods (without a hierarchal ranking) to investigate the processes and impacts
of the intervention. This approach makes judicious use of all the quality criteria
proposed by Green & Glasgow (2006) to document the external validity of original
studies, not solely from a standpoint of generalizability of results, but rather to verify
their applicability and facilitate their transfer to other, similar settings. The literature
review is not limited to studies published in the scientific literature; it may consider
publications outside the formal channels, known as grey literature. Finally, the pro-
duction of realist syntheses provides opportunities for non-researchers, practition-
ers, and policy makers to offer their input on the conclusions, recommendations, and
practical applications (Pawson et al., 2005).

Moreover, this approach has begun to be used in parallel with more traditional
approaches. A recent systematic review by the Cochrane Collaboration assessed
the impact of nutrition programs for disadvantaged school children and concluded
that they could have a modest beneficial effect on the children’s physical, psycho-
logical and social health (Kristanjsson et al., 2007). Of the 18 studies retained, 7
were randomized controlled trials. One objective of this review was to understand
the ways in which program delivery impacted outcomes such as children’s growth,
cognitive development, and performance. Although the retrieval of descriptive data
on the setting, the involvement of the various actors, and implementation details
helped researchers interpret the quantitative results and generate hypotheses, three
of the researchers involved subsequently conducted a realist examination to more
precisely identify which particular intervention aspects were associated with effec-
tiveness, and interpreted them in terms of historical and political context (Green-
halgh et al., 2007).

The spread of this method has been limited by the small number of evaluation
studies in health promotion in general and realist evaluation designs in particular
(Poland et al., 2008). Nevertheless, encouraged by theoretical advances, intervention
assessment projects based on the realist approach are underway in France, with the
aim of lessening social inequalities in health (Ridde & Guichard, in press). On the
other hand, like any relatively novel method, the realist approach needs to be refined
and expertise developed by health promotion researchers, including aspects such as
the use of theory, which is not common in the field (McQueen & Kickbusch, 2007).
We may also expect some resistance from public health researchers to adopte
this approach, since it differs substantially from the traditional systematic review.
Instead of a replicable method that follows rigid rules, the logic of realist review
is guided by principles. Above all, it requires a shift in the dominant public health
paradigm away from the ontology of empirical realism and toward the ontology of
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critical realism (Potvin et al., 2006). Although some believe we should employ a
realist ontology rather than the sum of its parts to understand the mechanisms of a
complex intervention, they may still be ensnared by positivist certainties when they
develop an empirical methodology to operationalize the approach (Hawe, Shiell, &
Riley, 2004). More work is required on defining the concepts and operationalizing
the elements of the assessment approach in realist syntheses (Pawson et al., 2005;
Poland et al., 2008).

Conclusion

The production of systematic reviews that provide a rational basis to guide practices
poses a real dilemma for health promotion. Among others, the users of such evi-
dence entertain a broader range of questions than those that are currently prioritized
by synthesis projects, and which are related to effectiveness outcomes. In this chap-
ter, we have presented the limitations of synthesis projects currently being produced
in relationship with the characteristics of health promotion. First, it is apparent that
the answer to these questions is closely connected to the concept of evidence, a
concept that must continue to evolve to better respond to issues in the assessment of
complex, context-sensitive, and evolving interventions. Second, we explained which
aspects of health promotion research syntheses make them more attractive to users.
In light of this analysis, we proposed some criteria to include when appraising sys-
tematic reviews in order to encourage their translation into practice: the inclusion of
original studies according to the principle of methodological pluralism, with a focus
on context, the implementation process, and program adaptation. Second, origi-
nal studies retained in the review should make explicit the theoretical mechanisms
underlying the intervention’s functioning, and ideally, these theoretical mechanisms
would be comparable. The resulting analysis would be primarily useful to verify the
responses of various population segments to similar interventions and to identify the
potential adverse impacts of population interventions. Finally, systematic reviews
should be more meaningful for practitioners and decision-makers, insofar as they
can offer their input in the review process. Furthermore, in light of these criteria, it
appears that the production of systematic reviews using the critical realist approach
offers the potential to better respond to the challenges of producing evidence that is
liable to be adopted in practice. It remains to be verified whether this realist approach
can in fact respond to the fourth practical dilemma raised in Chapter 3 of this book.

Compared to research in epidemiology and clinical medicine, research in health
promotion has been underfunded by the major research granting programs, and
cannot produce a sufficient body of evidence to document the effectiveness of
interventions (Glasgow et al., 2003; McQueen, 2007b; Mullen & Ramirez, 2006;
Potvin, 2006). Investments must be made in evaluative health promotion research in
order to generate evidence that would truly advance practices. Moreover, both health
promotion researchers and funding organizations should include more theory-based
protocols in their assessments (Glasgow et al., 2003; Greenhalgh et al., 2007).
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517–539.

Des Jarlais, D. C., Lyles, C., Crepaz, N., & TREND Group. (2004). Improving the reporting qual-
ity of non-randomized evaluations of behavioral and public health interventions: The TREND
statement. American Journal of Public Health, 94, 361–366.

Doak, C. M., Visscher, T. L. S., Renders, C. M., & Seidell, J. C. (2006). The prevention of over-
weight and obesity in children and adolescents: A review of interventions and programmes.
Obesity Reviews, 7, 111–136.

Dooris, M., Poland, B., Kolbe, L., De Leeuw, E., McCall, D. S., & Wharf-Higgins, J. (2007).
Healthy settings: Building evidence for the effectiveness of whole system health promotion-
Challenges and future directions. In D. V. McQueen & C. M. Jones (Eds.), Global perspectives
on health promotion effectiveness (pp. 327–352). New York: Springer.

Elm, E. von, Altman, D. G., Egger, M., Pocock, S. J., Gotzsche, P. C., & Vanderbroucke, J. P., for
the STROBE initiative (2007). Strengthening the reporting of observational studies in epidemi-
ology (STROBE) statement: Guidelines for reporting observational studies. British Medical
Journal, 335, 806–808.

Evans, L., Hall, M. Jones, C. M., & Neiman, A. (2007). Did the Ottawa Charter play a role in
the push to assess the effectiveness of health promotion? Promotion & Education, Suppl. 2,
28–30.

Flay, B. R. (1986). Efficacy and effectiveness trials (and other phases of research) in the develop-
ment of health promotion programs. Preventive Medicine, 15, 451–474.

Fortin, M. F. (2006). Fondements et étapes du processus de recherche. Montréal, Québec: Editions
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Rosen, L., Manor, O., Engelhard, D., & Zucker, D. (2006). In defense of the randomized controlled
trial for health promotion research. American Journal of Public Health, 96, 1181–1186.

Rychetnik, L., & Wise, M. (2004). Advocating evidence-based health promotion: reflections and a
way forward. Health Promotion International, 19, 247–257.

Rychetnik, L., Hawe, P., Waters, E., Barratt, A., & Frommer, M. (2004). A glossary for evidence-
based public health. Journal of Epidemiology and Community Health, 58, 538–545.

Sackett, D. L. Rosenberg, W. M. C., Gray, J. A. M., Brian Haynes, R. B., & Richardson, S. W.
(1996). Evidence-based medicine: What it is and what it isn’t. British Medical Journal, 312,
71–72.

Sanson-Fisher, R. W., Bonevski, B., Green, L. W., & D’Este, C. (2007). Limitations of the ran-
domized controlled trial in evaluating population-based interventions. American Journal of
Preventive Medicine, 33, 155–161.

Sharma, M. (2006). School-based interventions childhood and adolescent obesity. Obesity Reviews,
7, 261–269.

Smith, B. J., Tang, K. C., & Nutbeam, D. (2006). WHO health promotion glossary: New terms.
Health Promotion International, 21, 340–345.



100 G. Mercille

Sterman, J. D. (2006). Learning from evidence in a complex world. American Journal of Public
Health, 96, 505–514.

Summerbell, C. D., Waters, E., Edmunds, L. D., Kelly, S., Brown, T., & Campbell, K. J. (2005).
Interventions for preventing obesity in children. Cochrane Database of Systematic Reviews, 3,
CD 001871.

Tones, K., & Tilford, S. (2001). Evaluation research. In K. Tones & S. Tilford (Eds.), Health pro-
motion. Effectiveness, efficiency and equity. 3rd ed. (pp. 149–192). Cheltenham, U.K.: Nelson
Thornes.

Victora, C. G., Habicht, JP., & Bryce, J. (2004). Evidence-based public health: Moving beyond
randomized trials. American Journal of Public Health, 94, 400–405.

Waters, E., Doyle, J., Jackson, N., Howes, F., Brunton, G., & Oakley, A. (2006). Evaluating the
effectiveness of public health interventions: The role and activities of the Cochrane Collabora-
tion. Journal of Epidemiology and Community Health, 60, 285–289.

Wilkinson, R., & Marmot, M. (2003). Social determinants of health. The solid facts. 2nd ed.
Geneva: WHO.

Williams, S. J. (2003). Beyond meaning, discourse and the empirical world. Critical realist reflec-
tions on health. Social Theory & Health, 1, 42–71.

World Cancer Research Fund, & American Institute for Cancer Research (2007). Judging the
evidence. In World Cancer Research Fund & American Institute for Cancer Research. Food,
Nutrition, Physical Activity, and the Prevention of Cancer: a Global Perspective (pp. 48–62).
Washington DC: AICR.

World Health Organization. (1986). The Ottawa Charter for health promotion. Downloaded in
February 2008 from: http://www.who.int/hpr/NPH/docs/ottawa charter hp.pdf



Chapter 7
From Knowledge to Action: Challenges
and Opportunities for Increasing the Use
of Evaluation in Health Promotion Policies
and Practices

Zulmira M. A. Hartz, Jean-Louis Denis, Elizabeth Moreira,
and Alvaro Matida

The gap between scientific knowledge and its concrete
translation into improvement of people’s quality of life is
well-known. (Berghmans & Potvin, 2005 p. 19)

How to make evaluation useful and used are familiar topics that appear to be
perennial concerns for evaluators in general. We often talk about the utilization of
evaluation research results in policies almost like an inevitable output of evaluation,
but we must recognize the challenges that can impede or limit this pursuit. In the
health promotion field, for example, these challenges can help us explain the well-
known gap between available scientific knowledge, potential effectiveness of social
interventions, and improvement in people’s quality of life, as quoted above.

Our objective in this chapter is to present some theoretical assumptions and
related factors associated with evaluation use as discussed in the literature, and to
provide a framework that could increase opportunities to influence health promotion
practices and policies with evaluative research. Our main working hypothesis is that
although in the health promotion field we do not have an extensive experience with
this specific subject, we can learn a lot about it, not only from the lessons of social
and health programs evaluation in general, but also from the sociology of innova-
tion, when evaluation is conceived as intervention on programs (Schwandt, 2005)
and innovation implemented in the “social space of programs” (Potvin, Gendron, &
Bilodeau, 2006).

The first section thus begins with a theoretical overview guided by utilization
models. It is followed by a brief discussion of levels and mechanisms of use or
influence and complemented by specific comments on a set of health programs
guidelines oriented by utilization-focused evaluation. Here we combine the expres-
sions use and influence, following recent positions that we will present later in this
chapter. The term influence is broader than use and it refers to the capacity or power
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of persons or things to produce effects on others by intangible or indirect means
(Kirkhart, 2000). Thus, influence is more related to multidirectional, incremental,
and unintentional than a merely instrumental use.

The second section constructs an operational framework integrating these and
other contributions to innovations studies, applicable to health promotion activi-
ties. We conclude by focusing on some initiatives and directives that appear to be
good opportunities for increasing the influence of evaluation findings, while offer-
ing some watchful advice on the risks associated with eventual misused practices
of utility-driven evaluation. The overall goal is to present different approaches,
skills, tools, and methods increasing potential utility or usability (Scriven, 2005)
of evaluation in health promotion, permitting to design research with visibility to
the consequences for public policies.

Knowledge Utilization and Policy Making

There is a consensus in the consulted literature that the evaluation’s use theories
originate from the United States (Caracelli, 2000; Kirkhart, 2000; Patton, 1997;
Preskill & Torres, 2000; Rossman & Rallis, 2000; Sridharan, 2003; Weiss, 1988,
1999; Weiss, Murphy-Graham, & Birkeland, 2005). These studies inspired Canadian
and Central and South American authors in the understanding of the theoretical basis
for using knowledge evidence in health policy development and services (Borowski,
Hanney, Lindquist, & Roger, 2005; CDC, 1999; Champagne, Contandriopoulos, &
Tanon, 2004; Denis, Lehoux, & Champagne, 2004; Elias & Patroclo, 2005; Lehoux,
Battista, & Lance, 2000; Trostle, Bronfman, & Langer 1999). Their contribution will
be summarized according to the four blocks or pillars of our framework: (1) mod-
els of and values underlying evaluation use; (2) modes of knowledge production;
(3) levels of evaluation influence; and (4) utilization-focused evaluation. All these
authors conceive the relationship between science and practice, or decision-makers
and researchers, as controversial given the different frames of reference with which
these actors approach the situation, leading to unsatisfied expectations. Even if this
question is not specific to public health or health promotion, we suggest that we
have to deal with it as an issue of research, considering the increasing demand for
utility in our work.

Models of and Values Underlying Evaluation Use

Building upon a theoretical review, Weiss et al. (2005) characterize three main types
of evaluation use models in policy: instrumental, to give direction to policy and
practice; political or symbolic, to justify preexisting preferences and actions; and
conceptual, to provide new ideas, or concepts, that are useful for making sense of
the policy scene.

The first kind of use, i.e., as direction for decision-making, is often what people
have in mind when they think about evaluation and suggests a sense of emergency
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for making decisions. However, pure instrumental use of evaluation results is not
common and, after some time, evaluation results becomes so entangled with other
factors contributing to decision that it is almost impossible to discern their specific
contribution. The symbolic use refers to situations where evaluation results pro-
vide support for policies designed and decided on different bases such as intuition,
professional experience, organizational interest, self-interest, or other reasons. If
sometimes authors deride the symbolic use of evaluation results, Weiss et al. (2005)
argue that it is only in the rare cases where decision-makers distort or omit sig-
nificant evaluation findings that such a use leads to evaluation being misused. On
the other hand, she recognizes that evaluation is often used to buttress an exist-
ing point of view by congressional committees, bureaucracies, and organizational
administrations, and that the same tendency can be observed in academic reviews.
The conceptual use comes when research and evaluation studies are useful, even if
decision-makers might not base their decision directly on the evidence they provide,
but they find themselves influenced or enlightened by evaluation results. Although
some authors consider process use as a distinct category of evaluation results use,
Weiss et al. (2005) consider such a use only as a specification about the type of
evaluation results that is being used in the first three categories.

As it is the case with most current theoretical models, evaluation use types
embody values associated with three different scientific paradigms (classic posi-
tivist, constructivist, and neo-positivist) legitimating their orientation (Champagne
et al., 2004). The classic positivist set of values associated with the conceptual
model of evaluation results use is characterized by a total control of the evalua-
tor over the interpretation of evaluation results, low participation of actors other
than researchers in the research endeavor, and a more passive role for researchers
in transferring result to decision-makers. The responsibility of researchers stops
once results are made available. The constructivist sets of values that support the
symbolic or political model, maintains the evaluator’s control, but presupposes an
intense participation from other actors in the knowledge production process. Finally,
the neo-positivist values, which have wide flexibility, can be present in all models
characterized by unspecific or targeted use of research findings, mixed control over
the evaluation process, and variable degrees of participation by a wide range of
actors. In a previous work, Weiss (1999) suggested that other values can produce
endarkenment rather than enlightenment when implementing evaluation findings
into a policy. She mainly refers to the notion of interests, a paramount in policy-
makers’ decisions, and to the role played by ideologies, as filters of opportunities
that leave out options that are not in accordance with decision-makers’ beliefs and
preferences.

Modes of Knowledge Production

For Denis et al. (2004), “most knowledge utilization models pay little attention to the
production process of knowledge” (p. 30), and they do not agree on either the strate-
gies to increase knowledge use, or the status of scientists and practitioners in such a



104 Z.M.A. Hartz et al.

process. However, all those models imply fine-tuned communication between these
domains, to facilitate knowledge use, closely dependent on two knowledge produc-
tion modes, invoked from the works of Gibbons et al. (1994) and Nowotny, Scott,
and Gibbons (2001). Both, Mode 1 and Mode 2, result from the institutionalization
of science in modern societies around two archetypes. Mode 1 corresponds to the
traditional form of organizing academic and research production, where scientific
recognition is achieved mainly through the production of new knowledge inside
disciplinary boundaries. The peer-review system works as a safeguard for research
quality and a prerequisite for any process of wider dissemination.

In Mode 2, new knowledge is valuable, but insufficient. The emphasis is on the
practical outcomes of the knowledge to solve critical problems as implicit in the
notion of research and technological development, and on increasing knowledge
contextualization. Science must not be constrained, assuming a mutual influence
between the University and society, between research groups and organizations.
Using the example of Canadian funding agencies, the authors recognize that Mode 2
has been adopted and implemented especially in some areas of health research, thus
favoring the emergence of enthusiastic reactions by increasing the use of knowledge,
even though it is inquired “whether the emergence of the knowledge-based soci-
ety might be linked, somewhat paradoxically, to a weakening of science” (Denis
et al., 2004, p. 37). Consequently, fearing that some fundamental principles of
science could be eroded (e.g., independence, methodological rigor, and organized
skepticism), they conclude that Mode 2 “and its explicit valuation of knowledge use
and intense relationships between science and practitioners should be a complement
to, but not a substitute for, Mode 1” (Denis et al., 2004, p.38).

Echoing the same centrality of practice and scientific communities in the modes
of knowledge production, we would like to mention other important contributions,
starting with Caracelli (2000), who underlines the evolution of the evaluator’s role
from a dispassionate outsider to a co-investigator in the program (acting like a facil-
itator, problem-solver, educator, coach, and critical friend). Such an evaluator can
even be called a partner and co-producer of knowledge, from the perspective of a
learning inquiry approach and/or learning organizations (Preskill & Torres, 2000;
Rossman & Rallis, 2000). In agreement with this perspective, and from a construc-
tivist standpoint where evaluation should serve educational purposes and where
success is judged by what others learn, Rossman and Rallis (2000) defend the
notion that dialogue replaces discussion. This means dashing to pieces examining
arguments, evoking the notions of percussion and concussion – striking or hitting.
For them, dialogue means conversation, valuable and constructive communication
that situates evaluators and program leaders as co-learners and co-responsible for
knowledge use.

Schwandt (2005) analyzes the complex interactions between researchers and
practitioners, exposing the material and linguistic activities that people change
and develop, and arguing against the “pervasive notion of instrumental rationality”
(Schwandt, 2005, p. 97), a narrow view in which evaluators are applied scientists in
“a kind of evidence-based mania about all forms of social services and educational
practices” (Schwandt, 2005, p. 96) that tends to view the world of concrete and
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practice dilemmas as an embarrassment. Although recognizing that we must try
to lead scientific evidence to deliberations, Schwandt’s practice-oriented approach
ponders that the notion of transferring knowledge in the form of theory or other
prescriptions for practice is questionable, whereby the imperative to evaluate is at
the core of practical action of every professional.

Levels of Evaluation Influence

Although those theoretical contributions are of utmost importance for presenting
the abstract foundations that sustain the range of evaluation uses-users, they tell us
little about how to systematically analyze the evaluation’s influence or utility. In
an attempt to fill this gap, we will explore the work of Kirkhart (2000), Henry and
Mark (2003) and Mark and Henry (2004), examining the complementary levels and
mechanisms of influence in order to understand how (and to what extent) evaluation
shapes, affects, supports, and changes persons and systems.

Kirkhart’s position stems from a historical and critical view of the process use
model, but still maintained the narrowness of the results-based construct it was
intended to correct: “the terms utilization and use were associated with the data
bases influence of evaluation findings . . . The initial response was bringing other
forms of influence under the umbrella of use . . . attached to the influence process
on persons and systems being evaluated (process use) . . . This has proven to be
only a partial solution, one that in some ways has perpetuated the construct under
representation” (Kirkhart, 2000, p. 6). According to Kirkhart (2000), the umbrella of
influence must both combine and distinguish, in a logical model, three dimensions:
the sources of evaluation elements presumed to be able to generate change (pro-
cess, results or symbolic influence); intentions, defined by the purpose consciously
recognized and anticipated (intended) or by unintended findings; and its temporal
dimension (immediate, end-of-cycle, or long-term). Therefore, intended and unin-
tended influences may occur separately or in combination at different points in time
or sources.

Following Kirkhart (2000), Henry and Mark (2003) go beyond use to understand
which mechanisms or mediators (coming from an extensive review of social sci-
ence literature) explain the evaluation’s influence. Evaluation, “viewed in this way
. . . is analogous to an intervention or a program . . . that produces consequences
that can be good, bad, neutral, mixed or indeterminate . . . A theory of evaluation
should focus on the subset of evaluation consequences that could plausibly lead
towards or away from social betterment” (Henry & Mark, 2003, pp. 295–296).
Their theoretical groundwork fills two gaps: the relative lack of studies involving
systematic comparative research in the literature on use, and the lack of attention
to the processes, “through which evaluation findings and processes may translate
into social betterment” (Henry & Mark, 2003, p. 294). For these authors, there
exist different mechanisms corresponding to three levels of influence: individual,
interpersonal, and collective. These forms are not mutually exclusive and all these
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elements of one form can stimulate other elements, either within or across levels.
Lehoux et al. (2000), in their work analyzing the pathways of influence on health
technology assessment, add incentives or removal of (dis)incentives, as mechanisms
of knowledge use in institutional environment, the final decision-making set. These
authors distinguish also the micro-macro levels of observed effects or outcomes,
from professional practices to health policy.

Utilization-Focused Evaluation

The fourth block to consider in conducting knowledge transfer research or to sug-
gest ways to better integrate evaluation results into the policymaking process is
Patton’s (1997), structured on the premise that use does not just happen naturally.
It needs to be facilitated, and facilitating use is a central part of the evaluator’s job.
This means incorporating stakeholders and other local protagonists in all steps of
evaluation studies, and the same applies when dealing with environment contingen-
cies (Weiss, 1999; Mark & Henry, 2004). Explicitly inspired by Patton (1997, 1988),
guidelines produced by the Centers for Diseases Control (CDC, 1999), and already
adopted in Community Health Programs (Baker, Davis, Gallerani, Sanchez, &
Viadro, 2000; CBPH, 2000), indicate how to manage what are considered the five
critical elements for utility in health program evaluations: design, preparation, feed-
back, follow-up, and dissemination. In the design phase, one should already be
organized to achieve intended uses by primary users, “who are in a position to
do or decide something regarding the program” (CDC, 1999, p. 7). In the prepa-
ration phase, the objective is to rehearse or simulate uses of evaluation, discussing
how potential findings or hypothetical results might affect program improvement
(positive and negative implications). As for the evaluation progresses, feedback is
supposed to create an atmosphere of trust, encouraging stakeholders to participate
routinely in the sharing of provisional interpretations of findings and draft reports.
An active follow-up to support users, after the final evaluation’s report, attempts to
prevent misuses or overlooking the lessons learned. Finally, dissemination is defined
as “the process of communicating either the procedures or the lessons learned . . .

to a relevant audience in a timely, unbiased and consistent fashion” (CDC, 1999,
p. 24). Evaluation standard criteria checklists are available for each of these steps,
facilitating an (auto) meta-evaluation audit directed to increase potential utility.

Although evaluators’ adherence to CDC criteria can minimize some of the obsta-
cles to utilization derived from evaluation itself, evaluators face a difficult under-
taking when constrained by environmental contingencies of competing processes
or inhibiting conditions (Mark & Henry, 2004). Again, factors impeding changes,
particularly between health researchers and policymakers, are considered by Trostle,
Bronfman, and Langer (1999) as the most important barriers to overcome. These
factors are: the content quality of research and policies, with emphasis on language
problems (referred to as mutual intellectual disdain); actor interaction issues, like
the role of foreign donors in developing countries, or from different technical back-
grounds and political cultures, confronting experience and scientific information;
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the communication channel process in political and organizational contexts, rein-
forcing narrow professional interests.

Lavis, Farrant, and Stoddart (2001) and Lavis et al., (2002), also identified
institutional interest-related barriers when analyzing factors associated with using
information in Canadian public health policy departments and NGOs. In this sense,
Weiss (1999) notes that the institutionalization of channels and procedures to con-
nect evaluation findings to stakeholders, despite conscientious efforts by some
nations, is often absent or fails to function well. It seems that nobody has “strong
incentives to maintain them (the channels) and improve their functioning”, laments
the author (Weiss, 1999, p. 479).

To overcome such problems, the creation of networks linking researchers and
practitioners has been advocated as a privileged strategy to increase the use or
implementation of research evidence into health care and systems (Canadian Health
Services Research Foundation – CHSRF, 2005; Fixsen, Naoom, Blase, Friedman,
& Wallace, 2005; NIRN, 2005). The knowledge translation strategy of the Canadian
Institute of Health Research (CIHR, 2004) supports “networks that bring stake-
holders together in order to build and sustain the necessary connection and ongo-
ing interaction among knowledge creators and knowledge users” (p. 7). It takes a
position “radically different from the traditional view of ‘knowledge transfer’ as
a unidirectional flow of knowledge from researchers to users . . . relied mostly on
dissemination approach . . . not proven to be effective in encouraging the adoption
and implementation of new research results” (p. 4). In their first statement, Knowl-
edge Translation is a broad concept corresponding to “the exchange, synthesis and
ethically-sound application of knowledge . . . to accelerate the capture of the bene-
fits of research for Canadians through improved health, more effective services and
products, and a strengthened health care system.” (p. 4).

Here we must distinguish between two main network modalities. On the one
hand, knowledge networks refer to a more formal category consisting of experts
working together, whereas communities of practice include individuals or groups
with a common interest of improving their practice or professional development.
Both types of network differ from soft networks such as electronic list discussions
that can integrate, as a content resource of the area, other modalities or can be mere
catalyst tools or “match-making” (CHSRF, 2005). To summarize, evaluation’s influ-
ence arises from multiple pathways counteracting or creating a hospitable environ-
ment, where networks attempt to address persistent problems. Low success uptake
is mainly attributed to differences in world view, language and culture between the
communities of researchers and policy makers.

Evaluation Use Framework

“Though the problems of translating or applying research in policy-making are
legion, solutions are rare . . . bridges should be built between research and policy . . .

But knowledge is often lacking about where . . .how, or by whom” (Trostle et al. 1999,
p. 103 and p. 112).
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Trostle’s puzzle with regard to the challenge of building bridges between scien-
tific and political cultures was the motivation for Latour’s clamor for help (2001).
For him, this is a paradoxical challenge, because whenever lay people begin to build
this bridge, scientists react as if talking about science is their exclusive domain,
which further deepens the abyss. The first stage to overcome this barrier must be to
understand when this war in science was invented. This is what he has investigated
in his science studies that emphasized local, material, and mundane sites where
sciences are practiced.

Findings from those studies demonstrate that the divorce between science and
politics cannot be resolved without overcoming the old philosophical opposition,
strengthened by modernists, between object-subject, scientific content and context,
and social and technical productions. Although these distinctions have been used
for decades, they have been totally dismantled by the science studies’ evidence of
the multiple translations between them. Therefore, through the study of laboratory
practice as part of their social studies of innovation, Callon and Latour (1986) devel-
oped the sociology of translation, that explains and eventually supports the opera-
tional transformation of political questions into technical questions, and vice-versa
(Callon, 1986; Latour, 2001, p. 117).

Translation takes the position left empty by the obsolete dichotomy between the
object and the subject, the external world and the mind, in the familiar dispute of
internal versus external explanations in science. This is also referred to as the Actor-
Network Theory, which conceives the network as a socio-technical entity emerging
and increasingly stabilized in connections and associations between material and
non-material elements (artifacts, humans, texts, symbols, concepts), stressing the
mutual constitution and transformation of elements in the process and generation of
knowledge as effects of network-building (Russel & Williams, 2002). Callon and
Latour’s (1986) Translation Theory presupposes that all process and research find-
ings (potentially useful innovations) are modified by “acting” interests (human and
nonhuman actors) in the process of building an actor-network by multifaceted inter-
actions, where only the trajectory of negotiations describes the final implemented
product. In contrast to the metaphor of physical diffusion of research findings,
where artifacts and ideas are transported unchanged from one context to another,
translation indicates that these artifacts and findings are, and must be transformed
by, the actors involved in the process with a realignment, allocation, and definition
of attributes or roles of actors.

It is important to justify briefly why the sociology of translation could be an
appropriate approach to improve the use or influence of health promotion eval-
uative research, articulating its contribution with the theoretical basis of evalua-
tion use models previously shown, in an operational framework. Three basic prin-
ciples guided this choice, all of which related to the socio-technical nature of
health promotion programs. (1) Akin to programs they seek to study and evalu-
ate, health promotion evaluation projects constitute social organizations or living
systems, and as such should be characterized by their objectives, components or
activities (teleological, structural, and functional dimensions), but also by their life
cycle (evolutionary dimension) and the dialectical relationship with the environment
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(contextual dimension), where the “program aims to modify some aspects of the
environment - the target of change - and is in turn modified by contextual elements”
(Potvin, Haddad, & Frohlich, 2001, p. 47). (2) Distinctiveness in health promotion
research, making explicit efforts to reflect the core values of equity, participation,
and empowerment in decisions about how the research is conducted (Lahtinen,
Koskinene-Ollonqvist, Rouvinene-Wilenius, Tuominen, & Mittelmark, 2005), com-
pels us to summon the requirement of representing and respecting these specificities.
This involves contextualizing study process and results as well as lay people partic-
ipation in health promotion evaluations. Those people are almost always excluded
from professional networks. (3) The work of Bilodeau, Chamberland, and White
(2002) demonstrates quite clearly that public health programs or health promotion
actions are collaborative and multi-partner interventions, operating in open sys-
tems where different actors negotiate the structure and realization in their social
relationships, in iterative and interactive ways. Understanding and operating in
such systems require a theory of innovation that replaces diffusion with translation
logic of action, in order to foster program implementation, quality, and effective-
ness. The sociology of translation allows analyzing transformations and mutual
adaptation of the actors, context, and project in the development of an innova-
tion, conceiving the situations as networks linking participant actors and resources
(Callon, 1986).

Translation therefore refers to the continuous re-interpretations operated by the
actors about their roles as innovation producers in programmed action, and that can
only emerge if carried out by a network. This theory contends that controversies
always precede the emergence of an innovation project, because actors have differ-
ent points of view (Latour, 2001). To solve the controversies, actors are oriented
toward a compromise solution to cooperate, while at least partially responding to
their own interests (Bilodeau et al., 2002).

In the operational analysis of translation, the core of our framework (Fig. 7.1),
four moments (not necessarily following a pre-determined sequence) are distin-
guished in the development of networks and innovations (Bilodeau et al., 2002;
Potvin, 2007; Russel & Williams, 2002; Spinuzzi, 2005). Problematization is the
first step, in which a focal actor conducts a provisional definition of the problem or
project, beginning to identify the interests of other relevant actors in the situation,
consistent with his own, as well as the main controversies. This allows to map the
social space of programs. Interestment is made of the actions deployed to convince
other actors to accept their roles in the alliance to reach a common objective with
the obligatory passage by the focal actor or main translator. An interpretative flex-
ibility is requested with the attribution by the groups of different meanings to an
artifact, according to their backgrounds, purposes, and commitments. Enrollment
is the process of network-building in which the actors’ support is obtained for the
development of a socio-technical entity. It is a successful interestment of other actors
in order to strengthen the network in the pursuit of a common objective. Finally,
mobilization is the set of methods or negotiations to ensure that spokespersons from
relevant communities or collectives have the legitimacy to lead actions and displace
the network.
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Fig. 7.1 Integrated framework for evaluation use studies

In program evaluation, these moments form a social learning process in which
researchers, implementers, and users learn from experience and interactions. Learn-
ing cannot be framed only in individual and cognitive terms. Framed as social and
political institutional transformations it involves the combined action of understand-
ing, analyzing, and giving new meaning to routines (Russel & Williams, 2002). A
few principles and conceptual complements of scientific studies and the translation
theory, in the paragraphs below, appear as essential for a better understanding of
the other framework’s elements, links or bridges in their mutual and continuous
dynamics.

In common usage, institution refers to a site and laws, people, and customs that
are continuous in time. In traditional sociology, institutionalized is used as a critique
of the poor quality of overly routine science. Here, the meaning is positive, consid-
ering institutions as providers of the necessary mediations for maintaining actors.
The word actant is often used to evoke the inclusion of nonhumans in the actor’s
definition, frequently restricted to humans, while the term collective refers to the
associations of humans and nonhumans. This representation of reality surpasses the
usual division between subject and object, society and nature that renders invisible
the political process by which the cosmos is one living whole. In the history of
science, these terms refer to a largely obsolete dispute between those who claim to
be more interested in the content of science and those who focus on its social context
(internal and external explanations of validity).

Finally, Latours’s glossary reiterates that ‘translation’, in its linguistic and mate-
rial connotations, refers to displacements of actors whose mediation is indispensable
for any action to occur. Instead of a rigid opposition between context and content,
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chains of translations refer to the work through which actors modify, displace, and
translate their various and often contradictory interests. The term mediation, in
contrast with intermediary, which is fully defined by its input and output, always
exceeds its predictable conditions. This makes a sound difference between those
who recognize in the entanglements of practice mere intermediaries and those who
recognize mediations as real actors or ‘events’. Later on, it replaces the discovery
notion and can be defined as any experiment or action having consequences for the
historicity of all elements of the network meaning, not merely the passage of time,
but the fact that something has been transformed, in a continuous space and time
network.

Returning to the Fig. 7.1, we can see that the four blocks or pillars, reviewed
in the Chapter’s first section, are integrated in the framework as a changing assem-
blage of technical and social components (expertise, tools, interest groups, people
and their values). They interact and shape each other in a dynamic ensemble of
the collective, building socio-technical networks of institutionalized practices in the
creation and production of new events (innovations). They keep continually being
translated in their implementation and use, leading political commitments and tech-
nical objectives into scientific knowledge (Russel & Williams, 2002).

If we now explore the similarities and possibilities of health promotion appropri-
ation in the whole framework, we may begin with Rootman, Goodstadt, Potvin, &
Springett, (2001), in their work on the use of knowledge from health promotion eval-
uations. For these authors, all three models proposed in Weiss’ typology (2005), and
discussed previously, are implicit in the first block of Fig. 7.1 and are seen as legit-
imate. These authors also recall that addressing theoretical assumptions embedded
in programs (as it was done here with translation theory) can have more influence
on policy and public opinion (“nothing is as practical as a good theory”– p. 21). It is
also possible to apply the levels and mechanisms of evaluation’s influence (Henry &
Mark, 2003; Mark & Henry, 2004), and even amend them, by focusing choice and
key concepts from health promotion theories and models for change (Bryant, 2002;
HPA, 2005).

Health promotion evaluators could improve their work process by adapting
lessons learned from a utilization-focused evaluation perspective, in community
interventions, being aware that each step affects the potential usefulness of tools
and results (CBPH 2000; De Leeuw & Skovgaard, 2005; Raphael, 2000).
Gardner (2003) highlights the importance of a shared understanding by the evalu-
ator(s) and potential users of epistemological foundations, shaping science produc-
tion and the relationship between the roles of evaluators and stakeholders. From this
perspective, utilization-focused evaluation, also means a “user-friendly evaluation
approach”. In short, it is supposed that translation operations must be recognized as
an integral part of health promotion interventions and evaluations, equally driving
the evaluation capacity and institutional innovations.

Shifting the attention from the theoretical perspectives of the framework to eval-
uators’ practice, the challenge to translate research to decision, and vice-versa, rises
one question at once: How to teach/learn translation skills? In an attempt to give
some clues to answer this question, Box 1 gives an example of the evaluation
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capacity-building process focusing on evaluation’s usefulness or influence in socio-
technical networks of AIDS prevention and control programs. It is also an opportu-
nity to observe that some aspects of translation that could seem disconnected, at first,
prove to be intertwined in this training project. Freire’s problematization approach,
described therein, joins translation as a complementary tool (Freire, 1967). This
experience fills also a frequent omission in evaluation capacity projects, because
“training often focuses on the scientific and technical aspects of conducting research,
rather than how to develop and influence health public policy and practice”
(Rychetnik & Wise, 2004, p. 253).

Box 1 Evaluation capacity-building and sociotechnical
networks: A practical example of the Brazilian national aids
program The Brazilian National Aids Program is situated under the Min-
istry of Health, and in 2002 its National Coordinating Office called for the
development of a National Evaluation Plan with a strong commitment to
institutionalize evaluation at all levels of the Program. Therefore, in 2003 a
monitoring & evaluation (M&E) unit was created with technical and financial
cooperation from the Centers for Disease Control (CDC), a partnership to
foster training of the necessary human resources, including the Program, the
National School of Public Health and the Tulane University School of Pub-
lic Health, in the scope of the Evaluation Plan (Ministerio da Saude, 2004;
Santos, 2005). The initiative was tailored according to specific needs of
the program, and at least two major premises supporting this experience
appear completely in keeping with our framework: the proposed pedagogi-
cal approach and the socio-network of internal evaluators as an interface for
technology transfer.

Proposed Pedagogical Approach

The pedagogical approach was based on Freire’s concept of problematization
to empower students with their own experiences, developing an understand-
ing of new concepts. The three stages of Freire’s approach were developed
through five key processes described in Freire’s approach: 1) experiential con-
nections with a problem, (generative contents), in this case evaluation and eth-
ical issues related to the provision of public health services; 2) systematizing
these experiences through adult learning techniques, such as role-playing and
small group work; 3) locating experiences within a theoretical framework;
4) discussion of possible alternatives and options for solving problems and
improving reality; and 5) application of this process to the original reality.

Freire’s theory, despite the fact that he denied having developed a theory,
encompasses three stages: investigative, thematization, and problematization
(Freire, 1967). The first – investigative – is a period of disturbance, lively
discussion and discovery. Small group discussions and challenging situations
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pose to the participants’ generative contents, which are chosen for cogni-
tive value and social meaning. Generative contents work as a key to build a
topic, in convergence/divergence to the participant’s own thoughts an values.
Freire’s second stage is thematization, when the generative contents are high-
lighted, codified and decodified, taking into account the participant’s experi-
ence and the available theory (giving a meaning and revising this meaning).
The last stage – problematization –, which for Freire is a process of appro-
priation of your own thoughts, reflection and values, and contrasting them
with reality for concrete action (Gadotti, 1994). According to the author,
problematization is not a mere utilization of newly acquired knowledge, but
a conscious effort to transform reality for social betterment. Problematiza-
tion, Freire says, is “hominization”, that is, a process of becoming a new
man, directly linked to the ability to mobilize knowledge not only for tech-
nical responses, but for social betterment above of all. In Freire’s words, “the
starting point for organizing the program content of educational or political
action must be the present, existential, concrete, reflecting aspirations of the
people. Utilizing certain basic contradictions, we must pose this existential,
concrete, present situation to the people as a problem which challenges them
and requires a response –not just at the intellectual level, but at the level of
action” (Freire, 1987 p. 85).

Therefore, problematization goes beyond problem-posing, since concep-
tion encompasses not only an instrumental response, but also a reflexive and
interactive response necessarily committed to social change. This approach
engages professionals in a dialogue with experts (there are no teachers and
students) as learning subjects (sujeitos aprendentes), encouraging both to draw
on their existing experience and synthesize this experience into a new under-
standing of the problem and solutions that could be put into action (praxis).
The center of the educational process is shifted from contents for creative
mobilization to sympathetic interaction. That is, the mechanical sharing of a
fixed reality is replaced by an ever-accelerating coming to be. This approach
relies heavily on small group activities, internalization of key issues through
constant dialogue, and an inductive process of learning, drawing on prior
experience, relearning, and synthesis. However, some issues arose regarding
the development of the course methodology. One was the extent to which the
methodology could or should be delivered in a pure form, that is, excluding
traditional, didactic, expert-driven presentations. These issues arose for sev-
eral reasons: 1) some instructors were unable to adapt to the methodology;
2) students requested some didactic presentations; and 3) some materials lend
themselves to didactic approaches (e.g., sampling methodology, presentation
of existing instruments, etc.).

The resolution of a controversy among the curriculum committee members
was an agreement to disagree: The course coordinators moved forward with
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a mixed methodology that used both problematization and a more didactic or
traditional approach. Thus, the curriculum development committee continued
development of course modules with the understanding that the methodology
would be delivered in a mixed form. The committee members maintained
their commitment to the course and its completion, and continued to work as
a collegiate group to carry out this process (CDC, 2005).

The Network of Internal Evaluators as an Interface
for Technology Transfer

The Network for Monitoring and Evaluation (ReM&A – Rede de Monitora-
mento e Avaliação) is a subcomponent of the capacity-building in evaluation.
The network’s main objective is to contribute to the institutionalization of the
M&E in the Brazilian STD/Aids Program through a virtual forum that encour-
ages an integrated and multidisciplinary practice of M&E, addressing program
implementation and improvement (UNAIDS, 2000). Their specific objectives
are to disseminate and strengthen the evaluation culture in the Program; to
share experiences and best practices ; to create and spread a database of M&E
consultants; to encourage meta-evaluation practices; to support evaluation
teaching; and to develop M&E actions in the different areas of the Program.

Implementation of ReM&A began in 2005, although its planning and nego-
tiation started nearly a year earlier. The network’s creation has been a process
of discussion among several actors and involving interests of the program
staff, national and international donors to the program, and other areas. Stu-
dents saw the network as a way to continue the learning process and continue
to engage in exchanges as a community. Those who came from the areas of the
country with few resources saw the network as a critical tool for responding
to training needs. Sharing experiences with countries having different levels
of responses to the epidemic has been a good experience for the Brazilian
Program. This is relevant not only in terms of capacity-building or for making
M&E a sustainable activity, but also to legitimate the Brazilian M&E response
and the participant’s professional identity.

The network has two levels of access. The first is open to every profes-
sional interested in M&E and to specialists working in the M&E field. Its
primary challenge is to facilitate circulation of technologies and knowledge
for the benefit of context. Technology and knowledge circulate without being
accompanied by everything they owe to the social space within they were
generated. Thus, a false perception of participation may emerge, denying cul-
tural disjuncture or improving gaps between historical, economic, and cultural
differences (Bourdieu, 1997), especially considering the technological gap
among different social groups, particularly in Brazil. Moreover, one should
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account for the instability of evaluation as a field of knowledge and practice,
and the necessity of a strong polemical level to prevent the network’s active
moderators from dictating what should be done or discussed (Latour, 1991,
1997). The second level concerns eventual arrangements aimed at solving
specific problems in the Program. This second level refers to a community of
practices directly oriented toward the resolution of focused questions related
to the Program’s priorities. It is strictly related to utilization and mobilization
of available knowledge and technology to obtain better solutions to M&E
problems in the Program. In terms of the local level, it is necessary to put
M&E into practice in daily work and everyday life (Edmundo, Guimarães,
Vasconcelos, Baptista, & Becker, 2005). In addition, the network aims to pro-
vide an environment to analyze and negotiate (translate) the incorporation of
new technologies.

Negotiations (translation) to start ReM&A lead to a consensus that the issue
capable of stimulating the initial interactions (enrollment) is the development
of an evaluation proposal. This specific issue would problematize very practi-
cal and theoretical questions in M&E. The active moderators have to provide
challenges and space for consequential debates (translation) for each step in
the development of the proposal, such as evaluability (evaluation needs assess-
ment, the evaluation question, evaluation approach, and design); implementa-
tion of the evaluation process; dissemination of the evaluation results; and
meta-evaluation, including the influence of the evaluation processes. Consid-
ering the complexity of the Brazilian AIDS epidemic, actions involve a wide
range of dimensions and components. This provides the network an enor-
mous amount of issues, such as M&E of health promotion and protection,
of information and communication, of epidemiological surveillance systems,
of human rights and society’s response, and so on. Therefore, the priority
of this network is to support the National Program in these several possible
subjects for M&E in an articulated exercise of reflection and practice, capable
of obtaining an integrated flow of mobilized knowledge.

Concluding Remarks

If the importance of research influence in health policy and key utilization issues
has been described for at least 20 years, this chapter is consistent with the general
picture of under-utilization recognized by Hanney, Gonzalez-Block, Buxton, and
Kogan, (2003) or Almeida and Bascolo (2006). Notwithstanding, we must highlight,
or reiterate at least, three promising opportunities for more influential evaluations of
health actions that seem good examples for the promotion field.

First, the Brazilian politics for institutionalizing evaluative practices in AIDS
program, with the support of the evaluation capacity-building project (Box 1), is
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being expanded into the national strategy of family health, involving a formal part-
nership between universities and state secretariats in the evaluation of primary health
care, including health promotion actions. In this sense, it is important to underline
that institutionalizing evaluation and/or the increment of evaluation capacity are
referred by all consulted authors as factors that can improve the evaluation’s use
and, per se, be an inductive mechanism in relevant outcomes for social betterment
(Mark & Henry, 2004).

Second, the previously mentioned networks for health innovation, launched by
the Canadian Institutes of Health Research (CIHR, 2004), whose characteristics
include co-governance by users and researchers, constitute a good model for com-
munities of practice. This kind of initiative is recognized by Borowski et al. (2005)
as being potentially able to bridge the gap between researchers and policymakers
that has arisen from the “producer-push and user-pull modes” of knowledge transfer
(p. 9). Even if the main currency of change remains the classical research influence,
it is much more flexible and democratic, in a shared improvement of researchers and
practitioners, than the evidence-based models defended by the National Implemen-
tation Research Network (NIRN, 2005).

Third, the notion of translation, an integrative concept based on a multidirectional
understanding of research and medical practice, in a back-and-forth movement, has
been incorporated by scientific and clinical networks supported by medical and sci-
entific societies, and also by healthcare and academic institutions, particularly in
North America (Sontag, 2005). It is also a good example of a partnership strategy
developed to improve research utilization, based on the need for multi-level analysis
involving ethical, technological, political, and social issues, in a feedback loop to
provide crucial information for improving human health.

Despite these positive signs, in a simulation of the evaluation’s influence pub-
lished by Christie (2007) recently, the author states that “if evaluation utilization is
arguably the most widely researched area, receiving substantial attention in their
theoretical basis, the empirical literature on evaluation’s influence is sparse and
there is only limited research that disaggregates the influence of evaluation on pro-
grams, policies, and participant improvement” (p. 9). Once more, it is necessary to
invoke Latour (2001), with his metaphor of a circulatory system of scientific facts, to
understand how to improve socio-technical events that can promote the evaluation’s
influence at the public level. He recognizes that it is impossible to provide a general
description of all heterogeneous and surprising loops and ties that keep scientific
events alive in the circulatory system. The chain of translations is the conceptual
and operational hard core of the framework. Only such a network is capable, by its
knots and ties of well-articulated propositions, to maintain an adequate flow between
the vital circuits of the circulatory system of scientific facts or innovations.

These propositions do not mean statements of truth or falsehood, but a good
articulation between what is said and the common world of the different realities
progressively unified in the translation process, reminding us that scientific and
political contexts are indissoluble. In the socio-technical perspective, the evalua-
tion’s usefulness becomes inherent to the translation process. The circulating or
internal reference produced with objective actors’ displacements qualifies the chain
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of transformations in such a way that when problems or controversies enter the
scene, improving its descriptive capacity, the result is already a better and broader
understanding for programs of action and minimization of anti-program reactions. It
is thus indispensable to invest much more time learning to actively follow up this cir-
culatory system’s historicity, overcoming its immediate and intrinsic usefulness to
indicate its influence on the social betterment objectives of health promotion actions.

Finally, we give two recommendations for vigilance concerning the possible risks
associated with a kind of utility-driven evaluation that can jeopardize the efforts to
defend investments for investigating its influence. The first is from Scriven (2005),
advising that we should not forget that the evaluation impact may occur years after
its submission, often after being rejected when submitted and, most important, if
a valuable outcome is an effect of the evaluation, it cannot compensate for low
validity or external credibility, since it is not a primary criterion for merit. The sec-
ond refers to the demand for cost-effectiveness estimates as part of the evaluation
influence analysis, especially in developing countries (World Bank, 2004), which
can be understood as a dangerous persuasion tool caused by a prescriptive read-
ing of utilization-focused evaluation. If the use is to be the central outcome of any
evaluation, because without it the evaluation cannot contribute to social betterment
(Christie, 2007 p. 8), it can become a Holy Grail merely if we forget that evaluation,
as social practice itself, needs to define first an appropriate common specification
of the social betterment to which health-related or other social interventions are
supposed to contribute (Henry, 2000).
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Chapter 8
Figurative Thinking and Models: Tools
for Participatory Evaluation

Denis Allard, Angèle Bilodeau, and Sylvie Gendron

In sociological terms, an evaluation can be considered as a collective decision to
step back, take a second look, and formulate a judgement on a public program. This
collective decision is usually borne by a limited number of actors who elaborate
their thinking with the advice and support of an evaluator. In the past two decades,
major developments in the field of evaluation have emerged through the practice
of “participatory evaluation.” This approach requires an expansion of the number
of actors beyond the initial proponents and the evaluator so as to expand as much
as possible the scope of the reflection. A public program involves many actors, all
of whom have interests at stake, some of which are liable to be divergent. When
judgements are made without somehow including the diverse stakeholders or their
spokespersons, issues concerning the results and their utilization are more likely to
surface (Weiss, 1983a). Over the years, evaluators have become increasingly aware
of the relevance of being inclusive. Hence the proliferation of participatory forms of
evaluation to account, to various degrees, for stakeholders’ concerns (Weiss, 1983b;
Monnier, 1992), grant them control over the evaluation process (Chinman, Imm, &
Wandersman, 2004; Fetterman, 2001), and enable them to transcend their respective
positions and work together to elaborate descriptions, judgements and future direc-
tions (Abma, 2006; Guba & Lincoln, 1989; Niemi & Kemmis, 1999; Van der Meer
& Edelenbos, 2006).

The process of developing shared knowledge poses a number of methodological
challenges for the evaluator. Partners must work together to create new knowledge
(Ryan, 2004; Ryan & De Stefano, 2001), and they must be able to monitor progress
along the way. The work is usually conducted within a limited timeframe during
which a vast amount of information must be managed and competing ideas recon-
ciled as much as possible. Moreover, evaluators and partners must make a concerted
effort to synthesize all viewpoints into a collective endeavour. In our experience,
the discursive toolbox for written, linear accounts, albeit necessary, benefits from
the addition of an inclusive toolbox of figurative images that includes metaphors,
schemas and matrices. These are simple to present, discuss, modify and use as
touchstones as the evaluation process unfolds. Indeed, figurative thinking can do
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more than just illustrate a waypoint in the discussions. Models can be at the forefront
of the evaluation when they are used as tools for collective reflection.

Based on our field experience with figurative thinking, we propose a working
hypothesis for the integration of analogies, schemas, models, and matrices as essen-
tial tools for participatory evaluation. The modelling process is core to this proposi-
tion. In the first section, we formulate and refine our proposition. The second section
presents a detailed illustration of the use of figurative tools at various stages in the
work process of a steering committee for a participatory evaluation project. In the
third section, we discuss the development of figurative thinking and modelling to
further contribute to participatory forms of evaluation.

Integrating Figurative Thinking Tools

To cite Morin (1986), human thinking is dialogical. It opposes and combines
analysis and synthesis, or digital and analogical ways of thinking. The digital mode
separates what is connected whereas the analogical mode connects what is sep-
arated (Morin, 2001). The first reduces reality into categories; the second relates
images across realities. In the social sciences, thinking is expressed mainly as lin-
ear discourse. Even analogies, which are primarily based on images, are used most
often in their written or spoken forms. Occasionally, images may be introduced as
complements to the text, or they may serve to synthesize, summarize or illustrate
the text. In any case, the discursive mode remains dominant. However, the inverse
situation is equally possible; the discourse becomes the outcome or complement of
the figurative language (Radnofsky, 1996) to express thoughts under construction.
Exchanging ideas in teamwork situations and via the Internet often employs figura-
tive modes of expression whereas thinking is often initiated and developed through
images and graphs. Figurative representation is therefore an appropriate choice for
the collective construction process because it expresses concepts in a more compact,
readily shared form. However, figurative approaches and techniques have not yet
been well defined, particularly in the field of program evaluation, and there is a
need to develop a methodological landscape of figurative thinking tools.

Based on a review of our evaluation work (Allard & Adrien, 2007; Allard &
Ferron, 2000; Allard, Audet, St-Laurent, & Chevalier, 2003; Allard, Kimpton,
Papineau, & Audet, 2006; Allard & Adrien, 2007; Bilodeau, Allard, & Chamber-
land, 1998), we propose an integration of basic figurative thinking tools (Fig. 8.1).
First, this thinking can be expressed with two main tools: the schema and the matrix.
Walliser (1977) agrees when he says that the graph and the matrix are the primary
elements in the modelling syntax. The schema provides a spatial framework where
images and concepts are connected, generally with arrows, according to certain
organizing principles such as time, hierarchy levels and interaction modalities. The
matrix is a table that facilitates the intersection of concepts, essentially via their
dimensions (D1, D2) and attributes (A1, A2, A3). The resulting matrix cells refer
to the specific content of the associations or, more synthetically, new categories
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(Barton, 1965). The matrix is often used to complement the schema because it helps
to develop the meanings of the arrows and allows new relations between concepts
and categories to be explored.

At a first level, these two main figure types are based on concepts and images.
At a second level, the concepts are transformed into categories (Juan, 1999; Mark,
Henry, & Julnes, 2000) and images into analogies. The analogy is a form of
metaphor (Ascher, 2005; De Coster, 1978) where the use of one object to represent
another goes beyond general characterization (e.g., likening a public program to a
journey) to feature specific parallelisms (e.g., the program is a journey that must be
prepared, provided with a clear plan, and adjusted when unexpected events occur).
An analogy may also be isomorphic when it is used to conceptualize different
realities along similar terms. General System Theory is an example of isomorphic
thinking (Bertalanffy, 1968; Le Moigne, 1977). It was developed to account for
concrete systems – from the cell to society – using a transtheoretical model. This
isomorphic image of a system is represented summarily in Fig. 8.1. Basically, it is
a set of relations (arrows) between components (C). These relations form structures
(C1-C2-C3) that are contained within a frontier (dotted line) that identifies the sys-
tem. In open systems, exchanges with the environment (E) are necessary. Within
the system, an assemblage of specific, marked-off relations (C4-C5-C6) may be
considered a subsystem (S-S). Thus, a system may be conceived as part of a nested
hierarchy of systems, and transformation over time (T) may be defined as system
genesis.

This brief outline is based on first-generation systems theory. Recent research on
systems theory has introduced more complexity (Lapierre, 1992). The analysis of
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relations between system components, with a particular focus on their differences
and oppositions, opens the door to an exploration of tensions (Ribeill, 1974) and
regulation dynamics that go beyond classic cybernetics (negative and positive feed-
backs) to consider contradictions, paradoxes, and recursive processes (Barel, 1989;
Barnes, Matka, & Sullivan, 2003, Hummelbrunner, 2004). Notwithstanding its com-
plexity, the system has become a fundamental cognitive referent in post-industrial
or programmatic society (Touraine, 1973). The vast majority of models in the social
sciences are inspired by this metaphoric foundation, from the simple components or
ideas network to more complex models of organizations or societies.

Thus, we propose that categories, matrices, images, metaphors, analogies and
schemas can be considered as basic tools for figurative thinking and modelling in
the participatory evaluation process. These tools may be used alone or in combi-
nation to instrument intermediary phases of the research and evaluation tasks. A
well-known example in program evaluation is the W. K. Kellogg Foundation Logic
Model Development Guide (2001), which combines figurative tools for purposes of
program specification. We developed our own general model for program specifica-
tion and have used it for several years, in whole or in part, to guide our evaluation
work. Figure 8.2 presents the basic blueprint of this model. One of its advantages is
that various aspects of program theory, as described in the evaluation literature, are
clearly differentiated in this model.

The first distinction is derived from Chambers, Wedel, & Rodwell (1992), who
marks the difference between problem theory and program theory. In the field of
public health, we usually define our problem theory in terms of the underlying
determinants of health. A schema can represent this theory very well. The transition
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from a problem theory to a program theory is done by strategically selecting one
or several determinants that would contribute to the solution of the problem and
then identifying the attendant program interventions to address these determinants
(Renger & Titcomb, 2003). This strategic conversion is generally implicit in pro-
gram theory. Once the strategic choices are made, the program can be schematically
developed along a logical path of results (Gottfredson, 1986). This is most often
associated with stakeholder use of the theory of change. The process must follow
certain operational steps, including (1) the creation of implementation conditions,
(2) the implementation process itself and (3) the intermediate and long-term out-
comes that should, in principle, resolve the problem.

Besides schematically representing the theory of change, a matrix structure can
be used to specify the different dimensions of each program result and, in turn, help
monitor program progress. First, and most traditionally, the activities and resources
required to achieve the results can be described in detail. The next two dimensions
relate more specifically to the bases underlying the planned action and its feasibility.
On the one hand, actors are invited to reflect on the justifications for each step of
the program, that is, the rationales (including those supported by scientific stud-
ies and theories) that suggest that the proposed activities will produce the desired
outputs, which are in turn required to produce the end results. On the other hand,
issues surrounding feasibility and context are addressed. Thus, for each result, we
can explore realistic middle-range theories (Pawson & Tilley, 1997) to explain how
the expected results will vary with underlying causal mechanisms triggered or not
by the program activities/resources in their practical circumstances. Program spec-
ification therefore becomes an evaluative reflection on the program’s plausibility
(Smith, 1989). Finally, the matrix allows us to foresee some of the criteria, norms,
and guiding indicators for program implementation and performance.

Applied Example of Figurative Thinking in Participatory
Evaluation

The objective of our project was to evaluate an Intervention Assistance Committee
(IAC) that had experienced particular difficulties contacting persons that could not,
or would not, take precautions to prevent HIV transmission or inform their partner(s)
that they were seropositive (Allard & Adrien, 2007). These persons were referred
to as risk behaviour clients (hereinafter RB). An Evaluation Steering Committee
(ESC) was responsible for formulating a judgement on the relevance and utility of
the IAC. Figurative tools and models were developed for the ESC to use in three
key phases of the evaluation. The first phase involved constructing a shared under-
standing of the ESC’s evaluation mandate. The second phase focused on the use of
the research results and their translation into judgements with respect to the IAC.
The third phase examined the implications of these evaluation results for future IAC
directions. The following sections present some of the tools used in each of the three
phases, illustrated by specific project contexts.
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Situating Partners in the Evaluation Process

The IAC arose out of the Montreal Public Health Department’s concern to manage
RB cases within a prevention and health promotion framework as a first step before
bringing in the legal system. A committee made up of representatives from the com-
munity of front-line workers dealing with persons living with HIV was formed and
a flexible policy for RB case management was developed to support practitioners
in their efforts to educate and persuade RB clients rather than use more coercive
methods. The main support mechanism proposed was a multidisciplinary committee
of experts to coordinate the interventions of diverse professionals and institutions
involved with the more problematic cases. Due to administrative constraints that
hindered the coordination and delegation of responsibilities among the institutions,
the initial IAC prototype eventually settled for more modest objectives. The IAC
was limited to an advisory role, and practitioners could request consultations on
ethical, preventive and legal aspects of RB cases.

The IAC evaluation project was initiated by the IAC itself when members
realized that, despite efforts to promote its services, only a very small number of
practitioners had requested consultations. This raised doubts about the utility and
relevance of the IAC. The IAC chair therefore suggested that experts be invited to
undertake an evaluation. He then enlisted external researchers, submitted an appli-
cation and obtained research funding for the evaluation. Since some members of
the funded research team were closely tied to the IAC, the external researchers
requested that the evaluation project be directed by an Evaluation Steering Com-
mittee (ESC) who would be responsible for the evaluation report. The ESC was
made up of ten persons, five of whom were members of the research team. Three
of these five were, and still are, members of the IAC. The other two researchers
were external and had never been connected with the IAC. Of the five remaining
ESC members, four were past or potential IAC users. Two were recruited from
HIV/AIDS community organizations, one from a specialized medical clinic and the
fourth from a community clinic. The final member was a bioethics specialist. As a
member external to both the IAC and the Public Health Department, he chaired the
ESC. The ESC meeting agendas were prepared jointly by the chair and an evaluation
specialist external to the IAC. This external specialist led ESC meetings and also
acted as an independent knowledge broker (Ryan, 2004) for knowledge produced
by, and for, the evaluation. The idea to facilitate ESC discussions using figurative
depictions was inspired from his work. Although the ESC members were not the
primary producers of the figurative language, they used and transformed it to initiate,
support and illustrate their co-constructions.

Since the funding application had already set forth the evaluation goals as well as
the ESC composition and responsibilities, the first ESC meetings were spent draw-
ing up a clear and shared vision of its mandate. Several members, including some
of the researchers, had only limited experience in evaluation, and more importantly,
with evaluation steering committees. It was important for the ESC to understand
the difference between a research and evaluation process and to clearly grasp that
judgement construction would be the essential function involved. Although several
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tools were developed to guide the discussions, two simple models were used in
particular. The first presented in Fig. 8.3, provides an overview of the participatory
evaluation process. The participatory structure, primarily consisting of the ESC,
but open to other stakeholders that could be mobilized to validate the committee’s
work, acted as a mediator to integrate data collection and analysis on the one hand,
and to facilitate interpretation and judgement formulation according to the selected
criteria on the other. The ESC oversaw the research team, whose reports were used
to produce the concluding evaluation report containing the final judgements and
recommendations. This model clarifies the role of ESC members as knowledge inte-
grators and defines as their primary responsibility to produce an evaluation report
comprised of judgements and their justifications.

To shed light on this essential but not necessarily familiar notion of judge-
ment process that underlies all evaluation, we have used a metaphor (House, 1993;
Kaminsky, 2000) to portray judgement as the result of a comparison between
an expectation (criterion, norm, benchmark, desired outcome, ideal, etc.) and an
achievement (e.g., research report on program process and observed outcomes). The
metaphor depicts evaluation as a mirror game. When a person looks in a mirror, an
image is created, a reflection of reality generated by the image-producing mecha-
nisms of the mirror. Data analysis and the research report are the image-producing
mechanisms in the evaluation process. In addition, the person facing the mirror
incorporates a personal combination of intentions and interests into the judgement
of what is reflected. In our example, presented in Fig. 8.4, the person examines his
appearance and considers his body too frail. If the desired ideal (i.e. the standard,
norm or benchmark) is a more muscular appearance and the mirror (the observation
mechanism) is of sufficient quality, a thin person might make this judgement. This
reasoning is akin to what Fournier (1995) names the general logic of evaluation, or
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what Scriven (1998) refers to as minimal theory, i.e. establishing evaluation criteria
and standards, measuring performance, comparing with the standards, and integrat-
ing all the information into a judgment. Furthermore, the mirror game leads directly
to a course of action, or scenarios and recommendations in the evaluation process,
to fill the gap between the judgement and the ideal. In this case, a bodybuilding
program might be considered the solution.

This metaphor can be extended to describe a participatory evaluation process. In
other mechanisms (not illustrated here, but imaginable), we might add other actors
to the person looking in the mirror. A friend, for example, could change the person’s
viewing angle or position of the person, use the mirror in another setting, ques-
tion the criteria that inform the examination, and consequently transform the final
judgement. A professional evaluator usually plays this reflexive role. Our friend
looking in the mirror might also be joined by family members, with their varying
degrees of interest in participating in the judgment and in the formulation of sub-
sequent recommendations or action scenarios. This would necessitate discussion
of the mirror-produced image, the criteria, the judgment and the ensuing course
of action. The person might initially decide on a bodybuilding program, based on
a judgement of thinness, but he might also change his plan to outdoor activities
with the family, based on a judgement of pallor, lack of flexibility and insufficient
recreational time spent with the family. The role of the family in our metaphor
parallels the involvement of the ESC in the judgement process and demonstrates
the very concreteness of the dialogue and discussion framework through which the
ESC members elaborated their judgment. They were able to work analogically by
imagining new situations and transposing them to comparable contexts, and in a
pinch, they could review the metaphor’s capacity to address the different aspects of
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a judgement. In the words of De Coster (1978), the use of this metaphor exceeds
the potential of a discursive analogy tool in rhetorical-didactic relations (research or
evaluation is often associated with the production of a mirror that reflects the actor’s
reality, but goes no further) and attains that of methodological analogy (as in our
mirror analogy where “a” in reality “X” corresponds to “b” in image “Y”), which
gives rise to unexpected associations and new hypotheses.

Securing the Transition from Research Results to Judgement

Essentially, the proposed evaluation of the implementation and functioning of the
IAC was meant to judge its utility for practitioners confronted with RBs, and more
broadly, its relevance. This was initially accepted by the ESC members with the
understanding that the project goal could be adjusted over time to better respond
to issues as they arose. This was the case at the third meeting when, in light of
initial results on the number and nature of RB cases analyzed by the IAC, members
raised the issue of coverage, or the IAC’s capacity to reach targeted practitioner
groups. This shifting locus of control, as Themessl-Huber & Grutsch (2003) named
it, led to the addition of a coverage criterion to those of utility and relevance. Thus,
from its inception, the ESC decided to examine the IAC through the filter of three
criteria. They also knew from the mirror game metaphor that the definitions of the
criteria could vary between individuals, leading to differing requests for information
as well as diverse or even dissenting judgements. In addition, they were aware that
the criteria were not independent from each other, and that the resultant judgements
would be interrelated. Therefore, their challenge was to orient the evaluation with
an attempt to integrate the three criteria and use the results in order to progressively
structure their judgements.

The ESC kept track of its judgements by monitoring the work with a matrix that
ultimately helped represent the final judgement. Figure 8.5 presents the end version,
which was included in the evaluation report. The matrix intersects the three eval-
uation criteria with the two dimensions: orientation and action. These dimensions
were identified during ESC discussions on the available coverage data, in which
two separate questions were addressed: (1) did the IAC meet the expectations artic-
ulated in its main orientations and those expressed by each member? and (2) was
the IAC sufficiently well known and exempt from access barriers to achieve the
desired coverage? These two dimensions were then considered in the discussion
on utility, which focused on two questions: (1) was the IAC useful in providing
accurate ethical and legal information to support decision-making in RB cases? (2)
was the IAC demonstrably useful in identifying precise intervention modes and their
application in practice? Finally, the examination of relevance, which took on greater
importance when the ESC began to consider future directions in light of the cov-
erage and utility criteria, was also split into two questions: (1) what is the relative
importance of IAC activities among all the possible actions to manage problematic
RB cases? (2) how suitable are the current IAC mechanisms for meeting priority
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needs that have apparently not obtained an adequate response? The cells in this
matrix contain brief descriptions of the judgements that, taken together, set the tone
for the evaluation report conclusions. In the final report, however, each judgement
is qualified and supported with data, analyses and other relevant information. This
detailed presentation highlights the fact that the matrix represents only majority
viewpoints on each criterion. Accordingly, we have retained a working hypothesis
subtitle for the matrix, since it corresponds to the state of discussions, based on
available research data, at the time of the final account of the judgements.

The ESC’s work was marked by continuous transitions between data analy-
ses, discussions and judgement formulation. To facilitate rapid assimilation of this
evolving information within a limited timeframe, syntheses were depicted as figures
and models. Three examples of figurative techniques used to support judgement for-
mulation are presented below (identified in the background of Fig. 8.5), combining
the metaphor, the matrix and the schematic diagram.

The first two figures depict the coverage criteria for the IAC’s capacity to
reach practitioners that needed support to manage RB cases. Depending on the
circumstances, the IAC included between five and ten members with expertise in
HIV/AIDS and ethical and legal matters. The IAC was available to assist all prac-
titioners that submitted a request and were willing to discuss the RB case. The
IAC designers had stressed the importance of the practitioners’ participation in the
discussion. There was also a more or less explicit expectation that the majority
of practitioners referring cases to the IAC would be those who dealt with a large
number of cases. However, the data indicated that practitioner participation did not
correspond to these expectations. About 70 RB cases were submitted to the Public
Health Department, and among those, less than half (26) were discussed by the
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IAC, and of these 26 cases, it was noteworthy that only four were RB cases from
the gay community, which is by far the most affected by the AIDS epidemic. In
addition, of the 26 cases, only six were discussed in the presence of the concerned
practitioners. Based on these observations, the ESC pursued two series of activities.
First, it decided to obtain a more accurate picture of the RB cases examined by
the IAC over time before drawing any conclusions. Second, it wanted to take stock
of the interview data collected from former and potential IAC users as part of the
evaluation project to better understand the underlying reasons for poor practitioner
participation in the IAC discussions. In light of this, the ESC formulated several
hypotheses that were deemed essential to explore via the interviews.

Figure 8.6 provides an example of the time distribution of RB cases handled by
the IAC. This chronological matrix (Miles & Huberman, 2003) reports specific types
of RB cases submitted by time period, along with some relevant characteristics. The
particularity of this matrix lies in the use of different figurative elements to illustrate
case characteristics and convey their complexity. Figure 8.6 shows only one possi-
ble use of this matrix. Based on information concerning the origin of requests for
consultation, gender of RB cases and practitioner presence at IAC case discussions,
the ESC drew two conclusions.

Firstly, the average number of cases analyzed by the IAC was slightly over three
per year. However, if we exclude cases handled or notified by the IAC members
themselves during the Committee’s pilot testing years, the average falls to almost
two cases per year. The matrix also differentiates cases that were directly notified
to the IAC by a victim (oval) or indirectly by a third party (T), parent or friend of
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a victim. These requests were eventually refused by the IAC due to the possibility
of false declarations and the ethical implications of unwarranted investigations. The
higher number of cases in the last year was the result of IAC promotional efforts,
most likely in response to the evaluation project that required an analysis of IAC
discussions. A closer examination of these cases showed that some could have been
dealt with more rapidly in contexts other than the IAC, such as consultations with
partner notification counsellors. The 2002 increase was thus partly due to marketing
efforts combined with the evaluation apparatus. In addition, Fig. 8.6 clearly under-
scores the small number of cases that involved practitioner participation in IAC
discussions.

Secondly, cases analyzed by the IAC were primarily heterosexual RBs. Four
major categories were identified. The first comprises almost exclusively HIV-infected
men that refused to divulge their status to their partners. The second contains men
having a concept of personal responsibility that was largely shaped by the image
of HIV/AIDS in their ethnic community. A third category refers to women who,
due to serious physical or mental health handicaps, lived in shelters and threatened
the health of the people around them by their sexual behaviours. A fourth category
includes RB cases that reported injection drug use and prostitution.

Presentation of the coverage data generated opposing views within the ESC. On
the one hand, some members questioned the relevance of the IAC based on the
resources that were mobilized for such a small number of cases. Other members
cited the potential consequences of unmanaged cases, be it just one case, and argued
that the interview data on utility should be closely examined before reaching a
conclusion. Discussions within the ESC also gave rise to several possible expla-
nations for low IAC use by practitioners managing RB cases. These hypotheses
led, somewhat involuntarily, to a reconsideration of the IAC intervention model
(Goertzen, Hampton, & Jeffery, 2003), and the process that practitioners were
required to follow to request assistance. In turn, the interview guides designed to
collect data from the practitioners who had used the IAC were adjusted to refine
the ongoing evaluation. Minutes of these discussions were transcribed and the var-
ious hypotheses formulated by the ESC were integrated into an intervention model
(Fig. 8.7). In this schema, the clear rectangles represent the IAC implicit program
theory. The dark rectangles represent ESC contributions that supplemented the pro-
gram theory with some important operational steps and factors liable to influence
their achievement or transition from one step to the next (clear rectangles with
arrows). Numbers in the rectangles refer to discussion items in the minutes of ESC
meetings.

The initial IAC model (clear rectangles) was based on the relatively simple notion
that a large number of practitioners, having identified a problematic RB situation and
being unsure of the appropriate action to take, would respond to the IAC’s public
offer of assistance. They would submit requests according to the stated eligibility
requirements, including the presentation of a thoroughly documented case. The IAC
would then help the practitioner identify useful intervention solutions. However, the
ESC felt that the small number of cases actually submitted to the IAC was due to the
absence of certain influent factors, identified in the model by dark rectangles, which
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therefore gained further consideration. For instance, for a problem to be identified, it
must be somehow expressed. This constitutes a challenge, particularly for gay men,
where responsibility for HIV transmission is a community as well as an individual
issue. Thus, for many practitioners, each person in this community should be alert
to the danger and has the responsibility to protect oneself. RBs may then become a
non-issue.

At the same time, clinical factors may play a role in problem identification.
Problematic situations are not always clearly apparent; clients may be reluctant to
speak out and the short duration of clinical consultations may leave many cases
undetected. Various organizational factors also come into play. The type of clientele
served by a clinic may mean that RB cases are rare, thus requiring greater sensitivity
and cooperation on the part of practitioners to identify them. Even when a problem-
atic case is identified, an adequate organizational structure is still required to support
appropriate action. Not all organizations have clearly defined roles and responsibil-
ities for dealing with RB cases, nor do they necessarily have a clear vision of the
consequences or feasibility of different types of interventions, whether preventive
or coercive. Thus, practitioners reacting to a RB situation might take a different
approach than making a request for assistance to relieve their uncertainty. Some
might avoid such situations in the first place, while others might tolerate them, and in
a best-case scenario, some might find solutions on their own or with the help of col-
leagues or supervisors. Nonetheless, a small number of the detected cases ended up
receiving no intervention at all, which led to two important observations by the ESC
members. The first is that the IAC evaluation should be combined with research on
the institutional and professional practices concerning RB cases. The second, which
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addresses both the utility and relevance criteria, is that, despite a clear need, not all
RB cases are currently managed by the organizations. This should alert the IAC of
the need to do more outreach and go into the clinical settings to promote reflection
and provide advice, instead of waiting for requests for assistance. This would be
all the more justified seeing that the ESC identified a series of factors concerning
the IAC case selection protocol that probably limited access. Overall, the IAC could
be perceived as a remote service, both physically and culturally. Practitioners had
to gain access to the IAC, fulfil requirements by preparing an extensive report, and
then meet with a group of experts who could ultimately question their professional
practices and clinical judgement. The potential impact of the IAC recommendations
on practitioners’ workloads could also have been a stumbling block. Finally, the
eligibility criteria for IAC requests were not always clear. At times, they were an
issue within the IAC itself. This could have caused unease and hesitation among
the practitioners who actually did or would have liked to submit a request. While
the above points reinforced the idea of interviewing actual and potential IAC users,
the last point supported the idea of examining the content of IAC meetings. As part
of the evaluation, IAC members had agreed to have their meetings audio taped and
observed by a researcher. Our last example presents a model developed through the
analysis of four meetings, for a total of eight case discussions.

The analysis aimed to determine how discussions between Committee members
oriented the solutions proposed to the practitioners, as well as which factors influ-
enced the exchange of ideas. A first reading of the meetings verbatim showed that,
overall, discussions were marked by divergent positions that sometimes cast doubt
on the very bases for establishing the IAC. Moreover, these oppositions hindered the
formulation of clearly shared recommendations. A content analysis was conducted,
based on the idea that human discourse is structured by contradictions and oppo-
sitions (Léger & Florand, 1985). The analysis revealed a particular structure in the
IAC deliberations, as schematically illustrated in Fig. 8.8.

From the outset, the structure emerges as an oscillation between two poles on a
single axis of opposition, for both the practitioner submitting the request and IAC
members. The cases discussed at meetings are characterized by a pressing need
for action. Practitioners seek solutions to problems involving ethical issues, legal
responsibilities and intervention approaches for cases with which they are likely to
lose contact, such as patients transferring to other healthcare services, talking about
leaving, or dying. Thus, there is an emergency situation and the hope is that the IAC
will rapidly provide a solution. However, this sense of urgency is countered by IAC
members who assert the need for caution, which may be largely justified by a lack of
accurate information, including high-risk sexual behaviours, or unreliable support-
ing evidence. Such incomplete information is reflected in the IAC deliberations on
potential solutions that tend to be phrased in conditional terms (if such and such is
verified, you could do this or that). This cautionary stance gives rise to requests for
verification, which place everyone in what is known as the investigation dilemma.

This dilemma was central to the discussions. Since its inception, the IAC has been
guided by two ethical issues and has continually debated their relative importance.
On the one hand, an RB case puts past, present, and future victims at risk, and on the
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other hand, this person’s privacy and rights must be respected. Thus, we observed
a balancing mechanism at work in IAC discussions. When the balance tipped too
far in favour of actions designed to protect the victims – the usual ethical trigger
for practitioner consultation – an IAC member would raise caution about acting
precipitously and prejudicing the basic rights of the RB. The problem was that the
IAC did not usually have complete or reliable information on the RB’s high-risk
activities. Practitioners often reported unsubstantiated evidence, and definitive proof
of conscious, voluntary HIV transmission was rare. Hence, the IAC’s requirement
for more specific facts as well as additional, confirmed information before identify-
ing further appropriate action. Meanwhile, the RB situations presented to the IAC
were characterized by three features: instability, both psychological and geographic
for some of the concerned parties; hostile relations that could result in violence;
and social contexts of secrecy and concealment. Investigating a case under such
conditions meant going outside the initial network of the practitioner that appealed
to the IAC. Practitioners were then required to expand their investigation to other
clinicians and individuals that had been in contact with the RB to corroborate certain
facts. Consequently, the problem of divulging personal information arose, assuming
that these other individuals had relevant information, as well as the possibility that
they could use any information that they received, however minimal, to harm the
RB. In short, the expanded scope of the investigation in itself carries the threat of
negative consequences, since the RB’s confidentiality would be compromised. This
pressure would then shift the balance towards confidentiality, which speaks to two
practitioners’ issues: (1) the right to disclose personal information contained in the
client’s file to another organization, and more importantly to an individual in the
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RB’s network; and (2) the limited time and resources available to undertake further
investigation.

The investigation dilemma therefore consisted of the need to conduct an investi-
gation and the inability to do so, both of which were justified by the same rationale:
the protection of privacy and confidentiality. IAC discussions therefore featured this
double bind, which translates as an oscillation between two opposing positions. The
overall result was a cautionary stance, since the IAC had no choice but to be exem-
plary in its respect for privacy. Consequently, deliberations evolved in an atmosphere
of uncertainty, and recommendations were of limited scope. In the eight above-
mentioned cases, not a single decision was rendered without provisions for further
investigation and verification. The small number of follow-up meetings held during
the study period made it impossible to determine the extent to which the investiga-
tive work had been pursued. They essentially highlighted changes (deceased client,
client returned to country of origin, etc.) that made the investigation no longer neces-
sary. Thus, it appears that, in certain cases, the need to investigate was overruled by
rapid change and movement beyond conditions that were amenable to intervention.

In opposition to situations where RB cases might no longer be subject to interven-
tion, it appears that the cautionary stance created tension for certain IAC members.
The practitioner, who was the IAC’s client, expected a specific and rapid response.
When such responses were not provided, practitioners were likely to become dis-
enchanted, end the consultation process, and influence their colleagues who may in
turn have become reluctant to seek advice in the future. Because the very survival
of the IAC rested upon a minimal amount of requests, there was a perceived need to
provide responses, even for incompletely documented cases or when IAC members
felt they did not have all the necessary information or knowledge. To offset this
limitation, the IAC had to refer to other experts, which placed it in another quandary
known as the legitimacy dilemma.

The practitioner or intervention team that requested support from the IAC did so
to obtain expert advice in order to take appropriate action to manage a problematic
situation. This meant access to solutions on how to proceed. In five of the eight
RB cases, the initial request concerned partner notification procedures, and for two
additional cases, advice was sought on supporting high-risk behaviour change. In
only one case was the issue of an organization’s legal responsibility raised. However,
the IAC initiated its intervention with a general review of problem situations brought
to its attention. This reframing occurred spontaneously and, in the heat of discus-
sion, raised several points: the ethical principles that must be safeguarded by the
IAC; individual versus collective responsibility for HIV transmission; comparable
cases and past recommendations; legal and organizational constraints; and resources
for action. Throughout the discussion, IAC members of various affiliations voiced
diverse, if not dissenting, opinions. This only made the problem, as well as poten-
tial solution avenues, more complex, thereby confronting the IAC with the limits
of its expertise. One way to offset these limitations was to expand the network of
expertise by referring to other resources. This process was itself complex, since it
could involve practitioners returning to their team to reformulate the problem or
define their own solutions, or they might be instructed to appeal to a public health
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authority with a legal mandate to enforce health protection measures on persons
who are impervious to supportive change general (psychiatrist, psychologist) or
specific (probation officer, community organization) resources, including those with
which certain of its members might be associated. The legitimacy dilemma therefore
resides in the IAC case management. Practitioners drew attention to this dilemma.
Those who participated in IAC meetings expressed their appreciation of the IAC’s
capacity to reveal the complexity of the situations confronting them. However, they
also expressed their disappointment at having to leave those meetings without a
more definite answer, and at having to pursue further consultations when they felt
there was an urgent need to take action. Additional referrals only exacerbated prac-
titioners’ time and resource constraints, especially when they felt there was a need
for a quick response to a situation. The problem has thus come full circle.

This model illustrates the structural features of the IAC deliberations, and reveals
the limitations of the challenges inherent in formulating practical advice for dealing
with complex situations. Utility is also restricted by the IAC’s role as a consulting
body that must await solicitation. Nevertheless, instead of questioning the IAC’s
role, the ESC identified the need to revise both the mandate and the scope of its
support apparatus in order to extend its operation.

Translating Judgements into Action

Having recognized the need for change, the IAC agreed to put together a transition
scheme to become a more functional device. In accordance with their mandate, the
ESC submitted their judgements and recommendations for discussion to a wider
network of actors to obtain feedback on the feasibility of their change scenario. At
the outset, the ESC proposed an expanded version of the IAC. Instead of responding
to requests as they arise, the IAC could adopt a broader advisory role that would be
more connected to intervention settings. For instance, the IAC could become more
active in raising awareness of RB issues and supporting more reflexive practices. It
could also document ongoing practices in the field and facilitate knowledge sharing
of best practices. The IAC would still be part of the regional public health authority.
However, in addition to the current advice providers (a nurse and a physician) to
practitioners, the new IAC would have access to a permanent team that would con-
duct research, develop position papers and disseminate pertinent information to the
intervention community. The ESC developed an organizational model and presented
it for validation (Brandon, 1999). Two validation groups were identified: a group of
actors from state and regional institutions, who could either support or sit on the
new IAC, and the actual IAC. Each group was provided with a brief presentation of
the resultant judgements and supporting data. The change scenario, in the form of a
schematic diagram, was then presented for discussion.

This consultation phase led to an essential modification in the ESC proposal. The
new organizational apparatus (see Fig. 8.9 for the revised model) more clearly delin-
eates two distinct functions. First, a regional mechanism is designed to reinforce
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the existing telephone answering system for urgent practitioner requests. Both the
public health nurse and physician would continue to handle urgent requests, and
would also have access to a network of resource persons for consultation as needed,
and, in the rare cases that necessitate further deliberation, ad hoc meetings. Thus,
the standing committee would be abolished. Instead, there would be a space where
practitioners could access a solution bank built from previous similar cases. The
experience acquired over time by the designated public health professionals, within
and beyond the IAC, coupled with ongoing reflection and knowledge development,
would provide for an excellent response capacity.

Second, it was suggested that a State Advisory Committee with ready access
to academic and government resources be established to work more systematically
with intervention settings and provide tools for coping with RB issues. This new
Sate Advisory Committee would have permanent paid staff to document ongoing
practices, conduct research and disseminate position papers to practitioners. The
proximity of this Advisory Committee to government decision-makers would also
facilitate the development of dedicated resources (e.g., psychologists to help RBs
change their behaviours). This higher level (state) structure could also work with
regional agencies to ensure ongoing information exchange and training. To ensure a
smooth transition period, the current IAC was designated to propose the establish-
ment of the State Advisory Committee and eventually to be a part of it. Moreover,
IAC members could pursue their actions at regional level by joining the network
of resource persons available to the public health authority nurse and physician,
who would continue providing telephone assistance upon request. Therefore, after
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consultation, the proposed model aims to radically change a structure that was no
longer viable. On the one hand, the new structure ensures that practitioners would
always have access to timely advice. On the other hand, it demonstrates the govern-
ment’s willingness to support RB case management. Given the complexity of the
issues at stake and the limitations of the evaluation process itself, the final recom-
mendation of the ESC was to review the implementation progress of the proposed
changes two years onwards.

Development of Figurative Thinking and Models
for Participatory Evaluation

The examples presented here testify to the ways in which figurative thinking and
models can contribute, at different points in time, to a participatory evaluation. In
particular, models can help specify the respective participant positions / interests in
the evaluation process, and establish significant links between research data, judge-
ments, and action scenarios. To say that these figures were determinant would be
presumptuous. We have not directly verified the extent to which the ESC mem-
bers integrated these figures into their ongoing reflections, nor how the course of
their deliberations was influenced by the various syntheses provided. Nevertheless,
our experience suggests that figurative thinking can contribute to the participatory
evaluation process in several pertinent ways. That said, the above-presented case
underscores how figurative thinking and models can facilitate, limit, or ultimately
improve and enhance the participatory process. Figure 8.10 presents the functions
of different models and specifies how they facilitated and limited the progress of the
evaluation, and how they could have improved it. According to Walliser’s typology
(1977), we differentiated the models by whether they described a current reality
(descriptive model), specified an expected situation (normative model), or simulated
a future situation (prospective model).

The five functions models can play are: identification, illustration, revelation,
simulation, and finalization. Identification is particularly apparent in Figs. 8.3
and 8.4, which are designed to provide a shared representation of the evaluation
mandate. The “Integrated participatory evaluation model” presented in Fig. 8.3 has
an official feel to it, since it was part of the funding application and establishes the
ESC’s boundaries and leeway with respect to the research team. Moreover, it clearly
outlines the evaluation mandate and responsibilities. Figure 8.4 further clarifies the
mandate and signals that the purpose of the evaluation is to produce a judgement.
The mirror game provides an appropriate metaphor for steering the ESC’s work
on the basis of a shared understanding. Presentation and discussion of these two
figures helped clarify the group’s identity for the entire project. Both representa-
tions were referred to at subsequent meetings, particularly when co-constructing
judgements and considering IAC change scenarios. This proved very helpful in a
limited timeframe where energy was supposed to be spent on debating results and
not the nature of an evaluation. However, these models had the negative effect of
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rapidly overruling any possible challenges to the evaluation’s general framework.
To enhance the participatory process, an ESC could also be given opportunities
to express views and positions on the evaluation and learn about the various tools
available to achieve its mandate. In this case, metaphors could have been useful,
particularly in the way Patton (1997) employed them. He places small everyday
items at the centre of a table (pencil, magnifying glass, ruler, knife, etc.) and asks
committee members to choose one that readily represents their personal vision of
evaluation, then explain why (slides may be shown instead of using real items). This
exercise helps uncover the issues that bring together or divide committee members
so that consensus around a shared vision may be built. Should consensus be reached
around one particular item, the group could move on to develop the metaphor, as
illustrated by the mirror game.

The second function, illustration, is exemplified in Fig. 8.6. The ESC members
had already reviewed the data in order to get an overview of the cases submitted to
the IAC. Their subsequent questions led to the chronological matrix presented here,
in terms of both content and outline, providing a synthesis and portrayal of what was
more or less implied, and perhaps even obscured, by the IAC. In a sense, Fig. 8.6
dovetails with the next function, revelation. Another advantage of this matrix is
that it serves as a background on which to superpose additional information. As a
counterpoint, the main limitation is the danger of information overload, which could
result in losing sight of the very observations the figure is meant to illustrate. This
synthetic representation also poses the risk of premature closure. For the ESC, it
could have created an illusion of firm conclusions that obviated further exploration
of the data in light of other criteria. For the IAC members, it could have been rather
discouraging when considered out of context. Therefore, we offer two suggestions:



8 Figurative Thinking and Models 143

illustrate one conclusion at a time so as to limit the quantity of information; and
soften the impact of a potentially discouraging picture by adding contextual infor-
mation or providing results on other program dimensions that suggest alternative
explanations. The latter recommendation is borrowed from Patton (1997).

As mentioned above, Fig. 8.6 also illustrates the third function, revelation.
Beyond an illustration of the group’s resultant analysis, the matrix reveals some
important aspects of the IAC’s history. Figure 8.8 clearly demonstrates this function
as well. By synthesizing the deliberations of four IAC meetings, this figure had a
particularly revelatory effect on the IAC members. They were able to identify a cer-
tain malaise that inspired them to engage in open discussion. The above-mentioned
risks of closure and discouragement remained, however. For some, such an elegant
synthetic portrayal of a complex situation might have implied that there were no
further avenues for action or exploration. Here again, it is important to present the
model in its social and historical perspective.

The fourth function is simulation. In this case, ESC members generally modified
the models presented to them. Figure 8.7 depicting the practitioner request process
for assistance and Fig. 8.9 presenting the final scenario endorsed by the ESC went
through numerous versions as discussions progressed. In this way, simulation pro-
vided an opportunity for group communication and learning. Figure 8.7 allowed
the intervention theory to be reformulated, while Fig. 8.9 led to a further refine-
ment of the further organizational structure. According to the distinction made by
Michel (1994), Figure 8.9 is a transductive schema that translates a final synthe-
sis into an image. However, it was initially an inductive schema that guided and
was transformed by the production, comparison and discussion of several repre-
sentations. That said, when a simulation exercise opened the door to what should
have been, or what should be done, ESC members openly expressed their intentions
and were in a position to influence the process. Care therefore had to be taken to
ensure that the collective responsibilities of the ESC were not obscured by power
struggles and individual persuasion tactics. When ESC members alternated between
research, evaluation and planning activities, there was also a strong potential for role
confusion. Simulation work should therefore proceed cautiously, with periodical
reminders of the group’s collective responsibilities and recourse to additional actors
to examine and validate the emergent proposals.

The issue of collective responsibilities brings us back to the purpose of the ESC’s
work, which was to produce an evaluative judgement. Throughout our project,
Fig. 8.5 had this finalization function, underscoring the end-purpose of our work.
The integrated judgement matrix presented the criteria that were used for judgement
making and brought attention to their potential interrelations. The matrix under-
scores an important limitation as well. It reveals the complexity and imperfection
of a judgement. It can therefore create a feeling of insecurity. At the same time,
it can help identify program areas that require consolidation or modification. It is
therefore not surprising that the ESC members frequently referred to this matrix
as they discussed future scenarios and drew up their recommendations. They were
fully aware that deficiencies in coverage and utility could be mitigated by reconfig-
urations to ensure relevance. Still, this type of matrix would be much more useful
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if its content were discussed early on in the process, while being mindful of the
danger of premature closure on the judgement criteria. By and large, all the figures
presented here can fulfil several of the functions that we have briefly outlined above.
Substantial work is still required, however, to develop a more complete classification
and functional framework.

Conclusion

Our extensive experience with figurative tools in participatory evaluation has con-
vinced us that they are more than illustrative extensions of stakeholder discussions.
At different stages of an evaluation, they can provide valuable material for evaluative
thinking and processes.

In this chapter, we have exposed a working hypothesis, with an emphasis on the
central role of models that combine schemas and matrices, images and analogies,
concepts and categories. We have also provided an example of an evaluation project
where figurative tools were voluntarily used in a steering committee to clarify its
mandate, support data synthesis and interpretation, and formulate a judgement as
well as recommendations. Our models worked in synergy to stimulate both figura-
tive and discursive thinking throughout the evaluation partnership. In the end, we
set out the diverse functions these tools can have in participatory evaluation, how
they can facilitate, limit or even threaten the process, and where there is room for
methodological development.

However, several issues ought to be addressed to further develop a sound and
structured figurative thinking practice. First, there is the balance between discursive
and figurative thinking tools in a participatory evaluation project, as well as the
degree to which they ought to be used in relation to other types of tools. We have
shown that there certainly is space for both these complementary processes. How-
ever, what could be optimal combinations, in what circumstances, and with which
stakeholders is still open for discuss. Furthermore, to what extent should discursive
and figurative methods be pursued to enhance and express the evaluation processes
experienced by each stakeholder? Simons & McCormack (2007) have endorsed
the integration of creative arts in evaluation. Participatory evaluators in developing
countries (Case, Grove, & Apted, 1990) have also used innovative approaches in
their methodology, using familiar oral traditions, such as storytelling and drama, or
common objects (e.g. drawing in the sand).

As we seek to enhance participation in evaluation, a second issue arises with
respect to participants’ capacities to engage with these tools. For instance, how do
we prepare, guide and assist stakeholders unfamiliar with such tools to enhance
their understanding and fully participate in the evaluation project? Moreover, differ-
ent forms of representation may elicit different meanings from different actors, as
well as require differing modes of communication that are not necessarily familiar
to all stakeholders. In fact, there is room for confusion that could be a deterrent
to participation. Because it is familiar to most people, the metaphor could have a
definitive advantage over other forms of representation. Still, even such familiarity
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should not obviate the need to clearly explain the potential rules and dangers of
a metaphoric stance. Therefore, the evaluator must make provision for time and
resources to ensure participant capacity development with respect to the tools pre-
sented herein. In this vein, diverse categorization and classification methods (Mark
et al., 2000) can be explored with participants to produce useful matrices.

A related issue refers to the production of schemas: how could we ensure their
management to facilitate ongoing discussion, collective productions and linkages
with additional documents judged pertinent by participants, while also keeping track
of the processes? Although schemas can be produced with basic slide or paint soft-
ware like Microsoft� Powerpoint�, which we used in our example, more spe-
cialized software ought to be considered. For instance, Mindjet� MindManager�

Pro6 is one example where a mindmap (a schematized ideas network) is an inte-
grating mechanism for multiple documents and complex exchanges throughout a
group project. Therefore, different types of software should be tried out in concrete
evaluation situations to further develop figurative thinking methods.

A third issue pertains to the data synthesis and interpretation functions of figu-
rative thinking tools. In particular, how can they facilitate cross-linkage of differ-
ent forms of data, most notably integration of quantitative measures and qualitative
observations generated through our complex evaluation projects? A number of soft-
ware products, such as those used for content analysis and statistical analysis, pro-
vide various options for representations of data and analysis; charts, causal pathway
models and factorial analysis figures are good examples. These are all part of the
figurative artillery of quantitative data and could benefit from interaction with qual-
itative figures. For instance, a chart could be integrated into a schema where images
or categories give an overview of potential interpretations; or several charts could
be combined into an image which becomes a metaphor for an evaluation object (e.g.
a human body made of charts to synthesize the characteristics of program partici-
pants). The objective should always be to involve stakeholders in a more penetrating
and comprehensive view of the data.

Other issues will certainly arise as various actors who engage in participatory
evaluation processes require that results be useful and utilized. Although evaluators
have quickly become aware of the need to create rhetorical spaces (McKie, 2003)
that enable all actors to have equal access to discussions and decisions, efforts to cre-
ate these spaces have largely remained within a discursive mode of communication.
However, the road is now mapped out. We must systematically continue to expand
the modes of communication to include figurative thinking tools in participatory
evaluation.

References

Abma, T. A. (2006). The practice and politics of responsive evaluation. American Journal of Eval-
uation, 27, 31–43.

Allard, D., & Adrien A. (2007). Infection au VIH et personnes ne prenant pas les précautions
nécessaires afin d’éviter la transmission du virus - Évaluation d’implantation du Comité d’aide
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Chapter 9
Dilemmas in Health Promotion Evaluation:
Participation and Empowerment

Marjorie MacDonald and Jennifer Mullett

Over the past few years, there has been dialogue and debate in the health promotion
literature on appropriate approaches to health promotion evaluation (Labonte &
Laverack, 2001; Springett, 2001). A basic premise of this book is that evaluation
must be sensitive of the principles of health promotion to be able to contribute to
the overall objectives of health promotion. In this chapter, we take up the chal-
lenge inherent in this premise and hope to contribute to the dialogue on appropriate
approaches to health promotion evaluation. We do this by retrospectively compar-
ing two unique cases in which we experienced challenges in enacting the princi-
ples of participation and empowerment in our evaluations. In a cross-case analy-
sis, we identify and elaborate on the themes that emerged in the comparison and
draw some conclusions about the application of these principles in evaluating health
promotion.

Health Promotion Principles: Participation and Empowerment

We selected the principles of participation and empowerment for two reasons. First,
we believe they are foundational to the health promotion process. Second, the two
principles are inextricably related, both practically and theoretically (Becker, Israel,
Schultz, Parker, & Klem, 2002; Laverack Wallerstein, 2001; Speer, Jackson, &
Peterson, 2001). Wallerstein (2006), for example, emphasizes that there is a recip-
rocal relationship between empowerment and participation, in that community
participation is facilitated by an existing sense of community and psychologi-
cal empowerment while these, in turn, are promoted by participation. “The most
effective empowerment strategies are those that build on and reinforce authentic
participation. . . .” (Wallerstein, 2006, p. 5).

Arnstein (1969), in her classic ladder of citizen participation presented a typology
of eight levels of participation ranging on a continuum from no participation at all
through token participation to citizen control. Others have used the terms authentic
participation (Laverack Wallerstein, 2001), genuine participation (Simovska, 2004),
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or deep participation (Butterfoss, 2006) to refer to levels of participation that gen-
erally correspond to the highest levels on Arnstein’s ladder. The meanings of these
terms vary slightly with the context and circumstances, but in general, no partic-
ipation means that research or program participants are not involved in any way
in planning, implementing, or evaluating health promotion initiatives, other than as
subjects in an evaluation, or as recipients of the services offered in the program. In
token participation, a person or group may be consulted but have no control over
decision-making. Or, an individual may be selected on the basis of sharing char-
acteristics of that group although that person may not have communication with
or receive input from the group he or she is supposed to be representing (e.g., an
aboriginal person is selected to represent the interests of all aboriginal persons).
Authentic participation is more difficult to define, but Rebein (1996) has argued that
an evaluation is truly participatory when individuals who are the focus of an evalua-
tion or a program are involved at all levels and stages of the processes from planning
through to evaluation and use of the data. This means that participants are full and
equal members of the research or program planning team, have opportunities to
make a significant contribution to the process, and are involved in decision-making.

Wallerstein (2006) has argued that it is through authentic participation that indi-
vidual and collective capacity is developed, transformational learning takes place,
and empowerment occurs. This type of participation is an ideal to strive for, but
can be very difficult to achieve despite the best intentions. We make a case here for
the benefits of a variety of degrees of participation, arguing that they are no less
important than forms of authentic participation as described above, in that partici-
pants themselves are satisfied with their participation, view it as genuine, and realize
benefits.

The editors initially defined empowerment as enabling individuals and commu-
nities to assume more power and control over the personal, socioeconomic, and
environmental factors that affect their health. This aligns closely with the defini-
tion of health promotion in the Ottawa Charter (World Health Organization, 1986),
and so, to distinguish empowerment from health promotion, we prefer a blend
of the definitions identified by Butterfoss (2006, p. 326) and Wallerstein (2006,
p. 17). Empowerment is a multilevel construct that describes a social action process
by which individuals gain mastery over their lives, their organizations, and their
communities, in the context of changing their social and political environment, to
improve equity and quality of life.

Method: Within Case and Cross-Case Analysis

We used a case-oriented approach to examine our individual health promotion eval-
uation projects and conduct a comparative analysis of our two cases (Miles &
Huberman, 1994; Stake, 1995). Our projects were distinct cases, each involving
health promotion interventions, but had different funders, purposes, participants,
time frames, approaches, and methods.
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In our analysis, we moved back and forth between inductive derivation of con-
cepts or themes from the data, and a more deductive review of data to support those
themes. In the first stage of analysis, we met to discuss our cases together, and based
on that preliminary discussion we inductively derived a tentative framework that
specified potential similarities and differences across projects. This provided a basic
outline for us to reflect critically on our individual evaluations. In the second stage,
we determined separately how our respective data could illustrate this framework.
Each of us developed detailed narratives about the application of the principles of
participation and empowerment and the issues associated with each application.

In stage 3, we met to review and discuss each other’s narratives. We analyzed
similarities and differences across cases and again inductively identified themes that
appeared to be emerging from our cases and revised our framework accordingly.
We then separately organized our own narratives in relation to the themes. Although
this entire process was a retrospective secondary analysis, this iterative process of
moving between data and analysis both inductively and deductively is consistent
with many approaches to primary qualitative data analysis (Flick, 2006; Glaser &
Strauss, 1967; Miles & Huberman, 1994; Schwandt, 2001; Strauss & Corbin, 1997).

In the final stage, we analyzed our narratives together and identified six themes
in the data on which the successes and challenges of enacting participatory and
empowering evaluation appeared to hinge. These were: the nature of the intervention
and evaluation, power, evaluation methods, vulnerability, evaluation as intervention,
and researcher/practitioner way of being.

Case Descriptions

Case 1: Supporting the Evaluation of Community Development
Initiatives

The Queen Alexandra Foundation for Children in Victoria, British Columbia (BC),
Canada was one of the recipients of the Strategic Investment Initiative Fund (SIIF),
funded by the British Columbia Ministry for Children and Families. The purpose
was to strengthen the capacity of communities to support families and children,
reduce the number of children brought into protective care, and demonstrate inno-
vative child welfare practices (Queen Alexandra Foundation, 2004). The Foundation
put out a call for proposals for innovative projects and subsequently funded twenty-
one. The funding criteria required that, if appropriate, those affected by the initiative
should be involved in its development, implementation, and evaluation.

The discussions about participation and empowerment in Case 1 draw primar-
ily from six community-based health promotion evaluations; three youth projects
and three projects aimed at supporting parents (mostly mothers) of young children.
The first youth project engaged at-risk youth in ecological restoration activities
(Kotilla, 2005) with volunteer members of non-profit community environmental
groups. Some of the youth participants were doing mandatory community service
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hours while others enrolled voluntarily in the program. The second youth project
focussed on youth aged 6–12 in an isolated, socio-economically disadvantaged
community with no industry, a high proportion of single parent families, and few
resources to support families experiencing hardship. The aim was to increase youth
resilience and developmental assets in their lives. Crime Prevention Canada funded
the third project, an evaluation of projects in four communities aimed at positive
youth development (Miller, Mullett, & VanSant, 2006). The three parent projects
assisted mothers to provide a safe environment for their children, some of whom
the Ministry of Children and Family Development had deemed to be at “high risk”
of abusing their children, or having them apprehended. The purpose was to assist
in reuniting families whose children had been in care, prevent others from going
into care, and to enable or empower parents to provide safe care for their children.
The mothers in these programs experienced a range of problems (e.g., learning dis-
abilities, mental illness, substance abuse, and dysfunctional extended families) that
presented concerns for their children’s safety.

Case 2: The School-Based Prevention Project

The provincial government in British Columbia (BC), Canada requested propos-
als from community-based alcohol and drug agencies, in collaboration with school
districts, to implement locally developed substance misuse prevention programs in
secondary schools (Grades 8–12). Program developers conceptualized prevention
from a health promotion perspective. The School-Based Prevention Project intro-
duced Prevention Coordinators into selected schools to guide program development
at the community/school level. The coordinator’s role was to facilitate a collabora-
tive, participatory, community development process with schools to identify their
own substance misuse issues and to develop, implement, and evaluate strategies to
address these concerns (MacDonald & Green, 2001).

We conducted a provincial level, multi-site evaluation to examine the effective-
ness of the overall project in achieving desired outcomes. A significant challenge
to systems-level evaluation, however, is local autonomy, which usually results in
major differences among communities in both the intervention and its evaluation.
Such differences make evaluative comparisons across communities difficult. Within
the larger Project evaluation, one focus was to evaluate program development and
implementation within and across sites. We incorporated local level evaluation to
address the uniqueness of programs in each community. The Prevention Coordinator
at each school facilitated program development and evaluation at that site.

Cross-Case Comparison of Participation

In this section, we compare the enactment of participation in the two cases. First,
we present a summary table that outlines three main themes for comparison in both
cases, and then we elaborate on these themes as they apply in each case. These
themes are: the nature of participation, power dynamics, and evaluation methods
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to promote participation. We chose these themes because they were relevant in
some way to both cases, although their relative importance to each case varied.
For this reason, we are not able to rank them in order of importance or against
any general set of criteria. We expect that, although the themes may be gener-
alizable to other situations, their importance and relevance will be dependent on
the specific health promotion program and its context. Each health promotion pro-
gram is unique, even when comprising standard elements, because “the boundary
between the intervention and the social process or context in which it occurs is often
blurred” (Springett, 2001, p. 140).Thus, although this framework and its categories
may provide a useful heuristic for other health promotion evaluators to consider in
planning and carrying out their evaluations, we do not claim that this represents
any sort of comprehensive planning model or “toolbox” of methods to facilitate
participation (Table 9.1).

The Nature of Participation

The nature of participation in health promotion evaluation is determined by a vari-
ety of factors, but in our cases four factors stood out. These were: the level of the
evaluation, who participates in the process, who or what determines the issue in the
intervention, and participant engagement.

Level of Evaluation

The nature of participation and the influences on participation in health promotion
evaluation depend on the level at which the intervention and evaluation take place.
Participation looks quite different when the intervention takes place at a local com-
munity level than when it takes place at a larger system level. In Case 1, all the
projects were local level community projects situated primarily within community
organizations. In Case 2, the intervention took place at both the local and provincial
levels. At the local level, it may be that there is greater potential for authentic par-
ticipation, for building trust, and for developing empowering relationships. This is
because the scale of both the intervention and the evaluation is smaller and the num-
ber of participants is relatively fewer than at the system level, where the intervention
might incorporate multiple sites, multiple levels, and thousands of people. Smaller
projects may also provide greater opportunities for building trust and establishing
empowering relationships.

Who Participates?

Our case studies identified three issues with regard to who participates. These are:
initial versus subsequent groups of participants, the issue of representation, and non-
voluntary participation.

Rarely discussed in the literature is the issue of differing degrees of participation
between initial and subsequent groups. Involving youth participants in designing
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Table 9.1 Case comparison of participation

Challenges and issues Case 1: Queen Alexandra
community projects

Case 2: School-based
prevention project

Nature of Participation

Levels of analysis • Local level – community
project

• Provincial level, multisite

• Local level,
community/school project

Who participates? • Initial versus subsequent
groups of participants

• Sometimes non-voluntary
participation

• Issue of vulnerability

• Initial versus subsequent
groups of participants

• Issue of representation

Who/what
determines the
issue?

• Funding requirements

• Issue pre-defined by
program staff

• Funding requirements

• Lack of interest in defined
issue

Participant
engagement

• Participating in intervention
vs. evaluation

• Avoiding appearance of
testing

• Challenges of vulnerability

• Participating in intervention
vs. evaluation

• Survey interpretation

Power Dynamics • Agency as authority • Researchers and participants
as equal or not-so equal
partners

• Control over outcomes

Evaluation methods to
promote participation

• Relationships vs. rigour

• Managing role conflict

• Evaluation as intervention

• Not all participatory
methods are created equal
(focus groups, photovoice,
asset focused tools)

• Use of student survey to
promote participation

• Health promotion planning
model

• Steering committee

an evaluation raises the issue that, although this activity may be participatory for
the first group, subsequent groups of participants are, in effect, subjects because
they are responding to questions or surveys that others have developed. Even in the
Case 1 youth ecological restoration project, in which the coordinator maintained
a painstaking and vigilant attitude towards participation throughout, the first youth
participants were more involved in the design of the evaluation than later partici-
pants. They edited the questions, eliminated some and rewrote others in more kid
friendly language. The subsequent youth participants did not have this same oppor-
tunity. Nonetheless, as the program gained a reputation in the community and refer-
rals increased, the information provided by each youth at all stages of the project
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became important for the continued refinement of the project. In this way, all youth
participants, not just the initial group, were co-investigators, helping to continuously
revise and refine the project so that it would be of benefit to future participants.

In a similar attempt to involve youth in the school-based project evaluation, we
initiated a collaborative process to develop the provincial level survey instrument.
Students in two schools participated in developing the survey content and format.
Then, classes in those schools participated in pilot testing the survey and assisted
with revisions to the instrument. As with Case 1, students who subsequently com-
pleted the questionnaire were subjects in the survey. Thus, the number of students
who were able to participate in an active, decision-making way in planning the
evaluation was small. As in the first case, however, some students not involved
initially did participate later in the survey’s interpretation and application. Thus,
the nature of participation varies depending on the stage of the project. A broad
conceptualization of participation is necessary to capture the variations throughout
the life of any project. As argued by Gregory (2000), there is an inevitable lack of
comprehensiveness in participation because we are not able to include, at any given
stage of a project, all those who came before, and those who will follow.

The issue of representation was of less concern in the much smaller scale Case 1
projects, in which participants were essentially representing themselves. It was more
of an issue in the school-based project where one of the challenges was in estab-
lishing a representative advisory group to guide the project. A provincial advisory
committee was created, comprising representatives of various constituencies. The
project involved many schools from across the province, with thousands of students,
parents, teachers, school administrators, and community agency staff. Rebein (1996)
has argued that because it is practically impossible to include all stakeholders in
active roles, evaluators should, at the very least, include representatives of various
stakeholder groups to participate. Although the school-based project advisory group
represented many stakeholder groups, it was difficult to ensure adequate representa-
tion. One or two students cannot possibly represent the diverse groups that comprise
the provincial student population. In fact, the type of student that is most likely
to function well in this type of adult group may not reflect the characteristics of
students mostly at risk for drug use. Similarly, a single administrator, parent, or
teacher representative may not reflect the interests of the diverse membership of
their stakeholder groups.

Arnstein (1969) and others might argue that assuming a single individual can rep-
resent the interests of a broad constituency reflects tokenism. Gregory (2000) further
suggests that the views of the few selected representatives may be overemphasized,
and because they are considered to represent faithfully the views of the larger group,
could be used to justify evaluation findings. Others have argued (Jayaratna, 1994)
that representation can only be participatory with elected representatives and if there
is a process of involvement extended to members by the representative (i.e., input
sought, information reported back, and decisions discussed with the larger group
being represented). This type of democratic representation did not characterize the
school-based project advisory group. The size and scale of the provincial level eval-
uation made any kind of democratic process unwieldy and unworkable.
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Nonetheless, when a project covers many sites and geographic locations, this
level of participation may be all that can be achieved with some representatives
better than none. Perhaps including representatives who are able to put forward
diverse perspectives, concerns, and interests of multiple groups for consideration
in planning is the only realistic alternative. But, this should also be coupled with a
critical reflexivity on the part of evaluators about what the lack of comprehensive
participation might mean for the evaluation results. In particular, consideration must
be given to what might have been found had we included those whose voices were
not heard (Gregory, 2000).

At the local level, even in schools in which there was a high level of student
participation, only certain segments of the school population participated. Some
Prevention Coordinators focussed their activity on students identified as being at
high risk for drug use whereas in others they focussed on a whole school approach
and involved a much more diverse group of youth. The approach taken by a Preven-
tion Coordinator was both a theoretical and a philosophical choice, but that decision
had implications for the nature of participation in a particular school.

For the most part, parents involved in the school-based Project tended to be those
already involved in Parent Advisory Council activities and generally reflective of a
more privileged parent population. Involved teachers most often taught health and
physical education, and occasionally science or social studies. Most other teachers
were not interested in participating because they viewed drug use prevention as out-
side their areas of expertise and interest. They supported the Prevention Coordinator
doing the work, but they were not interested in participating directly because, as they
said, “We have our own jobs to do.” What all this means is that participation needs
to be appropriate to the context, the scale of the intervention and evaluation, and
fit with the needs and wishes of stakeholders who may not want, or be able, to be
involved at every stage of the evaluation.

Finally there is the issue of non-voluntary participation. What was more an issue
in the Case 1 projects was the fact that for some participants their choices were
limited. They were required to participate with some community agency, either in
the case of the youth to do community service, or in the case of the mothers to
learn parenting skills to retain custody of their children. These participants were
particularly vulnerable, and when participation is not voluntary, it is a significant
challenge to engage participants in evaluation activities no matter how participa-
tory the methodology. We discuss below the strategies to engage participants and
encourage their active involvement under Participant Engagement, and the issue of
empowering those who are not voluntary participants in the section on Empower-
ment. What is critical in this situation, however, is the quality of the coordinator’s
interactions with participants.

Who Determines the Issue?

There is often a tension between funding agency requirements and local needs. In
the school-based project, school districts, schools, and community-based alcohol
and drug agencies were involved at the local level in preparing the project proposal.
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Thus, the program was driven by the local community, although the extent and
nature of participation varied by community. In communities in which participants
did not identify substance use as an important issue, it was a challenge to obtain
voluntary participation. Health promotion dictates that issue identification should
come from the community. Although the project in Case 2 was intended to promote a
participatory community development process, the problem definition was restricted
by the funding requirements. This issue was not a priority for some schools. Many
health promotion programs begin with a focussed issue, often because the funding
organization has a mandate to deal with that particular health issue and not others.
This is actually the norm in health promotion. True bottom-up community organiz-
ing around a specific community-wide concern seems to occur much less often than
issue-specific health promotion funded by a particular agency with a mandate to deal
with that issue and led by an outsider. In itself, this tendency can create problems
for subsequent participation, not just in the program, but in the evaluation. At the
same time, Reason has argued that many projects “. . .would not occur without the
initiative of someone with time, skill and commitment, someone who will almost
inevitably be a member of a privileged and educated group” (Reason, 1994, p. 334).
Prevention coordinators who were successful in facilitating participation, even when
the issue of drug use was not a high priority, began the process by dealing with issues
that were of concern to the schools, thus following the classic health promotion
principle of starting where the community is at (Nyswander, 1955).

In the Case 1 projects, although the mandatory aspect of enrolment caused some
difficulties, the evaluation itself had fewer restrictions from the funding agency. It
was only required that the evaluation be participatory. At the same time, there was
an expectation that staff define project goals and activities prior to participant enrol-
ment, so there was limited opportunity for participant involvement in the develop-
ment of the programs. There was also an expectation in the proposals to project some
outcomes. This was further complicated by the range of participants that might, in
fact, constitute the group for the projects. One coordinator expressed the dilemma in
this way: “We won’t know what can be achieved until we see the first group – who
will come and what level of cognitive or mental health functioning they will be at.”

The issues discussed above with respect to who participates and who deter-
mines the issue are illustrative of a larger set of power relations that inevitably
present themselves in community-based health promotion intervention and evalu-
ation. These issues are discussed further in the section below on Power Dynamics.

Participant Engagement

Successful youth engagement in a health promotion initiative is one of the most
difficult elements in implementation and the key to positive outcomes. Engaging
youth is even more challenging in an evaluation, as the evaluators in both cases
discovered. Youth in the Case 1 projects said that the project must be meaningful
and fun to warrant their participation (Miller et al., 2006). Similarly, in Case 2,
despite high levels of participation in some project schools, participation usually
meant taking part in planning and implementing prevention activities rather than in
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their evaluation. Involved students and teachers often reported that they were not as
interested in evaluation as they were in planning and implementation.

There were, however, a few exceptions. In a small number of schools, charismatic
and innovative Prevention Coordinators got students very involved in interpreting
the results of the survey conducted in their school. Inspired and trained by the
coordinator, students took the lead in preparing presentations of the data for other
students, parents, and teachers and then used the data to advocate for school change.
For example, in one school, the data demonstrated that the school climate was very
negative. The students used that information to lobby the school administration for
resources and programs that would enhance the school climate. Students in another
school used the data to support a student’s appointment to the selection committee
for hiring a new vice-principal. Comments made by students reflect the satisfaction
of involvement: “I feel like I have some say in what goes on in the school,” or “I
never realized that things I do can actually make a difference.” This demonstrates
a link between active participation and the experience of empowerment for these
students.

In the schools where students were actively involved in the survey, the Preven-
tion Coordinator’s role was central and perhaps the most important factor. Effective
prevention coordinators played a strong leadership role in facilitating participa-
tion, not just by capitalizing on opportunities to support youth involvement, but
in recognizing and creating opportunities in situations that might otherwise not
be obviously conducive to participatory processes. More than that, however, the
most effective coordinators were liked, respected, even revered by the youth in their
schools because they were seen as trustworthy, respectful, and real. Students enjoyed
spending time with these coordinators and working with them to create meaningful
activities for themselves and their peers in the school. Wallerstein (2006) has sug-
gested that effective leadership that promotes participatory decision-making is one
of the most important factors in a participatory empowerment process. She also
noted that participatory strategies based on group dialogue, collective action, advo-
cacy and leadership training, and transfer of power to participants were essential.
All of these were elements in the work of Prevention Coordinators who got students
involved in the student survey in their schools. They were also evident in the work
of program coordinators in several of the Case 1 projects.

In Case 1, coordinators and the evaluators dealt with the challenge of engaging
youth in the evaluation with some innovative strategies to facilitate youth engage-
ment. In the ecological restoration project, the coordinator was eager to take a par-
ticipatory approach to the evaluation and discussions began with exploring how to
involve the youth in designing the evaluation. The first issue was how to establish
what the youth knew about ecological restoration so that we could make compar-
isons at the end of the project. Because the youth were vulnerable (i.e., experiencing
behavioral problems, substance abuse, and mental health difficulties), any questions
that had the appearance of testing them could risk affecting the relationship between
the youth and the coordinator.

To address this problem, a simple technique developed by Kurt Lewin, the orig-
inator of action research, was used to facilitate freedom of discussion. By talking
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about youth like themselves rather than about themselves “it minimized resistance
to considering the problems and possibilities” (Lewin, 1952, p.50) and removed
the burden of having to apply it to their own lives. Instead of asking the youth at
the start of the project: What do you know about watersheds and the environment in
this valley? -a question that might cause them embarrassment if they knew very little
about the subject – they were asked the following: What do you think kids would
like to know about watersheds and the environment in this valley? By removing the
personal aspect from the question any reluctance to respond was overcome and the
youth were engaged in designing the program curriculum for others by identifying
appropriate content.

Power Dynamics

Researchers and Participants as Equal Partners

Although health promotion principles would suggest that researchers, program
staff, and program participants should be equal collaborators in the evaluation, this
presents considerable challenges. In a study that explored a participatory implemen-
tation and research project for diabetes prevention in Kahnawake (Potvin, Cargo,
McComber, Delormier, & Macaulay, 2003), the authors identified four key princi-
ples that facilitated the success of the participatory intervention and research. The
first of these, integration of community members as equal partners, assumes that
researchers and health promotion practitioners are in a more powerful position than
community members because expert knowledge is often viewed as being of higher
importance and value than lay or community knowledge. This assumption is well
justified, given the absence of community participation and involvement in so many
community health evaluations and given the negative experience with research of
many marginalized communities.

In the school-based project, however, the power differential tipped in the opposite
direction. At both the local and provincial levels, people in some sites viewed the
external researchers and the Prevention Coordinators as outsiders and their very
presence in the schools was at the discretion of principals and school districts.
In some situations, Prevention Coordinators did not have the power to establish
themselves as equal partners let alone take control of either the intervention or the
evaluation, at least initially. They had to establish their own credibility before those
in the school could begin to view them as an equal partner, and in several sites,
they were never fully integrated in this way. Educational researchers have found
that in the school system, every day knowledge (or what is referred to as commu-
nity knowledge) is often valued over knowledge generated from data and research
(Clark, 1981; Hargreaves, 1994).

Control over and Reporting on Outcomes

Another manifestation of the Prevention Coordinators’ lack of power was evident
in the nature of the outcomes that emerged in the evaluation. Overall, most of the
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local level evaluations were quite positive. This finding is consistent with reports by
others of a tendency for internal process-oriented evaluations to focus on positive
experiences (Pavis, Constable, & Masters, 2003). There was a strong incentive for
positive results to come out of each of the site-specific school-based projects and
the reports tended to focus on what was successful. Even when Prevention Coor-
dinators wanted to include the implementation problems and discuss what was not
so successful, there was tremendous pressure from some schools and districts to be
positive, either to ensure continued funding or that the school would not get a bad
name. Prevention Coordinators felt vulnerable in reporting negative results.

In the overall provincial level evaluation, however, it was possible for us to talk
about successes and challenges. Several Prevention Coordinators confessed their
relief that there was a provincial level evaluation to name some of the problems
because the coordinators did not feel they had the power to identify those directly.
Given the challenges that coordinators had in garnering the power to facilitate
change on behalf of students, one can only imagine what little power the students
had to influence changes in the factors that affected their life and work in the
school.

The Agency as Authority

In Case 1, power dynamics influenced the level of change in two ways. First, vulner-
able mothers could not completely dismiss the fact that although they were engaged
in a project that attempted to be very egalitarian, it was still a project within the
larger program of the agency that received money from the Ministry. Thus, no matter
how well staff handled the processes of empowerment, the project still symboli-
cally represented an authority. In fact, the issues and activities for the project had
been decided prior to participants engaging with the project and they were aligned
with Ministry goals. Second, extremely vulnerable community members, youth or
mothers, often view all agencies with scepticism due to their prior history of being
powerless in interactions with agency representatives. It takes time for this percep-
tion to dissipate and for participants to be able to discriminate between empowering
and disempowering practices. As in other situations, however, the importance of the
coordinator or evaluator’s way of being was centrally important.

Evaluation Challenges and Methods to Promote Participation

Because the projects in both case studies were quite different, operating at different
levels on very different scales, the kinds of evaluation methods used to promote
participation differed considerably between cases. The issues encountered in each
case were also different. For this reason, it is not possible to present a practical set of
strategies or a toolbox that the health promotion evaluator can use in every situation.
Below we present first some methods and issues from Case 1 followed by methods
and issues from Case 2.



9 Dilemmas in Health Promotion Evaluation 161

Relationships Versus Rigor in a Field Setting

A lot of health promotion work is done in the field, sometimes one-on-one, with
participants. The success of the project and its evaluation is largely related to the
ability of the coordinator to develop strong relationships with community members,
particularly youth. Coordinators worried about how to balance a rigorous approach
to evaluation with the flexibility to respond on a personal level to spontaneous par-
ticipant comments about their experiences in the project because these comments
could provide valuable data. For example, youth often disclose significant changes
they have made because of the program, in intimate moments when recording is not
possible. The most profound discussions sometimes occur in the car, in the dark.
By focusing on the needs of the evaluation (i.e., rigor) instead of the youth, the
coordinator can jeopardize the developing relationship.

To address this challenge, the coordinator created a field diary to document what
she was able to remember of the discussion. Although the youth were aware that
these discussions constituted part of the evaluation, the opportunity to discuss their
experiences in their own way and at their own time contributed to the development
of the relationship between the coordinator and the youth. Preserving the integrity of
the developing personal relationships is important because the success of the project
is dependent on them.

An evaluator of health promotion makes use of tools from other disciplines,
particularly where field work is conducted. Field diaries are a common tool for
example, in disciplines like ecology, ethology and ethnography. Tjora (2006) sug-
gested that in field diaries the researcher reproduces dialogue as close to verbatim as
possible because such situated vocabularies may provide clues about the observed
person’s perception of his or her world. The quality of a method, as defined by the
adequacy of the approach to capture the essence of the change that has occurred,
may be more important than rigor, or a concern with strict exactness. In fact one
could argue that an insistence on rigor in this example would not only interfere with
the relationship of the coordinator and the youth but may, disrupting the momentum
of the dialogue create an unnatural and self conscious interaction that would be
therefore less rigorous. To exaggerate this point the dialogue in that scenario might
sound like this: the youth says “I want to tell you how I felt about the work we did
today”; the coordinator replies “Please wait until I can record it in detail.” Had the
coordinator waited until the youth was interviewed at a scheduled time to elicit the
same remarks retrospectively it is possible that the comments would not be as rich
as those offered in situ. By responding in the moment she preserved the relationship
she had developed with the youth and the integrity of the evaluation by reproducing
the dialogue as closely as possible in her field diary as soon as she was alone. She
was also able to note the circumstances of the dialogue and the events of the day, in
other words the contextual frame.

Evaluation as Intervention

Although strong relationships are essential for the success of health promotion
projects, they can also present challenges for evaluation. Once a trusting relationship
is developed, youth often regard the adults involved as role models.



162 M. MacDonald, J. Mullett

In one of the youth projects, a participant cited this as the most significant aspect
of the intervention project. She said that she learned from the community worker
“how to have a life”. If this same role model, however, is also the evaluator, the
relationship can be very confusing and the evaluator must take extra care to assure
the youth participants that the evaluation is about the project and not about them or
their ability to learn and change. Failure to make this message clear could undo all
the earlier work of relationship and trust building. The coordinator must juggle the
roles of confidante and evaluator; even though, if taken literally, these roles are the
antitheses of each other.

Active participation by youth in the evaluation is a creative way to address this
concern about role conflict. In one case, the youth were trained to do evaluation
interviews, with each successive group interviewing the next group. Thus, all par-
ticipants were both evaluators and participants. In another project, the youth were
trained to do focus groups in which the questions were decided collaboratively with
the coordinator, the researcher, and the youth.

In the project designed to develop sustainable independent housing, the youth
were trained in the photo voice method (Wang & Burris, 1997). They took pho-
tos of their idea of a home with a disposable camera and, in discussions with the
coordinator, set goals for achieving that home. As the project progressed the photos
were reviewed, barriers discussed and new goals set based on the progress to date.
The youth created a collage throughout the project that was a pictorial record of the
progression towards independent living. This method is important because it was
engaging, it gave the coordinator insights into what would constitute success for the
youth, the youth and coordinator could see the progression towards a goal (or lack
thereof) and both could discuss together the remaining barriers. Not only did all of
the above methods reduce role conflict for the coordinator, thereby addressing issues
of bias, but the photo voice strategy is another example of evaluation as intervention;
that is, a strategy that provides important evaluation data while also being part of the
intervention. The photo voice method can be empowering for youth in a variety of
contexts (Wang & Burris, 1997).

Not All Participatory Methods Are Created Equal

Community practitioners are often not experienced with evaluation (hence the need
for support) and sometimes, to allay their anxiety about conducting evaluation
research, they choose to rely on standardized or published tools believing that
funding agencies are more likely to approve an evaluation using such instruments.
Unfortunately, a published tool is not necessarily a good tool, and even good tools
are not appropriate in all contexts. Critically assessing what appears to be a tried
and true approach, however, requires confidence and knowledge of methodology.
Consequently, to be assured of conducting a good evaluation, some practitioners
presented tools they had obtained (or bought) that appeared to them to be relatively
simple to administer, yet scientific.

This issue arose recently in the context of the youth project that took place in
a socio-economically disadvantaged community and was aimed at increasing the
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number of developmental assets within their lives. On receipt of funding, the coor-
dinators reviewed their evaluation materials with the evaluator. One of these tools
was a Checklist of Assets, a test to be used pre- and post-program to measure
improvement in youth assets. Given the aim of the project, it would seem a rea-
sonable instrument to use in the evaluation. However, there are two assumptions
implicit in the use of this kind of a tool: (a) it is participatory, and (b) it measures
something positive (assets) rather than negative (deficits) and thus would not have a
negative effect on the respondent. Unfortunately, neither of these assumptions held
up. The coordinator and evaluator reviewed the checklist together and the evaluator
suggested that completing the checklist could affect vulnerable youths negatively,
particularly if they did not have many of the assets listed. With vulnerable youth one
cannot risk making them feel worse about themselves. Rewording a needs assess-
ment so that it is phrased in terms of assets rather than problems may be a wolf in
sheep’s clothing. In addition, this view of the test as a positive experience for youth
also leads to a kind of halo effect for the test in which it is seen as engaging and
therefore participatory, which it clearly is not.

In Case 2, as discussed previously, our evaluation demonstrated that a survey
instrument was effective in facilitating participation in strategies that serve the goals
of health promotion (including empowerment) but it was not the method itself that
enhanced participation. Rather, it was a group of motivated and innovative students
who wanted to create organizational change in their schools, facilitated by a creative
and empowering Prevention Coordinator who encouraged students to make use of
this information, got them excited about the possibilities, and then supported them
in using the data for their own purposes, resulting in a group of students who felt
empowered by the process.

Similarly, in another school, school administrators and teachers used the survey
as a benchmark to judge their progress in achieving improvements in their school
in preparation for accreditation. The disappointing scores on the first survey stimu-
lated them to engage members of the school community in making specific changes
related to student engagement in school processes, school climate, and drug preven-
tion strategies. Thus, they felt empowered to use the survey data effectively to make
changes in their school.

A Health Promotion Planning Model

Program funding agencies expected the School-Based Prevention Model to be the
foundation for the process in which students, teachers, school administrators, par-
ents, and community agency representatives would participate and be involved in
defining the issues, identifying and implementing strategies/programs, and evaluat-
ing the outcomes. In fact, Laverack Wallerstein (2001) suggest that a logical frame-
work system of program planning is a tool that can help stakeholders recognize
their potential for action and change. This is not always the case, unfortunately, and
the extent to which this actually occurred in the Project varied considerably across
schools. The model assumes an existing interest in the issue and the willingness
of schools for Prevention Coordinators to facilitate a community development and
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evaluation process around that issue. For many Prevention Coordinators this was not
the case. Teachers had often not been involved in the initial decisions to adopt the
project. Thus, Prevention Coordinators had to begin by building relationships and
enhancing the readiness of the school to take on the issue.

The School-Based Prevention Model (based on the PRECEDE-PROCEED
Model) (Green & Kreuter, 1991) was intended to facilitate the process of local
issue definition but within the constraints of a pre-defined problem, thus creating
a dilemma for the Prevention Coordinators. Some of the schools did not see alcohol
and drug use as a major focus for their schools, even though the school had been
involved in writing a proposal for funding to do just that. The Prevention Coordina-
tors therefore had to sell the issue before they could begin to work collaboratively
with the school community to address the issue of drug use prevention. This was
uncomfortable for many of them.

In addition, the model did not fit with the way planning is often done in schools.
The model is a systematic planning process in which information is gathered and
used to set priorities for action. This rational planning process was foreign to many
schools continually dealing with crises that required action in the moment. In fact,
some educational researchers have suggested that an evolutionary planning pro-
cess is more common than rational planning in schools. In such a process, action
occurs before planning and plans emerge on the basis of early action (Clark, 1981;
Hargreaves, 1994; Louis & Miles, 1990). Most Prevention Coordinators found that
proactive planning did not occur and often schools actively resisted it. It was a
constant struggle for them not to be drawn into a reactive stance (MacDonald &
Green, 2001).

A Steering Committee

The establishment of a steering committee was the second recommended mech-
anism for facilitating participation and involvement of key stakeholder groups in
implementing and evaluating the project. The committee was to steer the process
at the local school level and be responsible for securing commitment and participa-
tion by members of all the constituencies. In reality, it was very difficult for most
Prevention Coordinators to establish steering committees because they first needed
to gain entry to the schools, overcome opposition to their roles, put into place the
infrastructure to do their work, and sell the issue. Some felt a lot of pressure from
the funding agencies to get the steering committee established and thus moved too
quickly to invite participation before they had established good working relation-
ships with potential members and identified appropriate participants. Participation
floundered.

Overall, most Prevention Coordinators had to work very hard to initiate and
maintain a steering committee, and they felt they had to play a very directive
role in the process. In the end they were steering the steering committee. In some
schools, teachers and administrators argued that they had their own jobs to do and
the Prevention Coordinator was being paid to coordinate and implement the pro-
gram. They did not feel that they should be involved to the extent expected by the
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funding agencies and the PRECEDE-PROCEED planning model. Some Prevention
Coordinators found other ways to work collaboratively and facilitate participation
that did not involve having a steering committee. So, mechanisms used to facilitate
participation have to be sensitive to the context and fit with the ways of working
familiar to the school, at least in the beginning.

In some instances, steering committee members wanted to do things that went
against the principles of health promotion espoused by the planning model, creating
yet another dilemma for the coordinators. The members were more interested in
operating in a top-down way and taking control of the decision-making, rather than
facilitating participation and empowerment. What should the Prevention Coordina-
tor have done in this case –defend health promotion principles? If so, which of the
principles are most important? If they defended school control of the process, then
some other health promotion principles like student participation and empowerment
might be lost. If they defended participation and empowerment, then they went
against the wishes of the steering committee and the vested interests of the more
powerful people in the school thereby risking their ability to implement any suc-
cessful prevention strategies. This left some of them feeling powerless to influence
change.

In this evaluation, it was clear that the mechanisms that were intended to facilitate
participation in program development and evaluation were not always effective in
achieving that goal, in part because the funders had imposed the goals and the pro-
cess. The irony of those at the top imposing a bottom-up community development
process was not lost on some Prevention Coordinators and schools. At the same
time, some Prevention Coordinators were able to make these strategies work for
them in engaging participation of community members in both implementation and
evaluation of their projects.

Cross-Case Comparison of Empowerment

In this section, we compare the enactment of empowerment in the two cases. First,
we present a summary table that outlines the main themes for comparison with
respect to the principle of empowerment across both cases, and then we elaborate
on these themes as they apply in each case. As with the cross-case comparison of
participation above, we chose the themes because they were relevant to both cases,
and again, their relative importance in each case varied. The exception is the first
category, the way of being of the practitioner, which was the most important factor
in both cases (Table 9.2).

Practitioner’s Empowering Orientation or Way of Being

Participation is a major factor influencing the development of empowerment at the
individual and the community level. It is theorized that in participating, individuals



166 M. MacDonald, J. Mullett

Table 9.2 Case comparison of empowerment

Themes Case 1: Queen Alexandra
Community Projects

Case 2: School-Based
Prevention Project

Way of Being • Creating a comfortable
environment

• Building trust and
relationships

• Power with vs. power over

• Empowering orientation

Empowering Strategies • Disempowering nature of
measurement instruments

• Issue of vulnerability

• The subtlety of
empowerment

• Group format

• Evaluation as intervention

• Measurement can be
empowering

• Evaluation as intervention

and communities learn to take control over the influences on their health. Although
participation was an important factor in the experiences of empowerment in the
projects in both Cases 1 and 2, the main mechanism to promote empowerment was
actually the way of being demonstrated by project coordinators, program staff, Pre-
vention Coordinators, and school administrators.

In Case 1, the practitioners were fully aware that some participants had negative
experiences with institutions in the past. As part of their plans to build rapport
they also concentrated on the physical environment, trying as much as possible
to simulate a casual home-like environment. Throughout all their interactions the
coordinators used their skills to make participants feel recognized, competent, and
part of the group. As participants developed trust for the motivations and the honesty
of the coordinators, they in turn came to trust the project. In all of the projects in
Case 1, the projects largely succeeded due to the competence and way of being
of the coordinators. The significance of this aspect was not fully revealed in the
evaluations (probably because the coordinators would have been reluctant to ask
about it when conducting the evaluations).

In Case 2, those individuals who worked in collaborative and egalitarian ways,
adopting a power with approach, had quite different outcomes in their schools than
those who tended to take control and work in hierarchical and ‘power over’ ways
(Labonte, 1993). When both the Prevention Coordinator and the school administra-
tors demonstrated a highly empowering orientation, the level of participation in all
aspects of the project was much higher than in schools in which either the Prevention
Coordinator or the school administrators did not demonstrate an empowering way
of being. Furthermore, student experiences of having a say in school governance
were stronger in those schools in which both Prevention Coordinators and adminis-
trators demonstrated a highly empowering orientation. Even in schools in which the
administration did not demonstrate an empowering orientation, the strength of the
Prevention Coordinators’ orientation facilitated a significant degree of participation
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and change. It was in such a school that the students used the survey data to lobby for
changes in student involvement in school governance, and the initiation of programs
and policies to enhance school climate.

Evaluation Methods That Promote Empowerment

In the Case 1, community action projects coordinators are accountable for producing
some kind of change to justify the investment of funds. Without the time or the
experience to explore creative research methods that are congruent with the intent of
the program, there is often an over reliance on pre and post tests. With a vulnerable
population, however, such as the mothers in these programs, the issues are more
serious than achieving methodological congruence. These mothers are in a situation
in which some one is looking over their shoulder (often a social worker) to ensure
that they are doing a good job of keeping their children safe. If they are not, the
evaluation could have negative consequences for the mothers. This has important
implications for participation.

Any evaluation that appears to be testing a program participant’s ability as a
parent is disempowering and regarded with distrust. In addition, these mothers have
not written a test for many years and find them intimidating. Anything involving
paper and pencil looks like a test. In some cases, low literacy is also a limiting factor.
We had to carefully design the evaluation questions for interviews or discussions so
that they did not imply a previous failure in parenting but rather they contributed to
positive reinforcement of their current abilities. In other words, the evaluation had
to serve as part of the intervention.

In a project for mothers with learning difficulties, the coordinator and evalua-
tor looked at two assessment forms. It was clear that one of the tests would likely
make the mothers feel scrutinized and they could feel inadequate after completing
it, whereas the other test was a list of things that a parent might do to make sure
that a child is physically safe in and out of the house. We determined that the list of
safety issues was quite extensive, and the coordinator knew through her interactions
with the mothers that they had already made some of these changes in their homes
to ensure safety. If a mother was able to circle some of the items, this could be
positive reinforcement and allow her to show what she had accomplished toward
making the home environment safer. The other items on the list would be a good
reminder of what remained to be done and thus a part of the intervention. Because
the list was extensive and there was no timeline for doing them, there need not be
a feeling of failure since participants could do these items in the future. While this
was not participatory, it was empowering in that the mothers could identify their
own progress. Others have also observed that active participation is not always nec-
essary to empower or emancipate participants (Themessl-Huber & Grutsch, 2003;
Wallerstein, 2006).

In another project designed to enhance parenting skills, the coordinators and their
staff were very experienced in empowering clients, but this type of work, when done
well, is extremely subtle, almost invisible work. This is the very quality that makes it
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empowering – program participants feel they are achieving goals through their own
hard work since parenting skills were not specifically taught in a formal structure.
Rather, by interacting with the parents while they engaged in routine activities with
their children, the coordinators observed teachable moments and engaged parents
in discussions about options for dealing with their child’s behavior. To the parents
it would appear, not as teaching, but as talking with the coordinator. Given this
subtlety, how then do you evaluate meeting the objectives of the program?

Standard program evaluation questions such as, “What was the most important
thing that you learned in this program?” would get the response: “I didn’t learn
anything, I just had lunch with my child at the program.” Given the context of this
program and the nature of the issues experienced by the women, the evaluation was
designed so that, (a) it would act as a further intervention for learning, and (b) that it
would bring into consciousness (the process Freire (1970) called conscientization)
what they had gained in the program while maintaining their power and reinforcing
their learning.

We decided to use a group format so that the synergistic dynamics of the group
created a kind of collective memory for what had been learned without any one
individual having to take particular ownership of learning anything new and there-
fore acknowledging to the authorities that they didn’t know what they were doing
previously. It also solved the problem of low literacy experienced by some women.
The evaluation consultant, the coordinator and the staff generated the questions.

At the beginning of the group sessions, staff asked participants the evaluation
questions and documented participant feedback on flipchart paper. Each question
was on a separate piece of paper. After each question was asked, discussed, and
documented, participants taped it to the wall in the group room. When discussion of
each question was completed, we taped all of the flipchart paper around the room
while the group took a break for food. Participants were urged to add any thoughts
to the posted questions at any time during the rest of the session. This allowed for
processing and discussion time so that those who may not have had an opportunity
to get their opinions and thoughts on paper had that chance. This process worked
well because (a) it allows parents to demonstrate what they know and therefore
continues the empowerment process, (b) it eliminates the pressure individuals might
feel to demonstrate a change in knowledge and/or behavior, (c) the group process
helps individuals who may have difficulty articulating what they have learned, and
(d) it builds on and summarizes what participants have learned and thus provides an
opportunity for reinforcing key ideas as a closing exercise.

The approaches used with the mothers were not fully participatory but they did
contribute to their sense of accomplishment and therefore were congruent with an
empowering approach. An important learning in the Case 1 projects was that top-
down projects in which participants did not necessarily engage voluntarily or par-
ticipate in early planning could still be empowering through participatory dialogue
and other processes that allowed for personal meaning making.

In Case 2, we previously discussed several of the strategies used to facilitate
participation in the implementation and evaluation of the projects, including the
student survey interpretation, the steering committee, and the planning model. Of
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these, involving students and teachers in interpreting and using the data to facilitate
changes in the school environment was the most empowering of the methods used.
The others might well have resulted in empowerment if greater participation in the
early program decisions had been facilitated. Other than the survey, however, none
of these was as effective in facilitating empowerment among participants as the way
of being of the prevention coordinator.

Marrying Health Promotion Principles and Evaluation:
Lessons from the Field

Throughout this discussion, we have resisted taking a toolbox approach to categoriz-
ing the lessons of our work, despite our desire to be very practical about health pro-
motion. It has been a challenge to synthesize our lessons in a systematic way, in part,
because the complexity of health promotion processes often defies the imposition of
an organizing framework. Nonetheless, we have learned some lessons about facili-
tating participation and empowerment in evaluation and have found some strategies
that work better than others. However, these take the form of generalized principles
rather than concrete tools and they are not rocket science. To many health promoters
and evaluators, they will seem very basic.

As a result of our analysis, we conclude that the nature of participation and the
potential for empowerment in health promotion evaluation, hinge on at least seven
factors that emerged as key themes in our cross-case analysis. In Table 9.3, we
present these seven cross-cutting themes and the elements of those themes for each
of our cases, and following that, we elaborate on those themes.

Nature of the Health Promotion Intervention and Evaluation

Developmental Stage

What is possible in terms of participation, and the potential for empowerment is
contingent on the nature of the health promotion intervention and its evaluation as
well as on the context within which it occurs. A number of key features of the inter-
vention provide both opportunities and constraints for implementing and evaluating
in ways that are sensitive to health promotion principles.

The developmental stage of the intervention is an important consideration. Some
health promotion interventions are already established with clear goals and objec-
tives, best practices identified, and resources in place. In Case 1, project proposals
prescribed the activities and funding was awarded on the assumption that these
activities would be conducted as described. Within the project, participants may
have been treated in a participatory way, nonetheless the course is preset. The rea-
son we do evaluation, in fact, is to identify effective programs and practices that can
be used in other settings with other populations. The potential for participation in
planning and developing the intervention is limited in these circumstances, although
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participation in planning and implementing the evaluation remains a possibility. In
other interventions, such as the school-based project, the process is developmental
and not specified in advance. In this situation, there is considerably more scope for
participating in the entire process.

The developmental stage of the evaluation is also an important factor in defining
what kind of participation is possible. In both cases, early participants had more
opportunities to participate in designing the evaluation than later participants. It is
important to recognize, however, that participation is not static and differs at each
stage. Participation occurs along a continuum such that not all people can participate
in all stages of a project, but all can participate in some stages. Not all participation
can meet the ideals of authentic participation, but many less intensive forms of
participation can have important benefits. Thus, participation needs to be concep-
tualized broadly, but every opportunity must be taken to encourage participation
within the constraints of the intervention and its context.

Scale

The scale of the intervention and evaluation is another factor that influences the
quality and nature of participation and empowerment. In Case 1, the interventions
were small scale community level projects, with small groups of participants. The
potential for participation of a majority of participants and the achievement of
empowerment among those participants is therefore considerable. In Case 2, how-
ever, the project took place at two levels: local and provincial. Multiple sites were
involved with thousands of participants. The potential for a high level of participa-
tion throughout the process is greatly constrained in such circumstances; the nature
of participation and the methods to facilitate it will necessarily look quite different
at the larger system level than they do at the local level.

When it is not possible to involve everyone, we need to find ways to maximize
representativeness of participants and build in mechanisms to ensure input and feed-
back to stakeholders. Representatives must be selected carefully for their ability to
be open, honest, and respectful of diversity. Evaluators should reflect critically on
their own processes and draw on the learning from those reflections to feed it back
into the evaluation. In large scale projects in which full participation is not possible,
decisions about who to focus on for participation can be facilitated first and foremost
by consultation with diverse community members, but also by considering project
goals, values, and theories guiding both the project and its evaluation. Finally, in sit-
uations of non-voluntary participation, careful attention to building trust, developing
supportive, respectful, and honest relationships is paramount.

In health promotion, we are concerned not only about individual health and well-
being, but also about population health. It is therefore important that we use multiple
strategies at multiple levels across multiple sectors in a “whole systems or ecologi-
cal approach” (Springett, 2001, p. 140). This complexity requires interventions that
take place at both local and systems levels and thus present considerable challenges
for achieving effective and authentic participation and engaging in processes that
are truly empowering. In fact, other health promotion principles (i.e., intersectoral
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collaboration and multiple strategies) themselves present constraints to the type of
participation that can occur in any given health promotion program. The premise
of this book, however, is not that evaluation should demonstrate defined types of
participation or empowering strategies, but that evaluators must be sensitive to the
principles. What is meant by being sensitive, likely varies. In both cases, we used a
number of very simple strategies to facilitate participation and empowerment within
the context of these programs. These may not work elsewhere because they may not
fit the situation. What is important is that program staff and evaluators need to be
responsive to the situation. At the same time, the following personal characteristics
are important: leadership, an empowering orientation, respectful and caring relation-
ships, creativity and the ability to be an “animator” (Rahman, 1993). In addition, it is
important to create opportunities for group dialogue, collective action, advocacy and
leadership training (Wallerstein, 2006). Readers who are looking for creative ways
to engage youth can find a number of excellent engagement strategies in a variety
of resources (e.g., Paul & Lefkovitz, 2006), but we believe that we were indeed
sensitive to these principles even though neither participation nor empowerment
was enacted perfectly in our cases.

Power

Power is a central feature in community work of any kind. The word empower-
ment itself is about power. The nature and type of participation in health promotion
evaluation is contingent on the power dynamics in the situation. The influence of
power on participation and empowerment was evident in so many ways in both our
cases. In Case 1, the projects were smaller, local and scheduled as a series of small
groups. In these cases it was easier for the coordinators to develop relationships that
approximated if not wholly achieving equality. The coordinators by virtue of their
expertise in community development work were skilled in facilitation and education
that was participatory. But even their skills could not eliminate the influence of the
greater context of the power of government agencies over some of the participants,
such as the justice system in the case of the youth or the Ministry for Children and
Families in the case of the mothers.

In Case 2, the Prevention Coordinators were actually vulnerable and powerless
in several situations. They often were unable to name issues or speak the truth about
those issues because school administrators did not want to put themselves or their
schools in a bad light. Foucault’s notion of power (Foucault, 1980) is relevant here;
that is, “power relations permeate all levels of social existence and are therefore
to be found operating at every site of social life” (Hall, 2001, p. 77). Everyone is
caught up in the circulation of power and any person may be both an oppressor
and oppressed. The Prevention Coordinators were in a powerful position relative
to students but were themselves vulnerable to the exercise of power by those in
authority in the schools.

One issue of power that emerged related to the question of who defines the
focus for health promotion. Ideally, the community should decide on the issue of
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focus for health promotion and its evaluation. When this is not possible because
of funding requirements, for example, health promoters and evaluators can begin
where the community is at (Nyswander, 1955), working with community-defined
issues, building trust, and through critical dialogue and questioning may ultimately
be able to mobilize the community around the defined issue, but only if this is a
concern that the community agrees is relevant. Without that agreement, the goals of
the project will inevitably be co-opted by the status quo.

There are no simple tools for dealing with power relations. They are complex
and often unacknowledged. We discuss this issue in more detail in the discussion
below, but the most important lesson we learned in our projects was that it is critical
to acknowledge the power differentials, and to work collaboratively to find ways to
minimize inequities arising out of these differences. Again, we do not have an easy
answer, but it boils down to the evaluator or health practitioner’s way of being and
ability to build trust and establish caring and respectful relationships. It is all about
relationships.

Evaluation Methods

Springett (2001) has implied that particular types of methods are more appropriate
than others for evaluating health promotion, in part because they are more likely to
facilitate participation and empowerment. Traditional evaluation approaches (e.g.,
experimental designs, quantitative surveys using standardized measures) are often
characterized as not conducive to the goals of health promotion, perhaps because
they may reinforce the marginalization already experienced by particular population
groups (Springett, 2001).

Although we agree that, in general, this may be true, in our experience, no one
method or approach is appropriate in all circumstances and methods that some
health promotion advocates suggest are inappropriate, may in fact be quite effective.
Our findings suggest that a survey, for example, used well, can be both empow-
ering and participatory, depending on the context, circumstances, and population.
Similarly, Greene (1994) argues that it is not the methods used that are critically
important but rather how they are used. Conversely, some methods, on the face of
it, may appear participatory but are not. This was the situation in Case 1, in which
a tool to measure assets can be assumed to be more empowering than focusing on
deficits, but could potentially have the opposite effect.

Vulnerability

The importance of participation and empowerment and the ways in which these are
facilitated is considerably more important with vulnerable or marginalized popula-
tions than with mainstream groups. Participating in an evaluation can have negative
consequences for vulnerable groups, particularly if they are not always participating
in a completely voluntary way. It is important to be aware that participation in health
promotion programs and their evaluations may actually have negative consequences
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for some participants. This was particularly true in the programs for the mothers in
Case 1. Participation could have been perceived as quite risky by these women when
there is a danger that their responses to evaluation activities have the potential to
result in children being removed from the home. To achieve authentic participation
with vulnerable groups requires painstaking care to develop trusting relationships
and this may take a very long time.

Also important to consider is that the reliability and validity of particular methods
may be compromised when applied to vulnerable populations because of the poten-
tial for negative consequences. A complete understanding is necessary of the ways
in which the evaluation may appear to be testing or judging or otherwise imposing
a set of standards on families or youth who have a history of low self esteem, eco-
nomic disadvantage or who feel they have little self determination. For vulnerable
populations there are many more reasons to distrust anything that appears to be, at
best a research project that will benefit someone else, and at worst an authoritative
critique of their life.

Evaluation as Intervention

In traditional approaches to research, researchers have long recognized that the pro-
cess of measurement can affect the outcome, thus potentially introducing a bias.
They develop sophisticated designs to try to control for measurement effects. In
health promotion evaluation, we do not consider this effect a bias. Rather, we try to
develop evaluation frameworks that allow us to take advantage of the evaluation as
intervention, while also accounting for it in our findings.

As Springett points out, “the boundary between the ‘intervention’ and the social
process or context in which it occurs is often blurred” (Springett, 2001, p. 140).
So too is the boundary between evaluation and intervention. In both of our cases,
aspects of the evaluation influenced some outcomes, and thus were deliberately or
incidentally a part of the intervention. In the School Based Project, the student par-
ticipation in data analysis and interpretation resulted in feelings of empowerment.
This in turn, led to new actions that contributed to changes in the school environ-
ment that were later conducive to the empowerment of other students. Thus, the
original students’ participation became a part of the intervention although not ini-
tially planned that way. In Case 1, evaluation strategies were deliberately designed
to reinforce particular effects thus becoming an ongoing part of the intervention.

Health promotion involves multiple strategies at multiple levels, none of which
occur in a linear way. In fact, from an ecological perspective, there is an ongoing
iterative and reciprocal relationship between the individual (or group), their own and
others’ actions, and the environment. Because there is no clear linear or unidirec-
tional relationship between input and outcome, it makes little sense to worry about
contaminating or biasing the intervention with evaluation measures or processes.

All evaluations have the potential to affect those involved. In health promotion
practice it behooves the practitioner or evaluator to ensure that the evaluation has
a positive effect. Indeed, as illustrated above, there are many opportunities for the
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evaluation to contribute to and enhance the intervention and to further the empower-
ing intentions of the projects. On the other hand, the simplest and most innocuous of
methods may have very negative and unanticipated consequences. Thus, evaluation
is not a neutral process. It has an impact on participants that goes beyond the impact
of the health promotion intervention. The elements of the evaluation that may con-
stitute an important intervention may not be recognized. At times, this intervention
may be desirable, and at other times not, so it is important for evaluators to think
about it and take this into account in the analysis. There is no one way to do this,
and no particular principle that can be named, but critical reflexivity on the part of
the evaluator is essential.

Way of Being of the Practitioner/Evaluator

In most instances, aligning health promotion principles and evaluation starts and
ends with the practitioner’s way of being in the community. It is not about the choice
of methods or tools, but rather it depends on the ability of the practitioner to develop
a way of being that participants experience as authentic. Reason points out that we
“need the support of the community in order to follow a discipline” (Reason, 1994,
p. 40). In other words, without the community we are not able to engage in our
practice of health promotion. Relationships and our way of being in the world are
health promoting.

Conclusion

Through the discussion of the above evaluation issues it should be clear that
health promotion work invariably involves field work. As most practitioners would
attest, field work is exciting and engaging partly because of the many challenges
it presents. One of the greatest challenges is managing the power dynamics. As
described earlier, part of the role of the researcher is to develop the ability of
others to take charge of decisions that affect their lives including the evaluation
processes. Yet the researcher has to serve the double purpose of being responsible
for empowering practices while serving the larger goal of producing relevant knowl-
edge for many stakeholders (e.g., funders, community members, staff, the scientific
community).

We have tried to illustrate that there are appropriate and non-appropriate
approaches to evaluating health promotion but we would also argue that this is
not a simple dichotomy. For us the most important issue is the vulnerability of the
population with whom one is conducting the evaluation and that appropriateness
refers more to the process of how it is conducted rather than a specific method. A
researcher with the ability to be creative and flexible is able to adapt what might
appear to be non-participatory methods into collaborative tools and to use the pro-
cess as a means of empowerment. We make the exception for methods such as
randomized control trials but these are not usually part of the tool kit of health
promotion evaluators. Conversely, a researcher can inadvertently introduce disem-
powering practices into participatory approaches.
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We do, however, want to emphasize the importance of a participatory and
empowering approach. For researchers/evaluators the consequences of a flawed
research design are far less than for those with whom we are collaborating. The
evaluation takes place in the lived space (Bollnow, 1961) of community members.
This lived space encompasses social, historical, past and future relationships. For
the evaluator, the evaluation is a point in time whereas for the community members
there may be grim consequences for being involved that profoundly affect their
future. In Case 1, the process or the results of the evaluation could have resulted
in mothers losing the custody of their children; in Case 2 the coordinators could
have lost their jobs. It is not a distant activity for them but rather a living through
something that teaches them something about themselves and their world in such a
way as to alter their understanding about themselves (Kugelman, 2004).

What we have described as the evaluator’s or the coordinator’s way of being in
the community encompasses a consciousness of all the contingencies in the con-
text of the participants’ lives as well as an awareness of the cultural locatedness of
our theories and methods (Murray, 2004). In the same way that health promotion
principles guide us to consider the social and economic conditions of health, our
evaluation theories and practices should lead us to engage with community members
to understand how these conditions manifest themselves in their everyday lives and
how we can develop preventative practices together. Stam has written that communi-
ties in need of preventative practices are “real consumers of knowledge and care but
also crucibles of wisdom and knowledge” (Stam, 2004, p. 28), but if that knowledge
is to be harnessed it will not be along the lines of some universal functional model
far removed from the community members’ experience.

A lack of congruence between health promotion principles and evaluation prac-
tices not only is methodologically unsound, but also approaches unethical conduct
given the potential for residual negative effects left in the researcher’s wake. In
addition, it is clear from the examples in the two cases described above that in those
situations where there was greater congruence between principles and practice there
was better data. Thus, not only are ethical principles at stake but also better science.
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Chapter 10
Formative Evaluation and Community
Empowerment Among American Indian/Alaska
Natives

C. June Strickland, Felicia Hodge, and Lillian Tom-Orme

While reports on progress in achieving Healthy People 2010 objectives show minor
decreases in some areas for American Indian and Alaska Native (AI/AN) popula-
tions, significant disparities still remain in chronic disease prevention/management
such as mental health concerns (youth suicide and domestic violence), cancer,
and diabetes (Casper et al., 2005; CDC, 2003; Edwards, 2001; Robin, Chester,
Rasmussen, Jaranson, & Goldman, 1997; Strickland, 1997; Swan and Edwards,
2003). The burden of health disparities is especially heavy for AI/AN populations
according to the Centers for Disease Control and Prevention (CDC, 2003). In this
discussion, we will focus on our research in priority areas among AI/AN populations
such as suicide prevention, cancer prevention and diabetes. Our aim is to highlight
the importance of formative evaluation and qualitative approaches such as feasibility
studies and focus groups combined with community based participatory research
(CBPR) in laying the foundation for successful outcome and impact research that
builds community capacity. Such approaches in health promotion evaluation are
deemed crucial in balancing power, assuring culturally appropriate work to address
community needs, and in addressing health inequalities in work with vulnerable
populations.

Formative Evaluation, Cultural Appropriateness
and Empowerment

In the behavioral sciences it is well recognized that evaluation may be both for-
mative/process oriented and summative that includes both outcome and impact
(Anderson & McFarlane, 2004; Butterfoss, Francisco, & Capwell, 2001; Williams,
Belle, Houston, Haire-Joshu, Auslander, 2001; Lafferty & Mahoney, 2003). Green
and Lewis (1986) note that the term, formative evaluation, “refers to the provi-
sion of short-loop diagnostic feedback about the quality and implementation of
and immediate response to – methods, activities, or programs” (p. 27). Windsor,
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Baranowski, Clark, and Cutter (1984) distinguish between formative and process
evaluation and suggest that formative evaluation produces information during the
developmental stages of a health education program and that process evaluation
provides information during the implementation. Both Green and Lewis (1986) and
Windsor, (1984) note that focus groups, and pilot studies, pre-testing and seeking
feedback through observations, participant observation and interviews with those
involved in program implementation are all research methods that are a part of for-
mative and process evaluation strategies. Formative and process evaluation focus
on the work in progress and seek to answer questions about how appropriate the
materials are for the intended population in the intervention, management issues in
terms of the utilization and training of key personnel, the process of implementation,
details such as the size and shape of the room, time allotted for activities, to name
a few (Anderson & McFarlane, 2004; Butterfoss et al., 2001; Williams et al., 2001;
Lafferty & Mahoney, 2003).

Huff and Kline (1999) note that the selection of an appropriate evaluation
approach in Native Communities is dependent on a number of factors such as the
stakeholders’ concerns, the potential use of the information, the epistemological
framework, the values that guide the work, and most importantly, the Native com-
munity perspectives on all these issues. In this discussion, we will highlight our
work in formative and process evaluation and provide illustrations of evaluation
that has provided the foundation for more culturally appropriate intervention design
and that has also contributed to community empowerment.

Cultural appropriateness is crucial in successful health promotion programs
in Native communities and formative evaluation is key to the design of cultur-
ally appropriate interventions. Stanhope and Lancaster (2002) suggest that cultural
appropriateness in community health means that care is designed for the specific
client, family, or community based on an understanding of cultural norms and val-
ues and supports empowerment. Likewise Clark (2006) speaks of the importance
of cultural appropriateness in community health work and cautions against cul-
tural stereotyping that may occur with individuals, families, and groups. Strickland,
Squeoch and Chrisman (1999) provide an example of what it means to be culturally
appropriate in one Native community in their publication on the Wa’Shat Longhouse
practices and the relation to cancer prevention intervention among Yakama Indian
women. Formative evaluation, including the use of focus groups provided needed
information about social interactions and normative behaviors that were crucial in
intervention design.

Evaluation Practices to Enhance Culturally Appropriate
Interventions and Community Empowerment

In this discussion, we will consider research that falls into the category of formative
and process evaluation that enhances cultural appropriateness, lays the foundation
for more successful intervention design and outcome evaluation with Indian people,
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and supports community empowerment. Included in this discussion are feasibility
efforts and focus group work in which community-based participatory research
methods and/or philosophy were also employed to enhance community voice. In
some study examples, multiple approaches were employed. In all we emphasize the
importance of involving the community and the importance of community-based
participatory research. We will also show how the formative evaluation approaches
have led to successful outcome evaluation research.

Feasibility Pilot Research

Feasibility research aims to address practical issues in program implementation
and thus is considered a formative evaluation method (Creswell, 1994; Mitchell
& Jolly, 1992). In feasibility efforts, the researcher aims to answer crucial ques-
tions about the potential for implementing an intervention and formulated in terms
of recruitment, personnel needed and preparation of personnel, appropriateness of
materials, and outcome instruments and measurements (Creswell, 1994). The fol-
lowing example of research in suicide prevention provides greater understanding of
the importance of feasibility pilot efforts.

In a five year National Institute of Nursing Research (NINR) funded research
effort (Strickland, 2002), the goal was to determine the feasibility of implementing
two intervention approaches to reduce AI/AN youth suicide risk and to gain insights
into the cultural context in which suicide risk occurs. The study involved both qual-
itative and quantitative methods; both interventions examined had been found to be
efficacious in reducing suicide risk among non-Indian populations.

In the first phase of the study, efforts were directed toward gaining understanding
of the implementation issues in a six-week education program to provide coping and
skills training through the Coping and Skills Training Program (CAST). The study
was conducted in a rural reservation community in the Pacific Northwest; the tribe
wanted the program to be conducted in tribal facilities in the community rather than
the schools and aimed to provide transportation for students to attend. In this pilot
evaluation effort, that took place over a three-month period, extensive observation
field notes were taken (Burgess, 1999; Sajik, 1990). Research efforts were focused
on formative evaluation in the examination of feasibility implementation issues such
as recruitment, the cost in time, travel, and potential adjustments in the curriculum
that might be needed to make it culturally appropriate.

The first obstacle encountered was recruitment. The screening risk survey instru-
ment did not seem to work well. In one month, only 20 students were identified
as being eligible to begin the program. It was recognized that we could reach all
our potential pool and not be able to pilot another phase of the program, the indi-
vidual counseling program. It was decided that we would proceed with only six
students to implement the group education program. The next obstacle encountered
was transportation. The tribe had thought that it would be able to transport students
from over a 40-mile distance to the program each week. In reality, we had to drive
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about one and one-half hours to the reservation and then devote another one to
two hours driving to locate and get students to the program. The cost in time and
travel was extensive. The program was to be implemented each week for a six-week
period; on several occasions, it was not possible to offer the program as planned
due to a community event that superceded the program. For example, a death in the
community resulted in all programs being closed. It was possible to complete the
six-week program but not in six weeks. Another problem encountered was program
participants. In one case, one of the students who had screened in as eligible for
the intervention attended about half of the sessions; his mother sent another brother,
who was younger and who had never been screened into the program, for about half
of the sessions. It would have been culturally inappropriate to turn this young man
away and thus we were only able to track data on five of the six young people in
the program. Yet another obstacle was the curriculum. While most sessions worked
well, one in particular that was designed to address coping with anger and commu-
nications in personal interactions did not. In this session, when students were asked
to discuss situations that made them angry, they focused on racism and intergenera-
tional pain. For example, one student stated: “I’m pissed as hell with the rape of our
land.” The coping training was not designed to address intergenerational pain and
anger.

From this formative evaluation, it was determined that the travel costs, difficul-
ties in staying on schedule, and obtaining adequate numbers to conduct outcome
evaluation were major obstacles to implementation of this intervention in this com-
munity and revisions would be needed in the CAST program to make it more cul-
turally appropriate. We decided to focus on the individual intervention counseling
instead.

The intervention counseling took place in schools near the reservation in a
Pacific Northwest Indian community during the regular school year. In this work,
we achieved over a 95% recruitment and retention rate (Strickland, 2002) and were
indeed able to collect sufficient data to measure outcomes. A few minor adjustments
were made where there was flexibility in the protocol to make it more culturally
appropriate. In this respect, rather than making telephone calls to families of youth
found to be at high suicide risk, home visits were made; the message about the
risk was reframed in a positive way to prevent bringing the spirit of suicide into
the community and the word “suicide” was never used in the program title. This
intervention built on previous formative evaluation and emphasized community val-
ues in that youth became committed to helping other youth and their community.
Culturally appropriate community recognition and ceremonies were provided for
these youth who participated in the program.

Focus Groups and Community-Based Participatory Research

As an introduction to the discussion of focus groups and CBPR work, let us first
consider the cultural issues in implementing focus groups with Indian people and
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the key concepts in CBPR. This will be followed by examples of evaluation research
in which multiple methods were used including focus groups and CBPR. It is
important to recognize that conducting focus groups in an Indian community is
very different from work in non-Native communities. From many years of conduct-
ing focus groups among Indian people in the Pacific Northwest, Strickland (1999)
suggests that the researcher should be mindful of the level of acculturation and
communication patterns of the group to be involved in a focus group, and that
the guidelines for conducting focus groups may have to be modified. She found
among the Indian people of the Pacific Northwest that it was important to allocate
three to four hours for the focus group work and to have ample food and gifts.
Time needed to be allocated to allow the community to respond in a Talking Circle
fashion in which each individual speaks. It was possible to tape record the work
but the tape recorder needed to be kept going throughout the work. After a Talking
Circle pattern of communication, refreshments were provided, and after eating the
groups engaged in an interactive discussion of the questions. Strickland (1999) also
noted that participants may not respond directly to the questions asked but rather
respond to what is triggered by the questions. Demanding that everyone speak can
be culturally inappropriate. More traditional elders may need to be invited to partic-
ipate in several focus groups before they will speak. In her work, Strickland (1999)
also found that time also needed to be allocated at the end of the work for elders
to speak if he or she felt inclined. Since almost everyone in the tribal communities
was related, it was not reasonable or possible to hold to the recommendation that
participants not be related. While these findings may apply to only the populations
of Indian people in the Pacific Northwest, these findings serve to raise the awareness
of the importance of designing focus group work to be culturally appropriate.

Community-based participatory research (CBPR) has become recognized as cru-
cial to the assurance of the involvement of the community in research, addressing
primary community issues, and balancing inequities in power in addressing the con-
cerns of vulnerable populations (Strickland et al., 1997; Strickland, 2005, 2006).
Key elements include the following: (a) involvement of the people in the iden-
tification of the research question; (b) creation of a stable decision-making team
based in the community; (c) shared funding with the community; (d) involvement
of the community in all phases of the study from identification of the need to imple-
mentation, data analysis and disseminations; and (e) community capacity building
(Reason, 1994; Strickland, 2006; Stringer, 1996). CBPR may be a research method
or a philosophical underpinning (Reason, 1994; Stringer, 1996). In either case,
involvement of the community, community capacity building and empowerment
is enhanced with CBPR. The following examples, drawn from cancer prevention
evaluation efforts with Native people, in which CBPR has been combined with
focus groups and feasibility efforts, illustrates the strengths of combining CBPR
with formative evaluation to enhance community empowerment and also contribute
to the design of culturally appropriate approaches that have an impact.

In work in cancer prevention screening, Strickland (2003, 2005) and Hodge &
Stubbs (1999) provide insights into the use of formative evaluation to lay the foun-
dation for translating theory into the design of culturally appropriate interventions.
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Involving the community in the intervention design through the use of CBPR, the
use of focus groups, and pilot formative evaluation feasibility work was found to be
crucial.

Strickland (2003, 2005) invested a number of years in adapting a clinical trial that
had been found to be efficacious in influencing women to conduct breast self-exam
(Strickland, 1997) and expanded it to include cervical cancer screening from other
research in which it was found important to offer women’s health programs rather
than just breast or cervical cancer screening education (Strickland, 1997). Funding
was obtained initially from the University of Washington School of Nursing to sup-
port the CBPR planning team, to conduct focus groups over a one-year period, and
to develop the protocol and identify culturally appropriate approaches and materials.
Additional funding was obtained from IESUS (Institute for Ethnic Studies in the
United States) to conduct a pilot study (Strickland, 2005). This was a community-
based participatory study that focused on feasibility issues and employed focus
groups as well.

In this work, a community-based planning group was established. This group
included health providers in the tribal clinic, the health administration, commu-
nity health nurses and community health representatives (CHRs), a member of the
records department, a research assistant member of the community, representatives
of the population to be involved in the study, and the American Indian Outreach
Coordinator for the Pacific Northwest Cancer Information Service. Some meetings
were also held with community elders to gather their perspectives on the popula-
tion to be involved in the study and procedures for implementation. The research
assistant, a Native member of the community, was oriented to the study and trained
to obtain consent forms, conduct interviews, and recruit study participants. She
also supported the facilitation of the focus group work. Meetings were held with
the CBPR planning team almost monthly during the study. The tribal council had
approved the study through a tribal resolution as well as the Institutional Review
Board. Procedures for dissemination of results were developed with the health
administration.

Community based participatory research often leads to work in identifying and
obtaining funding from a number of resources to address tribal needs and thus the
relationship may span a number of studies. One example of a cultural adaptation
drawn from this study (Strickland, 2003, 2005) provides greater understanding of
how formative evaluation can contribute to the design of more culturally appropri-
ate interventions. In previous research (Strickland, 1997), it was recognized that
commitment to do breast self-examination had a positive and significant impact on
engaging in the practice among non-Native people. This was achieved by having
study participants sign a written contract. When this was discussed in the planning
team and in focus group work with the tribal community (Strickland, 2003, 2005),
the community suggested that it would be more appropriate to have the study par-
ticipants stand and pledge to the community and the grandmothers that they would
engage in the practice. In this community, written contracts held little value; the
spoken word and commitment to the people and the elders held more value.
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Much like the suicide prevention work, in this cancer prevention work, through
the use of focus groups, we were able to identify the population to be included in
the intervention, the appropriate materials to use in the education effort, and issues
in implementation. In work with the CBPR planning team, we were able to identify
recruitment issues, additional training needs of tribal research assistants in collect-
ing data, and costs that had not been anticipated.

Hodge & Stubbs (1999) conducted intervention research to address healthy
lifestyle behaviors related to cancer prevention and illustrate the complexities and
commitment needed to adapt behavioral science theories in Indian communities.
Their work illustrates well the importance of formative evaluation and feasibility
efforts to design culturally appropriate interventions. Hodge, Pasqua, Marquez and
Geishirt-Cantrell (2002) demonstrates the use of traditional approaches of commu-
nication and learning, such as story telling and other oral traditions that can be of
significance for use in intervention projects. Using the Talking Circle as a method
of communication and support in a cervical cancer screening project, Hodge &
Stubbs (1999) found that American Indian women do not necessarily adopt positive
health behaviors for themselves unless the behaviors are linked with concerns for
the family and modeling the positive behaviors in the community.

Hodge’s work in California (Wellness Circle, NINR 1997–2003) illustrates the
investment needed to assure culturally appropriate outcome evaluation instrumen-
tation and further illustrates the value of the Talking Circle as formative evaluation
in intervention design. In this effort, she reports on the cultural constructs of well-
ness in an environment of high risk behaviors. Employing Talking Circles among
Native groups at 13 rural reservation sites (N = 403) allowed for an increased dia-
logue in a non-threatening environment (Wellness Circles, NINR 1997–2003). This
approach further facilitated communications among group members and encouraged
the adoption of healthy lifestyle recommendations. The intervention curriculum
merged knowledge of health risk, healthy lifestyles, and traditional illness beliefs
in a manner that encouraged thoughtful consideration of illness and wellness in
American Indian culture. In addition, it served to empower members by facilitating
self-help approaches to wellness.

In yet another study, Hodge & Stubbs (1999) evaluated the efficacy of culturally
appropriate psychosocial counseling and support intervention on adherence to cervi-
cal cancer screening and follow-up recommendations for American Indian women.
This study validated self-reported screening behaviors through data abstraction.
Staff were trained to conduct data abstraction. An easy to use abstraction form was
developed for this difficult task. The intervention, which involved a series of group
support meetings coupled with story telling, reinforced the preventive measures of
cancer screening and proved to be successful. This resulted in a significant pre-test
to post-test improvement (p = .0001) in the areas of knowledge, attitudes, and prac-
tices (Pap smears) compared to control groups.

From her research and extensive familiarity with the research literature in can-
cer prevention, Hodge suggests that it is important to test and implement specific
evidence based practices (modified for cultural appropriateness) and that such pro-
tocols need to be integrated into the routine clinical care at large American Indian
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hospitals, health centers and related reservation based satellites. She notes that as
a “new” illness, cancer has only recently begun to receive recognition as a health
problem requiring intervention among American Indians.

Tom-Orme (1988, 1994) has devoted much of her career to diabetes research
in AI/AN communities. Her perspectives and research work further illustrate the
importance of involving the community, designing programs that are useful for the
community, and complexities in undertaking research in Indian communities that is
aimed at addressing outcome and impact evaluation. Her work also illustrates the
importance of formative evaluation in the design of appropriate interventions.

Tom-Orme notes that any research conducted in an AI/AN community must
be approved by a locally sanctioned tribal group or committee. Some of these
review bodies may be formal institutional review boards, while others are com-
posed of the tribal health boards or a designated committee. Because health related
research in AI/AN communities is ubiquitous and tribal or local community con-
cerns are not always represented, American Indian and Alaska Native communities
have begun to request that intervention research be planned jointly with the local
people. An AI/AN Tribal Health Research Advisory Council is currently being
formed through the Department of Health and Human Services in accordance with
the government-to-government relationship (personal communications, C. Grim,
4/24/06). This Council aims to achieve the following: (a.) obtain input from tribal
leaders on health research priorities; (b.) provide a forum where agencies can coor-
dinate their research activities; and (c.) provide a forum to disseminate informa-
tion about AI/AN research. Culturally competent health promotion research and
interventions are considered to be of utmost importance to AI/AN populations if
disparities in chronic disease and mental health are to be addressed and decreased.

From her work, Tom-Orme recognizes that funding agencies may be most often
interested in data-driven outcome evaluation research but tribal communities prefer
a combination of both qualitative and quantitative research methods that provide
direct service to the community as it is being implemented. In addition, from her
experience, Tom-Orme recognizes that tribes want intervention research instead of
more studies that describe the increasing rates of disease. Of particular interest are
those studies that emphasize health protectors and traditional methods that promote
health.

Hodge’s work in diabetes research also illustrates the importance of involving
the community and utilizing culturally appropriate approaches in research (Hodge
& Geishirt-Cantrell, 2005). Involving the community assures a flow of information
and feedback evaluation that contributes to more culturally appropriate interven-
tions and meaningful outcome evaluation. In a study of diabetes among the Sioux
and Winnebago of South Dakota and Nebraska, she evaluated the impact of peer
educators in the provision of health education sessions with adults who had diabetes
(Hodge, Welty, DeCora, & Geishirt-Cantrell, 2003). Peer facilitators were found to
be instrumental in providing education information in rural, isolated communities.
Culturally appropriate education materials were designed to provide accurate infor-
mation on diabetes, nutrition, and the importance of exercise in a group support
model. These materials also promoted healthy lifestyles at the individual, family,
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and community levels. The intervention resulted in significant reductions in fatal-
istic attitudes about diabetes prevention, onset, treatment, and control (Hodge &
Geishirt-Cantrell, 2005).

In discussing some of the research in which she is involved, Tom-Orme provides
information about the Education and Research Towards Health (EARTH) study and
provides an example of outcome evaluation that was based on previous formative
work that formed the foundation for the intervention. She suggests that the national
prospective cohort study called EARTH is an excellent example of research that
involved the community from the ground up. In this study, a touch screen comput-
erized questionnaire is used to collect self-reported evaluation data on diet, physical
activity, health and lifestyle, history of disease, and medications. At the end of the
study visit, participants receive immediate feedback about how they reported their
health-related activities in the questionnaire and from lab tests. The participants
receive either a congratulatory note or suggestions on needed lifestyle changes. This
approach provides immediate feedback information to participants and is being well
received. As an etiology study, it will also provide information on impact and out-
comes as well as describe the process of implementation and participant satisfaction.
As a cohort and prospective study, this work will also supply current data to provide
to the participating tribes for immediate use in health planning.

In the EARTH study (Slattery et al., 2006), it was found that about 11% of the
study participants from this Southwest tribe spoke only the Native language and
60% spoke both English and the Native language in the home. Thus language was
recognized as an important issue in intervention design. In this work, it became
necessary to translate the study questionnaire to the local language so that questions
could be better understood and thus higher quality data obtained.

Conclusion

In these formative evaluation research efforts in suicide prevention, cancer pre-
vention and diabetes, one may see that formative evaluation is crucial in success-
ful intervention design in work with Native communities. Formative evaluation in
which the community is involved, Community-based Participatory Research, focus
groups to make cultural adaptations, and pilot feasibility efforts are all important
parts of the formative evaluation process and provide much needed information
before embarking on full-scale intervention outcome evaluation. These efforts allow
the researcher to address issues such as recruitment, the translation of the theory to
culturally appropriate interventions, and the design of culturally appropriate instru-
ments for the collection of baseline and follow-up data. While such efforts require
considerable researcher time, travel, and expense to develop and implement, one
may see that investing in laying this foundation is crucial to the design of inter-
ventions that will result in adequate recruitment of participants in interventions, the
design of culturally appropriate assessment instruments and interventions, and ulti-
mately success in outcome/impact evaluations. Such approaches also enhance com-
munity capacity and empower communities to address their own health concerns.
Community members are involved in the decision-making in CBPR planning groups
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and focus groups, and are hired to conduct interviews and facilitate focus group
work. The costs to conduct extensive formative evaluation can be a major barrier if
researchers do not have adequate institutional support, funding, and structures that
reward such efforts.

From these efforts we have learned the following lessons: (a) do conduct pilot
feasibility studies (formative evaluation) in trying to adapt intervention protocols
in AI/AN communities that have been found to be efficacious in other populations;
(b) do follow the tribal rules and regulations about all approvals for evaluations;
(c) do work with key informants from the community and learn about cultural
values, issues, systems, structures, and daily life in conducting research in tribal
communities; (d) do work with CBPR planning teams and hire and train personnel
from the community to support implementation; (e) do expect to make changes in
instruments, language, procedures, etc.; (f) do recognize that there are different pat-
terns of communications in groups in AI/AN communities and that has an effect on
research methods and data collection. In this work we have learned the importance
of involving the community through CBPR planning teams, building on cultural
patterns of communication in the design of culturally appropriate instruments and
intervention approaches, and the importance of formative evaluation in addressing
key implementation issues. We also recognize that investment in extensive formative
evaluation research is costly in time, resources, and sometimes requires extensive
travel to remote tribal communities. Funding to sustain community planning groups
between grants and academic institutional support is crucial to this effort.

In this discussion, we have focused primarily on formative/process evaluation
and provided examples of feasibility studies, focus group work, and community-
based participatory research in American Indian communities. In so doing we have
shown the importance of formative research to the design of more culturally appro-
priate outcome evaluation work. We have also shown the importance of forma-
tive evaluation approaches in building community capacity, balancing power, and
including the community in the decision-making process.

By providing examples from our research in major areas of concern such as sui-
cide prevention, cancer prevention, and diabetes, we have highlighted the lessons
learned and recognized challenges and barriers to this work such as time, travel,
funding, and institutional support, but have also shown that investment in formative
evaluation and qualitative methods provides the important foundation for success-
ful interventions. Greatly needed is support for continued formative evaluation and
qualitative approaches to design culturally appropriate interventions that involve and
empower the people and address the major areas of health concern such as mental
health, cancer prevention, and diabetes.
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Chapter 11
Intersectoral Approaches to Health Promotion
in Cities

Nicholas Freudenberg

The health problems facing the world today increasingly require complex solutions
in which public health interventions must work across sectors and levels of orga-
nization. Cities – where two-thirds of the global population is expected to live by
2030 – especially face challenging health conditions like cardiovascular disease,
diabetes, obesity, avian flu, infant mortality, and depression and social conditions
like concentrated poverty, rising inequality, and declining public infrastructures.
These problems demand that effective health promotion measures must integrate
efforts within the health care, education, environmental protection, housing, nutri-
tion and economic development sectors.

In this chapter, I will examine intersectoral approaches to health promotion,
describe the rationale and characteristics of this strategy, and then examine the
strategies used to evaluate intersectoral work and the methodological and organiza-
tional challenges to evaluation that this approach poses. I define intersectoral health
promotion interventions as organized activities that seek to improve well-being by
influencing multiple determinants of complex health problems that operate across
sectors and levels of organization (WHO, 1986a, 1997). Sectors are functional areas
such as education, employment and health care; levels describe hierarchical are-
nas of social interaction such as individuals, families, communities and jurisdic-
tions. Intersectoral interventions seek to make changes in different systems in order
to achieve defined public health goals. These goals can address one or multiple
health problems. In some cases the health outcomes of intersectoral interventions
are unintended or secondary benefits of initiatives designed to achieve economic,
educational or other goals.

Planners and implementers of intersectoral interventions need to appreciate the
unique challenges their approach poses to evaluation while evaluators need to
grasp the contextual influences on implementation if they are to design valid,
implementable and policy-relevant evaluation studies. Since successful evaluation
requires practitioners and evaluators to find a common language so they can collab-
orate, this chapter is addressed to both.

N. Freudenberg
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Even though intersectoral work is used in both urban and non-urban settings,
this chapter focuses on examples from cities because so many people already live
in cities, rapid urbanization is further concentrating the world’s population in urban
areas, and because urban complexity creates unique opportunities and challenges
for both implementation and evaluation of this approach.

Complexity is evaluators’ greatest challenge – if interventions had only a few
dimensions, influenced only a single outcome, and operated in uniform and easily
described environments, the job of evaluators would be easy. Intersectoral health
promotion in cities presents complexity on every front. Thus, understanding the
contextual variables that influence cities and intersectoral interventions becomes
an evaluator’s first task, a prerequisite for solving the more familiar tasks of
choosing outcomes, designing evaluation studies, collecting data and interpreting
findings.

History of Intersectoral Health Promotion

Just as evaluators need to understand the dynamic spatial characteristics of the
settings in which they work, so too must they appreciate the temporal changes
in the types of interventions they evaluate. After World War II, the dominant
approach to international public health became large-scale categorical campaigns
that targeted specific diseases (Commission on Social Determinants of Health,
2007). The successful campaign to eliminate small pox and the failed efforts to
eradicate malaria illustrate this model (Litsios, 1997). In the 1960s and 1970s, in
part in response to these top-down single sector approaches, other more grass-
roots, community-based and intersectoral models emerged in the developed and
developing worlds. These new approaches emphasized health education and dis-
ease prevention and targeted changes in social conditions as well as medical care
(Commission on Social Determinants of Health, 2007). In 1976, Halfdan Mahler,
then Director-General of WHO, proposed the goal of “Health for All by the year
2000”. “Health for all,” he said, “implies the removal of obstacles to health – the
elimination of malnutrition, ignorance, contaminated drinking water and unhygienic
housing – quite as much as it does the solution of purely medial problems” (Mahler,
1981).

Two international health conferences crystallized the themes in this new approach
that played out in the 1980s. The 1978 International Conference on Primary Health
Care in Alma Alta declared that primary health care should be the foundation of
health systems and that health work had to be fully integrated with other efforts
to improve living conditions (Cueto, 2004; WHO/UNICEF, 1978). In 1986, the
First International Conference on Health Promotion formulated the Ottawa Charter
for Health Promotion, which identified key perquisites for health: peace, shelter,
education, food, income, a stable eco-system, sustainable resources, social justice
and equity (WHO, 1986b). The charter defined health promotion as “the process
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of enabling people to increase control over, and to improve their health.” The key
activities for health promotion were to build healthy public policy, create sup-
portive environments, strengthen community action, develop personal skills, and
reorient health services (WHO, 1986b). Implicit in the Ottawa Charter’s broad
scope was an understanding that successful action required collaboration across
sectors and among various constituencies including government, the private sec-
tors, nonprofits and grassroots organizations (Commission on Social Determinants
of Health, 2007).

In the 1990s, the ambitious vision and mission embodied in the goal of Health
for All and the statements from the Alma Alta and the Ottawa meetings confronted
what came to be known as the Washington Consensus or neoliberalism (Coburn,
2000). In this view, liberalization of restrictions on the free market was the best
strategy for economic development and social improvement. Its chief proponents
were the United States government, the World Bank and the International Mone-
tary Fund. By promoting free trade, removing restrictions on the flow of capital,
privatizing health and social services and reducing government regulation, neolib-
erals believed that any short-term pain these strategies imposed would contribute to
long-term gains. While neoliberalism also advocated an intersectoral approach, it
was business rather than government that took the lead and the goal of coordinated
planning was to reduce rather than enhance public sector participation in key policy
decisions. This difference between the bottom-up approach to intersectoral health
promotion implied in “health for all” and the top-down, business-directed approach
of neoliberalism continues to divide advocates of intersectoralism.

In the current decade, critics of neoliberalism charge that it undermined rather
than supported improved well-being, enhanced inequality and hurt the most disad-
vantaged groups such as women and children most (de la Barra, 2006). In response
to these criticisms, several international organizations proposed a new focus on
poverty reduction as a key goal. In this view, concerted but narrowly focused global
action was needed to overcome the limitations of the market in solving social and
problems. The Millennium Development Goals (MDG) are an example of this
approach (United Nations, 2007). They propose eight cross-cutting goals aimed
at poverty and hunger, universal primary education, gender equality, child mor-
tality, maternal health, HIV/AIDS and other diseases, environmental sustainabil-
ity, and global partnership for development (United Nations, 2007). By choosing
targeted goals, emphasizing global and national action, and focusing on reducing
poverty rather than inequality, the MDGs represent a new focal point for inter-
sectoral health promotion. How frontline and national public health profession-
als locate health promotion initiatives within the context of MDGs and how they
respond to the progressive critics of the top-down MDG approach will play an
important role in shaping the future of intersectoral health promotion in the current
period.

What is the implication of this history for evaluators? In health promotion, as
in other fields, defining outcomes of interest is always a political as well as a sci-
entific task. The changing views on the goals and scope of health promotion in
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the last several decades demonstrate that broader global forces shape the context in
which interventions are constructed, implemented and evaluated. An evaluator who
is unaware of the meaning of a specific project’s goals, activities and outcomes to
the various stakeholders (e.g., international funders, national public health officials,
municipal leaders, local residents) is ill equipped to carry out a valid and policy-
relevant evaluation.

Significance of Intersectoral Health Promotion

Intersectoral health promotion has the potential to contribute to solving a wide
range of health problems. This approach is particularly useful for addressing prob-
lems whose causes or consequences manifest themselves in different sectors (e.g.,
the impact of air pollution on respiratory health). It is useful for addressing what
have been called “wicked problems” (Rittel & Webber, 1973) that are resistant to
solution with categorical interventions. However, even relatively straightforward
(at least conceptually) medical problems like getting antiretroviral or tuberculo-
sis medications to those who need them may require interventions that address
health care, water, housing, transportation, international commerce, and employ-
ment sectors.

The case for intersectoral approaches to health promotion can be found within
several theoretical and conceptual frameworks. Systems theories hold that a sys-
tem as a whole is an appropriate object of study and that change at one level
or in one sector requires understanding of the system itself in order to achieve
desired results and avoid unintended consequences (von Bertalanffy, 1968). Eco-
logical models of health promotion emphasize the importance of considering differ-
ent levels of influence and their interactive effects on health (Green, Richard, &
Potvin, 1996; Richard, Potvin, Kishchuk, Prlic, & Green, 1996; Stokols, 1996).
Scholarship on social determinants of health posits that social conditions influ-
ence multiple health and social outcomes and that underlying social structures
often serve as the fundamental cause of prevalent inequities in population health
(Link & Phelan, 1995; Marmot & Wilkinson, 1999; Tarlov, 1996). Advocates for
intersectoral approaches emphasize their desire to address these deeper causes. For
example, the Milan Declaration on Healthy Cities (1990), adopted by the European
Healthy Cities projects, stated: “We pledge our political support for the strengthen-
ing of intersectoral action on the broader determinants of health and for exploring
with our city councils or other city authorities ways to make health and environ-
mental impact assessment part of all urban planning decisions, policies and pro-
grammes.” Recent interest in reducing or eliminating disparities in health provides
additional support for intersectoral approaches since achieving this goal will require
actions at multiple levels of organization and across diverse sectors (Satcher &
Rust, 2006).

Solving complex problems often require the participation of those constituen-
cies who are affected by the problem. Intersectoral approaches bring these parties
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together and engage them in a process of forging solutions that address the diverse
perspectives. As the Athens Declaration for Healthy Cities (1998) put it: “Health
is promoted most effectively when agencies from many sectors work together and
learn from each other. Health is everyone’s business. We pledge our political support
for unlocking the health potential of all stakeholders in our cities’ future, includ-
ing the specific needs of men, women, children, and minority populations” (Athens
Agenda for Healthy Cities, 1998).

Public health interventionists recognize participation as a characteristic of effec-
tive programs (Israel, Eng, Schultz, & Parker, 2005) and good governance as
a prerequisite for such participation (Jeffrey, 2006). Reviews on coalitions and
partnerships suggest strategies for building intersectoral alliances for action and
the renewed interest in community-based participatory research offers methods of
engaging a variety of relevant stakeholders in the planning, implementation and
evaluation of intersectoral interventions (Butterfoss, 2006; Fear & Barnett, 2003;
Israel et al., 2005; Minkler & Wallerstein, 2003).

Sustainable development is another field that can contribute insights into consid-
ering the long-term consequences of intersectoral work and into the task of scaling
up interventions (von Schirnding, 2005). For evaluators, the theoretical foundations
of a specific intersectoral interventions can inform the development of logic mod-
els (Lafferty & Mahoney, 2003), theories of change (Connell, Kubisch, Schorr &
Weiss, 1995), or “grounded theories” (Glaser & Strauss, 1967) that can serve as a
framework for the design of evaluations.

Characteristics of Intersectoral Interventions

Intersectoral health promotion initiatives (IHPIs) differ on a variety of key char-
acteristics including their objectives, level of intervention, intensity and duration
of their activities, and their goals around replicability and sustainability. Specify-
ing these differences can help planners to consider the decisions they must make
in designing these interventions and evaluators to choose appropriate assessment
methods.

Scope of Objectives

IHPIs differ in the scope of their objectives. Some identify a single health objec-
tive (e.g., increasing physical activity) and work across sectors (e.g., health, trans-
portation, parks and recreation, etc.) to achieve that goal. Others, like the European
Healthy Cities Projects, choose multiple health outcomes and work across sectors
to achieve these goals (WHO Healthy Cities Network, 2003). Another option is
to choose objectives that cut across sectors, e.g., health, employment, community
development, and criminal justice, requiring activities in different sectors to achieve
different outcomes, as in Oportunidades in Mexico (Box 11.1).
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Box 11.1 Oportunidades, a program to reduce poverty in Mexico. In
1997, Mexico initiated a national program to reduce poverty and improve
health by providing “conditional cash transfers” to families to send their
children to school, use preventive health services, and improve diet. Based
on the belief that coordinated services across sectors would enhance the
impact of single-sector activities, Oportunidades was soon expanded from
rural areas, where it began, to Mexico’s cities. (Skoufias, Davis & de la Vega,
2001; Levine 2004) Designed to reach the extremely poor, the program pro-
vides cash incentives that can increase a family’s income by 25%. Evalua-
tion studies have shown measurable improvements in school attendance, use
of health services and nutrition. Oportunidades illustrates an intersectoral
approach to improving health that begins at the national level, involves ser-
vices from several sectors, and regards health as only one outcome among
many.

Generally, interventions with more objectives and operating in more sectors
are more complex and require additional planning, coordination and resources for
both implementation and evaluation. One of the challenges in these kinds of inter-
ventions is uniting sectors with different interests and end goals. Interventions
like the Detroit Partnership (Box 11.2), whose objectives cut across several sec-
tors, involve representatives of each relevant sector in the planning and evaluation
process.

Box 11.2 The Detroit Community-Academic Partnership Established in
1995 as an urban research center (URC), its partnership involves the Uni-
versity of Michigan Schools of Public Health, Nursing, and Social Work,
the Detroit Department of Health and Wellness Promotion, nine community-
based organizations, and a hospital system. It aims to improve the health
and quality of life of low-income families and communities in urban
Detroit through interdisciplinary, collaborative, community-based participa-
tory research (Schulz et al., 2002; Israel et al., 2001; Lantz, Viruell-Fuentes,
Israel, Softley, & Guzman, 2001). The URC has interacted with municipal
agencies addressing health, the environment, housing, police and others. The
center has trained community health workers to serve as resources within sev-
eral Detroit neighborhoods. The URC is a model of intersectoral health work
that was initiated by university researchers but is now directed by community
representatives from several urban neighborhoods.
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Level of Intervention

Interventions take place and seek to bring about changes at different levels of social
organization, from individuals and families to communities, cities, nations and the
world. Some IHPIs may operate solely at the individual or family level, seeking to
change individual behavior that cuts across sectors, e.g., health care utilization and
school attendance, while others like the Millennium Development Goals (United
Nations, 2007) require action at the village, national and global levels. Multi-level
interventions are more complex than those confined to a single level and require
additional planning, coordination and resources. Evaluators may find ecological
theories and models useful for designing their evaluation (Elder et al., 2007; Long
John, 2004).

Interventions operating across sectors at only one level, e.g., the municipal, will
require horizontal integration – engagement with representatives of others sectors
working at that level. Multi-level interventions will also require vertical integra-
tion with representatives of one or more sectors working at other levels. Programs
such as Oportunidades in Mexico (Box 11.1) require both types of integration. To
some extent, the demands of each type of integration pull planners in different
directions (Stern & Green, 2005). Horizontal integration may require grassroots,
bottom-up approaches since the participants themselves have to find the motivation
to join together across sectors. Vertical integration may be more likely to origi-
nate in national governments, which have the authority to convene participants in
a top-down approach. In either case, participants themselves must be convinced of
the value of collaboration to sustain projects. IHPIs that require high levels of both
horizontal and vertical integration especially face difficult challenges. Evaluators
of multi-site intersectoral interventions may benefit from developing methods of
measuring horizontal and vertical integration systematically in order to assess its
contribution to success.

Intensity and Duration of Interventions

IHPIs vary in the intensity and duration of their activities. Some carry out a few
activities and have limited contact with any constituency while others have intense
engagement with one or more populations. Similarly, some initiatives are time-
limited campaigns that carry out activities that seek to achieve their goals in a
specific time frame while others intend to be ongoing activities. In general, IHPIs
that are more intense and of longer duration have greater potential to reach goals
of public health significance but planners are always concerned about identifying a
point of diminishing returns when additional increments of intensity and duration no
longer produce cost-effective benefits. Developing standardized metrics for describ-
ing the intensity and duration of interventions could contribute to a more systematic
body of evidence on the value of additional increments of intervention.
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Sustainability and Replicability

Related to the previous point, IHPIs differ in whether they seek to achieve sustain-
ability and replicability or whether they are time and place specific, ending once
they have achieved a goal. While public health researchers and policy makers value
sustainability and replicability, practitioners often must respond to an emerging need
and move on either when that need has been met or their attention is diverted by
a new need. These differences in sustainability and replicability have important
implications for the type of evaluation appropriate to a particular intervention. It
is worth noting that sustainability and replicability may not need to be considered
for a time and place-specific intervention that succeeds in solving a problem. But
when the characteristics of a problem are such that it is likely to recur at other times
or in other places, intervention planners must consider sustainability and replication.
Whatever the longer term goals, however, evaluators can always provide program
implementers with systematic feedback that can improve performance at a specific
place and time.

Models for Intersectoral Work

Recent scholarship provides one foundation for new approaches to intersectoral
health promotion; current practice, always a vital starting point for new initiatives,
provides another. In this section, I review models for intersectoral health promotion
and offer a few examples of each. These models are not mutually exclusive but vary
in key ways. As shown in Table 11.1, these models differ in the level at which they
seek change and their key participants. To date, empirical evidence is lacking as to
whether these models pose unique evaluation challenges. However, evaluators may
find it helpful to consider whether interventions within a model offer insights that
can avoid repetition of mistakes. For example, by choosing outcomes that can be
measured using existing municipal data sources, evaluators working at this level
may be able to save the expense of collecting their own data to assess intervention
effects.

Global Models

Global programs work in several countries and regions around the world, combining
local and national efforts. For example, the World Health Organization’s Healthy
Cities project operates at the global, regional, national and local levels (Awofeso,
2003; Goldstein, 2000; Harpham, Burton, & Blue, 2001). At the higher levels, the
organization provides technical assistance, guidance and information exchanges to
participants. It may also initiate vertical integration across levels. At the local level,
Healthy Cities projects bring together key players from city government, neighbor-
hood and civic groups and professional organizations.
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Table 11.1 Models of intersectoral health promotion interventions

Model Level of change Key goals Participants Examples

International
alliances

Global policy;
distribution of
resources

Mobilizing
international
action;
reallocating
global
resources;
creating global
networks

International
organizations,
national
NGOs∗,
national
governments

Millennium
Development
Goals; World
Social Forum;
WHO Healthy
Cities

National
programs

National policy
or programs in
one or more
sectors

Integrating actions
to solve national
problems across
sectors

National
governments
NGOs∗

Cities for
Life(Peru)
CDC PATCH

Municipal
(or regional)

Municipal policy
and services

Integrating actions
and policies to
solve municipal
problems across
sectors

Municipal
governments,
NGOs∗,
business, labor

Healthy Cities
projects, Local
Agenda 21
projects

Grassroots Community or
neighborhood
policy or
services,
norms or
behavior

Integrating action
across sectors at
community level

Local NGOs,
local
government,
informal
neighborhood
associations

Neighborhood-
based health
promotion
programs

∗NGO = non governmental organization

From a different political perspective, the World Social Forum and Global Health
Watch bring together activists and some government leaders to consider alternatives
to the development and health policies advocated by Western-dominated interna-
tional organizations (Global Health Watch, 2006). Evaluators of global interventions
need to select measures and devise measurement strategies that are feasible in the
different settings where the program is offered or else account for differences in
context and methods.

National Models

Either national governments or national NGOs lead and support efforts to promote
health across regions. The Cities for Life Forum in Peru (Box 11.3) is an exam-
ple. National models usually seek both vertical integration with local efforts and
horizontal integration across sectors. Support from the central government can give
these programs the needed credibility and resources. On the other hand, govern-
ments that are unpopular or seek to use a health promotion initiative to impose an
ideological agenda may make it more difficult for an intervention to reach or engage
its target populations. National initiatives may be able to use existing national data to
evaluate outcomes and when the program is sponsored by the national government
it might be willing to provide the resources and personnel for evaluation.
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Box 11.3 Cities for Life Forum, Peru Cities for Life Forum is a national
network of 83 institutions including municipalities, civil society organizations
and universities in 29 cities in Peru. The organization defines its vision as
“an expression of sustained development. . . to offer the inhabitants adequate
life standards, through equal opportunities for a healthy, secure, productive
and liveable life” (Miranda, 2004). Its participants engage in activities at the
local, municipal and national levels to develop capacity for environmental
health promotion and management, to support sustainable urban development
and to improve environmental quality. A National Assembly of representa-
tives from municipalities makes overall policy decisions and local chapters
plan their own activities to improve health and environmental conditions and
also to promote democracy and good government (Miranda, 2004). Programs
include a national campaign to ban use of asbestos in Peru, municipal and
national “participatory budgeting” exercises, building sustainable houses in a
low-income Lima neighborhood, and university-based training programs for
environmental management (Hordij, 2005; Miranda, 2004).

Municipal Models

Several characteristics of cities make them particularly suited for intersectoral
approaches to health promotion but also require adaptation of this strategy to the
urban setting (Freudenberg, 2006). Table 11.2 describes some of the ways cities
differ from non-cities and lists the implications for program implementation and
evaluation.

City government or citywide NGOs bring people together across cities and sec-
tors to address identified problems. In some cases the group itself chooses the prob-
lems to address and sets priorities for actions; in others the convening body (e.g., the
Mayor’s Office) brings people together around an already defined problem. Recently
some city health departments have begun to develop health objectives that require
action across sectors (e.g., NYC Take Care New York, San Francisco Five Year
Prevention Plan) (Freudenberg, 2006). In these situations, municipal staff may also
be involved in monitoring the success of these multisectoral efforts, analyzing their
policy implications, and advocating for policy change based on the findings.

Grass Roots Mobilization

In grass roots mobilization, community or neighborhood organizations come
together to address problems they have defined that require action across sectors.
As Hasan, Patel, and Satterthwaite (2005) have noted, “there is a huge physi-
cal, conceptual and institutional distance between the individuals, households, and
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communities facing serious deprivation, and the decision-making processes and
management of the official development assistance agencies” (p. 17). Grass roots
organizations can close this gap by putting community residents in the driver’s seat,
giving them the power to define the problem and devise solutions (Burra, 2005).
For example, the West Harlem Environmental Action Coalition is an environmental
justice group that seeks to protect residents of one New York City neighborhood
against environmental threats to health and to reduce disparities in environmental
exposure in New York City (Vasquez, Minkler, & Shepard, 2006). It has worked in
housing, transportation, environmental protection and other sectors. For evaluators,
grassroots coalitions may offer easier access to participants who have personally
experienced the problems the intervention seeks to address and enjoyed the benefits
of the intervention. However, the capacity of smaller NGOs to collect data, adhere
to standard intervention protocols or sustain interventions through unstable funding
may be limited, complicating the work of evaluators.

Intervention and Analytic Strategies for Intersectoral Work

For the most part, intersectoral health promotion uses the same intervention strate-
gies as unisectoral work, e.g., community mobilization, public education, commu-
nity development, staff training, small groups, etc. However, a few intervention
and analytic methods may prove particularly suitable for implementing and eval-
uating health promotion programs that work across sectors. These include health
and environmental impact assessment, portfolio planning, and various participatory
strategies.

Health Impact Assessment of Public Policy

Health impact assessment of public policy, a tool being developed in Europe, may
help to bring these questions into the policy arena. (Cole & Fielding, 2007; Kemm,
2001; Morrison, Petticrew & Thomson, 2001). To avoid repeating costly mistakes,
municipal health officials and public health researchers can monitor the health
impact of public policy more systematically and develop new and more effective
ways to advocate for the health of the public (Parry & Stevens, 2001). Since intersec-
toral work is based on the premise that action in one sector may have health conse-
quences, health impact assessment may help both to plan and evaluate intersectoral
initiatives (Dannenberg et al., 2006). Recent efforts to use health impact assessment
to consider the health consequences of various transportation policy options in Lon-
don, England illustrate this potential (Mindell, Sheridan, Joffe, Samson-Barry, &
Atkinson, 2004). In another example, urban planners and city officials in Bologna,
Italy assessed the health and environmental effects of a market that collected and
distributed to homeless and poor people, almost expired food from supermarkets.
By distributing food from nearby markets, the project reduced transportation costs,
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improved nutrition and served as an economic development project. Documentation
of these intersectoral impacts provided support for the proposal (Healthy Cities 21st
Century, 2005).

Portfolio Evaluation

Recently, some health economists have developed methods for analyzing the opti-
mal “portfolio” of health interventions that best use available resources for maximal
impact on health. (Bridges & Terris, 2004; Sendi, Al, Gafni, & Birch, 2003, 2004).
This approach allows officials to consider different levels of risk in investing in one
program as opposed to another (e.g., high risk and high payoff interventions com-
pared with lower risk and lower payoff ones). This method uses a single numeric,
whether dollars, mortality, years of productive life lost, or others to compare the
value of different intervention strategies. Just as financial investors seek a portfolio
of investments balanced in risk, payoff, sector of the economy and region of the
world, so public health officials may want to review their portfolio of interventions
to assess whether they are investing public resources wisely.

This technique has particular relevance to intersectoral initiatives since rarely will
a single intervention strategy be sufficient to address the multiple determinants of a
complex health problem that operate within different sectors. Use of a single evalua-
tive metric (e.g., cost or mortality) also facilitates considering the value of interven-
tions across sectors. While further work is needed before portfolio evaluation can
be applied to an assessment of the interventions in a particular municipality, such an
exercise might help municipal or national health departments to clarify assumptions,
highlight choices, and diversify the range of public health interventions now offered
in most cities.

Participatory Approaches

Since intersectoral interventions often operate across levels and sectors, includ-
ing the variety of constituencies that have a stake in the problem and its solu-
tion can enhance intervention effectiveness and support. Methodologies that have
been proposed to achieve this goal include community-based participatory research,
participatory action research, and participatory planning (Kapiriri et al., 2003;
Minkler & Wallerstein, 2003; Naylor, Wharf-Higgins, Blair, Green, & O’Connor,
2002). Of particular importance is engaging representatives of each sector and level
in the planning process in order to ensure that their points of view are addressed
in the planning process. Several recent works provide detailed guidance on the
operational and methodological challenges of implementing participatory strategies
(Israel et al., 2005; Minkler & Wallerstein, 2003).

On the implementation side, participatory budgeting, a process by which var-
ious constituencies across sectors participate in setting priorities and allocating
municipal budgets can assist intersectoral initiatives to gain the wisdom of diverse
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stakeholders and also promote more democratic approaches to problem-solving
(Hordij, 2005). For example, the Cities for Life Forum in Peru (Box 11.3) used
participatory budgeting as a method of promoting democratic governance.

Participatory approaches also have the potential to address unequal power dynam-
ics within intersectoral interventions. While intersectoral and participatory theo-
ries emphasize the importance of including relevant constituencies in the plan-
ning, implementation and evaluation process, they do not in themselves address
the power imbalances among these groups. In fact, most health and development
initiatives do not include the most affected individuals or communities in meaning-
ful decision-making roles (Hasan et al., 2005) and being “at the table” has meaning
only if one has the power to influence decisions. While no single action can cor-
rect these inequities, participatory approaches that support the creation of, invite
to the table and concede meaningful power to strong organizations of poor peo-
ple can create an environment for more democratic health promotion policies and
programs.

On the evaluation side, participatory approaches also have value, although they
are often time consuming and labor intensive. By including the perspectives of
diverse stakeholders in defining research questions, planning evaluation design, col-
lecting data and analyzing findings, evaluators can gain a deeper understanding of
the pathways by which interventions make a difference, the meaning of findings
and their implications for policy and practice. If evaluators regard community par-
ticipation as a façade – a necessary but painful public relations exercise – they miss
opportunities to do richer and deeper scientific inquiry.

Challenges to Intersectoral Heatlh Promotion

Intersectoral health promotion initiatives face a variety of implementation chal-
lenges that warrant systematic consideration. These problems are inherent in the
organizational and conceptual complexity of such interventions and have implica-
tions for both practitioners and evaluators.

Starting Point of Collaboration

Planners of IHPIs must determine the extent to which health problems versus other
problems are the starting point of collaboration. If health is the starting point, then
health organizations are logical and credible conveners. In the Agita Sao Paulo
program (Box 11.4), for example, the health benefits of increased physical activity
were the intervention’s primary rationale. Other sectors such as schools and employ-
ers were involved in order to implement the range of project activities rather than
because of their inherent interest in physical activity. In contrast, the Millennium
Development Goals project (United Nations, 2007) has economic, justice and edu-
cational objectives as well as health aims. Thus, health organizations were one more
player at the table and not the central force driving the process.
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Box 11.4 Agita São Paulo Agita São Paulo is a multi-level, community
intervention designed to increase physical activity among the 37 millions res-
idents of the 645 municipalities in the state of São Paulo in Brazil (Matsudo
et al., 2002, 2003). Founded in 1996 by the regional health department and
university-based researchers, Agita São Paulo works with local governments,
employers, schools and other organizations. Programs target students, work-
ers and senior citizens using a transtheoretical model of stages of behavior
change (Prochaska et al., 1994). In its first decade, Agita São Paulo has spon-
sored three main types of activities: (1) “mega-events”, designed to reach at
least one million people, through events organized on holidays (e.g. Carnival,
International Labor Day, etc.), media coverage, and educational materials;
(2) actions conducted with partner organizations such as schools, employers
or senior citizens centers; and (3) ongoing partnerships with more than 300
institutions in which the Agita Sao Paulo provides information, materials and
technical assistance designed to help partners enhance their physical activity
programs. More than 50 municipal governments in Sao Paulo have established
Agita committees to plan, and carry out local programs.

When health professionals initiate IHPIs, they need to weigh the advantages and
disadvantages of making health the starting point. On the one hand, health is often
a compelling issue of interest to a variety of constituencies and action to improve
health has a social legitimacy that few openly oppose. On the other hand, some con-
stituencies may be more motivated to join efforts to, for example, promote economic
development or to reduce social inequities. Deciding how to “frame” the problem
has critical implications for who will join and who can provide leadership.

In some cases, reframing the problem is the starting point of intersectoral col-
laboration. To illustrate, a public health organization in New York City wanted to
portray high school dropout as a public health issue in order to broaden support for
policy action to reduce dropout. Through dialogue with education groups, the cam-
paign decided to focus on school-based health interventions that could contribute to
reducing school dropout – a frame that gave equal weight to health and educational
outcomes (Public Health Association of NYC, 2005). Reframing the issue helped to
create common ground across sectors.

Evaluators need to understand the priorities of an initiative’s sponsors and design
an evaluation that maximizes the opportunity of documenting success or failure in
the most important sectors. Given limited evaluation resources, it may be necessary
to select a few outcomes for evaluation, at the risk of missing other significant out-
comes. On the other hand, a distinctive feature of intersectoral initiatives is their
potential to bring about unanticipated changes or changes across sectors. For exam-
ple, in the Detroit Academic Community Partnership (Box 11.2) each intervention
contributed to strengthening community cohesion, itself an important determinant
of health. Had evaluators not considered this outcome across different interventions,
they may have missed documenting an important benefit. Where possible, evaluators



11 Intersectoral Approaches to Health Promotion in Cities 207

of intersectoral interventions may want to dedicate at least some resources to what
has been called “goal free” or “illuminative” evaluation (Scriven, 1993), a method
that allows researchers to discover unintended or unexpected consequences.

Bureaucratic and Organizational Issues

Intersectoral initiatives face bureaucratic and organizational challenges. Most
government agencies and even many non-governmental organizations operate
categorically – addressing one problem or type of problem or having responsibilities
in one sector. Thus, their decision-making processes and organizational infrastruc-
tures support categorical approaches. When intersectoral intervention teams propose
new decision-making or institutional structures that better meet their needs, they
may encounter passive or active resistance from those more familiar or comfort-
able with the status quo. For example, in the United States, many municipalities
have begun to develop intersectoral approaches to improving health and social out-
comes for those returning home from jail or prison. To achieve success requires
coordination of criminal justice, health, vocational, economic development and
housing officials. (Freudenberg, Rogers, Ritas, & Nerney, 2005; Re-entry Policy
Council, 2005). Yet in few city governments do these officials report to a single
boss, thus there may be no mandate to take action across sectors. In addition, the
savings in one sector, e.g., in the jail system due to lower reincarceration, may not
accrue to that agency, discouraging even supportive officials from taking action
for fear of losing resources. Several critiques of the Healthy Cities model note
the difficulty of convincing municipal governments to take ongoing responsibility
for coordinating intersectoral interventions (Awofeso, 2003; Milewa & de Leeuw,
1996).

A further complication of these bureaucratic problems is the challenge of ensur-
ing both vertical and horizontal integration of IHPIs. In some cases, an existing
entity such as the municipal or national government has clear authority for horizon-
tal integration, at least across public agency sectors. But an initiative that requires
integration among public and private partners or among participants without prior
experience working together may lack any entity that has the authority or credibility
to convene stakeholders. In such cases, it may be difficult to maintain accountability
for defined goals. One solution is to create a process that builds intervention-specific
accountability – a time consuming task.

Every public health endeavor requires resources and the resources available
determine the scope of the project. In categorical interventions, usually one partic-
ipant is responsible and accountable for providing or assembling needed resources
such as money and staff. In intersectoral interventions, however, frequently many
agencies and sectors are expected to contribute resources, again complicating ques-
tions of accountability and oversight. On the one hand, having multiple partners may
increase the potential pool of resources. On the other hand, however, as public prior-
ities or leadership of private agencies changes, support for an intersectoral initiative
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may diminish, making it more difficult to win the resources needed to accomplish
objectives across sectors.

For evaluators, the challenges of working across levels and sectors may require
researchers to enter domains outside their field of expertise. For example, a health
researcher studying the health impact of a jail reentry program may be unfamiliar
with the meaning and measurement of common criminal justice outcomes measures,
e.g., recidivism. In such cases, evaluation teams may need to include investigators
from several disciplines in order to avoid mistakes or a time-consuming learning
curve.

Balance Between Process and Content

Finally, every IHPI must find the right balance between investing time, effort and
resources in the process of creating a collaborative, defining governance, and engag-
ing and sustaining the participation of old and new partners and the content of
achieving desired health outcomes. If insufficient attention is devoted to process,
participants may drop out or narrow their scope of activities. However, if the initia-
tive does not deliver on outcomes, funders and government may drop their support.
Unfortunately, there is no generic formula to determine the proper balance between
these two. At best, intersectoral planning teams that are aware of this dilemma can
review this balance periodically and make corrections as needed. Evaluators can
play a useful role by documenting the process of addressing the changing balance
between these two and providing the feedback needed for corrective action.

Evaluating Intersectoral Health Promotion

Evaluators of intersectoral health promotion programs face all the traditional sci-
entific and logistical problems that evaluators of other types of interventions face.
Several recent reviews provide an overview of these issues (Butterfoss, 2006; Evans,
Adam, et al., 2005; Evans, Lim, Adam, & Edejer, 2005; Jackson & Waters, 2005;
Ogilvie, Egan, Hamilton, & Petticrew, 2005). Here I focus on some of the unique
issues that evaluators of IHPIs face.

Appropriate Outcome Measures

Evaluators know that clear objectives are the foundation for good evaluation. In
IHPIs, however, defining measurable objectives may be especially difficult. In some
cases, an intervention’s sponsors may agree on broad goals such as improving
well-being for a city’s residents, but differ on what dimensions of well-being are
most important. For example, in a recent Mayoral intersectoral initiative to reduce
poverty in New York City (New York City Commission on Economic Opportunity,
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2006), public health officials were asked to identify interventions that could reduce
poverty by improving health. For city officials, the primary outcome of interest was a
reduction in the city’s poverty rate and in dependence on public benefits. For health
officials, the objectives were reducing teen pregnancy, improving management of
chronic diseases, and so on. While in theory it would be possible to measure all pos-
sible outcomes, in practice agreeing on evaluation priorities for this initiative proved
to be difficult. While all parties acknowledged the linkages among these outcomes,
they differed on their relative priority and therefore on how best to judge success.

In other cases, intersectoral interventions may choose to focus on less quantifi-
able goals such as improving social justice, reducing disparities in health, or increas-
ing political participation in setting health policy. At least in the short term, it may
be difficult to define measures that fully reflect the breadth of these goals. This
may force project sponsors either to narrow their goals – at the risk of trivializing
their broader objectives – or to adopt a more process-oriented evaluation, perhaps
less likely to convince policy makers to provide additional support. Some critics of
the Healthy Cities projects have asserted that the emphasis on process evaluation
has failed to provide evidence that this approach in fact improves health or reduces
disparities while supporters respond that the mobilization around health is itself a
success (Goldstein, 2000; Harpham, et al, 2001; Milewa & de Leeuw, 1996).

Value and Limits of Theory

Public health researchers emphasize the importance of developing interventions
based on social science theories, arguing that this approach leads to clearer con-
ceptualization of the mechanism by which interventions succeed and defining the
relevant evaluation questions (Glanz, Rimer, & Lewis, 2002). In practice, however,
most social science theories focus on one level of organization (e.g. individuals or
communities) or are grounded in work in a single sector (e.g., the health belief model
in the health care system). As a result, few theories provide the breadth to inform
interventions that cross levels or sectors. Thus, interventions often choose a theory
more narrow than its scope. For example, Agita Sao Paulo (Box 11.4) is based on the
transtheoretical model, which seeks to explain only individual behavior, although
the intervention itself works in multiple systems to bring about institutional change.
Some investigators have addressed this problem by blending theories from different
levels or sectors into a more complex whole. While this approach has its merits, it
limits the potential for assessing theoretical constructs across interventions. If every
intervention requires a unique theory, the development of a theoretical framework
for intersectoral interventions becomes problematic.

Appropriate Comparisons Groups

Many intervention researchers have argued that randomized clinical trials, the gold
standard for individual-level interventions, are not appropriate for community or
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policy level interventions (MacDonald, Veen, & Tones, 1996; Ziglio, 1997). In some
cases, health promotion evaluators have randomized communities or jurisdictions
into different arms of a trial but this is expensive and contextual differences among
different sites may skew results. Moreover, given the complexity of many intersec-
toral interventions and the importance of tailoring interventions to specific settings,
finding appropriate comparisons can be difficult. One solution may be to make mul-
tiple comparisons, e.g., a city to itself before and after intervention, the intervention
city to one or more comparable cities, and communities within a city which have
been exposed to varying levels of intervention intensity. In those fortuitous cases
where each comparison leads to the same conclusion, the weight of the evidence
can provide stronger support for intervention effectiveness.

Collecting Data Across Sectors and Levels

By definition, intersectoral interventions work across sectors and levels, making the
collection of standardized data difficult. For individual level measures, it may not
be possible to match data from two or more systems (e.g., health, public assistance
and criminal justice) if common identifiers are lacking. Simply gaining access to
such datasets can prove to be time consuming or pose significant confidentiality
issues. For community-level measures, different sectors may use different bound-
aries for municipal districts, again making it difficult to match summary statistics
(e.g., poverty rate and rates of HIV infection) from different agencies. At regional
or global levels, differences in definitions of variables of interest, or accuracy or
completeness of data can make comparisons difficult. For example, nations differ
even in their definitions of urban and rural, making comparisons of effectiveness in
these two settings problematic.

Integrating Findings from Different Levels and Sectors

Even when useable data can be extracted from different sources, integrating find-
ings across levels and sectors can pose additional challenges. The development of
multilevel analytic methods allows evaluators to assess the independent effects of
individual, community and contextual factors on outcomes of interest (Diez Roux,
2000; Galea & Schulz, 2006), making various techniques for multilevel or hier-
archical modeling of potential value to intersectoral evaluators. Where valid data
from these different levels are not available, evaluators are concerned both about
ecological fallacies, where changes in population characteristics are inappropriately
applied to individuals, and atomistic fallacies, where changes in environments are
inappropriately attributed to individuals.

In some cases, evaluation of intersectoral interventions requires assembling data
from a variety of sources and levels to make a “weight of the evidence” argu-
ment. For example, a variety of evaluation activities suggest that Agita Sao Paulo
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(Box 11.4) has been successful in increasing levels of physical activity. Regular
surveys show increases in levels of population physical activity; public opinion polls
showed increasing awareness of the program and an increase in levels of physical
activity associated with awareness and several smaller studies show increases in
physical activity among program participants (Matsudo et al., 2003). Together, these
data provide persuasive evidence of program effectiveness.

Interdisciplinary Intersectoral Evaluation Teams

Intersectoral interventions require interdisciplinary teams for evaluation as well as
for planning and implementation. Evaluation expertise is needed within each sector
involved in the intervention, at each level of intervention, in the various methodolo-
gies selected for use, and for the health outcomes of interest. Including community
residents and policy makers in planning and carrying out the evaluation ensures
that their questions of interest are addressed and their experiences with the problem
inform the evaluation design and methods, as illustrated by the work of the Detroit
Urban Research Center (Box 11.2). To date, evaluation of health promotion inter-
ventions has often focused on biological and behavioral outcomes rather than social
or population health changes (Rush, Shiell, & Hawe, 2004), suggesting the need for
additional expertise at higher levels of organizations.

Disseminating Findings to Influence Policy and Practice

Evaluation studies have multiple audiences: intervention participants and beneficia-
ries, funders, government, advocates and global institutions. Planning an evaluation
so as to reach these key constituencies requires an understanding of their questions
and concerns. For intersectoral interventions, policy makers and practitioners in dif-
ferent sectors may bring different questions to an evaluation, forcing evaluators to
conduct sector-specific assessments. Developing processes of participation for each
stage of an intervention, from planning to interpreting findings to communicating
with policy makers, can help to ensure that evaluation results will have an impact
(WHO European Working Group, 1998).

Cost-Benefit and Cost-Effectiveness Analyses

Increasingly, policy makers expect evaluators to consider the economic as well as
the health consequences of health promotion interventions (Evans, Lim, et al., 2005;
Rush et al., 2004). For intersectoral programs, this requires consideration of costs
and benefits in a variety of sectors. Often, the benefits of IHPI are realized in a longer
time frame than policy makers usually consider, and, as mentioned, the benefits do
not always accrue to the sector or agency that bears the costs. Thus, evaluators need
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to find ways to present relevant information to decision-makers at the appropriate
level and to make a strong case as to why investment now can save lives and money
in the future.

Evaluators are also expected to consider the impact of their intervention on other
sectors and the common monetary metric that cost benefit analyses use facilitates
comparison across sectors (Niessen, Grijseels, & Rutten, 2000). This approach to
health impact assessment can supplement previously described methods that use
measures of mortality or morbidity as their outcomes.

In summary, evaluators of intersectoral interventions face a variety of unique
methodological, operational and political challenges. By including representatives
of all concerned constituencies in the evaluation process; by creating interdis-
ciplinary, intersectoral evaluation research teams; by learning from the growing
literature on health impact assessment and multilevel research methods; and by
incorporating cost-benefit analyses, evaluators can contribute to more informed
decisions about intersectoral health promotion initiatives.

Recommendations

This review of the planning, implementation and evaluation of intersectoral
approaches to health promotion with a focus on urban settings has described the
potential benefits of this approach and also some of its limitations and obstacles.
I conclude with a few suggestions for future research and practice.

Develop Theories and Models that Link the Literature on Social
Determinants of Health to Intersectoral Health Promotion

In the last decade, researchers have again focused attention on the social determi-
nants of health and the necessity of addressing these fundamental causes in order
to improve health in both the developed and the developing world (Irwin & Scali,
2005). To date, however, the research on determinants and the evaluation studies of
interventions have been mostly separate; the former focused more on social science
theories, the latter on empirical atheoretical studies or individual-level psychological
theories. As a result, intersectoral interventions have lacked a conceptual framework
that explained the pathways and mechanisms by which activities led to changes at
various levels and within different sectors.

While an empirical approach to intersectoral health promotion encourages close
attention to the all-important context, it also is difficult to translate into guidance to
planners of new interventions. Moreover, it encourages interveners to fall back on
the more familiar and acceptable individual-level approach to health promotion. For
these reasons, developing theories and models that can link the understanding of
social determinants of health to action to modify these determinants across sectors
is a high priority.
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Standardize Outcome Measures for Health Promotion
Through Consensus Process

One concrete step towards a more systematic literature would be to reach agree-
ment on the definitions and measurement of common outcomes measures. For
example, differences in defining what it means to have access to clean water
or appropriate sanitation in various developing nation urban and rural areas has
led researchers to reach different conclusions about the impact of interventions
from the same data (McGranahan & Satterthwaite, 2006). While no body has
the authority to impose such definitions, bringing researchers and practitioners
together to propose standards can help to create more useful guides to practice and
evaluation.

Evaluate More Systematically

Despite the plethora of evaluation studies of health promotion interventions, the
body of literature on the impact of intersectoral initiatives is scant. Much of the liter-
ature that does exist focuses on process evaluation – useful but not very persuasive to
policy makers. The challenge is to develop systematic methodologies less structured
than the Cochrane Reviews or the Guide to Community Preventive Services (Zaza,
Briss & Harris, 2005) but more organized than the anarchy of the peer-reviewed
and grey literatures. The problem with the former is that the restrictions on study
inclusion and the formal analytic methods exclude many relevant studies (Truswell,
2005) and may particularly exclude those that cross sectors. More loosely structured
reviews, on the other hand, may not produce findings that can apply across settings
or yield insights that can actually guide practice.

What is lacking is any systematic approach to choosing which interventions to
evaluate at what level of rigor in order to provide the knowledge needed for guid-
ing policy and practice. While intersectoral health promotion interventions are not
unique in this respect, their potential value in addressing the major health problems
facing urban populations and the complexity of evaluating across sectors and levels
make this a fruitful arena for developing more systematic approaches. International
organizations such as the World Health Organization, the International Union for
Health Promotion and Education or the Millennium Development Fund can play a
role in initiating such a process.

Look for Ways to Use Existing Social, Human and Cultural
Capital to Support Intersectoral Health Promotion

In the foreseeable future, health promotion is unlikely to attract the financial sup-
port it needs to achieve its potential. Military, economic development, medical care
and educational sectors, to name a few, will almost always be more successful in
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winning resources from those in power. Thus, to achieve success, health promotion
will need to find other ways to gain the resources it needs. Fortunately, a variety
of other sources are available. In fact, intersectoral approaches to health promotion
may be uniquely qualified to attract the social, human and cultural capital that can
contribute to success (Hancock, 2001; Hawe & Shiell, 2000; Khawaja & Mowafi,
2006; Wakefield & Poland, 2005). While these forms of capital are not a substitute
for direct financial support for health promotion from government and business,
they can stretch the reach of under-funded programs and contribute other positive
outcomes in their own right. By framing problems broadly, by linking efforts to
promote health to those to increase social justice and reduce inequity, and by root-
ing interventions within the communities that will benefit, intervention planners can
attract more of the resources needed to achieve their objectives. On another level, by
creating interventions that build social, human and cultural capital, health promoters
can create the virtuous circles that support sustainable health promotion. Evaluators
can contribute to this process by including measurement of such changes in their
evaluation plan.

Redefine Sustainability and Replicability

A persistent critique of health promotion is that successful programs are rarely
brought to scale and many are not even sustained in their original setting. In
recent years, researchers have begun to study the process of bringing success-
ful interventions to scale (Chopra & Ford, 2005; Johns & Torres, 2005; Vassall
& Compernolle, 2005), making recommendations such as distinguishing between
scaling up in rural and urban areas, assessing the adequacy of human resources
needed for scaling up, and considering the administrative costs of bringing programs
to scale.

Another approach to the problem has been to re-think the meaning of sustainabil-
ity and replicability for complex interventions in dynamic settings where contextual
factors may limit traditional methods. For example, in assessing the question of
scale in achieving the Millennium Development Goals, Hasan et al. (2005) suggest
that “going to scale is not achieved through expanding one standard initiative but
through supporting a large number of local initiatives, and through supporting city
or municipal authorities that want to support community-driven approaches on a
city-wide scale” (p. 16). This may be an especially useful way to address sustain-
ability and replicability for intersectoral initiatives where local conditions are best
addressed through local planning. By rethinking the meaning of these terms, eval-
uators can design studies that may contribute to wider dissemination of successful
interventions.

In summary, intersectoral health promotion initiatives promise deeper solutions
to the complex health problems facing the world today and especially its cities.
This approach has the potential to develop health promotion interventions that can
match the complexity, multifaceted and dynamic nature, and political dimensions
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of the health and social problems that face the growing proportion of the world’s
urban population. However, what makes intersectoral health promotion initiatives
promising – their multiple partners, multilevel activities, flexibility and compre-
hensiveness – also makes them difficult to define, implement, evaluate and sustain.
By learning how to negotiate these complexities, health promotion planners and
evaluators can contribute to the realization of the vision of health for all.
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Chapter 12
The Participatory Evaluation of Healthy
Municipalities, Cities and Communities
Initiatives in the Americas

Marilyn Rice and Maria Cristina Franceschini

Activities addressing the basic determinants of health have increased significantly,
yet social and economic inequities continue to erode health conditions for many
population groups. This is the reason why health promotion must continue to focus
on bridging gaps among and within countries. Creating a healthy and supportive
setting, also known as the settings approach, continues to be the most used health
promotion strategy. Proven, cost-effective health promotion strategies can protect
and improve the health of all persons. Determinants of poverty and equity, and their
influence on health can be addressed through creating sustainable public policies
and laws, developing supportive environments, building public-private partnerships,
strengthening networks, mobilizing the media and other means of communication,
and promoting an active role of municipal and local governments in health promo-
tion and development. This article describes experiences and summarizes the main
lessons learned from the application of a participatory evaluation methodology to
three Healthy Municipalities, Cities and Communities initiatives in Brazil and Peru.

The Healthy Municipalities and Communities (HMC) Movement
in the Americas

The Pan American Health Organization (PAHO) defines health promotion based on
the Ottawa Charter (1986), which states that health is “the process of enabling and
empowering people to take control over and improve the determinants of health.”
Health is promoted in the social context of people’s daily lives, and is supported
by public policies that affect social conditions and life styles, and these in turn give
shape to healthy behaviors. PAHO developed and introduced the Healthy Municipal-
ities, Cities and Communities (HMC) strategy in the 1990s to improve and promote
local health and development. This strategy is being actively implemented in 18 of
the 35 countries and three territories of the Americas.
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The orientation of the Healthy Municipality, City or Community strategy is to
ensure continuous improvements in the underlying conditions that affect the health
and well-being of its members. This is achieved by facilitating joint action among
local authorities, community members and key stakeholders aimed at improving
their living conditions and quality of life. Based on the notion of health as having a
good quality of life, the actions of the HMC strategy focus more on the underlying
determinants of health than on their consequences in terms of disease and illnesses
(PAHO, 2002).

HMC is based on the premises that (1) various systems and structures governing
social, economic, civil and political conditions, as well as the physical environment,
can impact individuals’ and communities’ health; and that (2) health is inherently
linked to an individual’s capacity to act in the community and society to which
he/she belongs. HMC strives to create a synergy between these two premises: pro-
moting individual actions and society’s response. The ultimate goal is to enable
processes that allow people to take control over their own health while improving
equity, social participation, accountability and responsive local governance.

The evaluation of health promotion strategies, such as HMC, has been recognized
by the international community as critical to strengthening the capacity of institu-
tions and communities to promote measures that are effective and coherent with
the needs and priorities of the population. Due to the complexities of evaluating
social and developmental interventions, there is a scarcity of information regarding
evaluation and effectiveness in developing countries. In addition, existing evaluation
tools and methodologies have not appropriately captured changes in central health
promotion elements (social participation, community empowerment, intersectorial
collaboration, equity, etc.), nor have they provided insights into the multiplying
effect of working with various determinants of health in a coordinated manner.

PAHO’s Evaluation Initiative

In 1999, PAHO established a Healthy Municipalities Evaluation Working Group
formed by evaluation experts from leading institutions in the Region working on
issues related to health promotion and local development. The Working Group was
comprised of governmental, non-governmental and academic sectors from coun-
tries throughout the Region, including Argentina, Brazil, Canada, Chile, Colom-
bia, Ecuador, and the United States. The Group met periodically for several years
to develop tools and resources to support investment in health promotion. Draw-
ing upon resources developed mainly by, English-speaking countries, the Work-
ing Group selected elements most relevant for the settings in the Region, as well
as those reflecting the most relevant principles. The Working Group agreed that
specific evaluation tools, frameworks and evidence of effectiveness were needed
to support health promotion and similar initiatives. Building upon these recom-
mendations, the Evaluation Working Group developed a series of evaluation tools,
among them, a Participatory Evaluation Guide for Healthy Municipalities, Cities
and Communities.
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A participatory evaluation is considered to be an appropriate methodology because
it reflects the principles of the HMC strategy, recognizes the complexities of HMC as
a local development initiative, and facilitates the development of capacities, learning
and empowerment. The process of conducting a participatory evaluation stimulates
autonomy and community self-determination as it allows communities to improve
their ability to resolve their own problems (PAHO, 2006).

In a participatory evaluation, the key stakeholders are involved in all phases of
the process, including the design, implementation, management, interpretation, and
decision-making about the evaluation and its results. The methodology implies more
than the application of participatory techniques to conventional approaches for mon-
itoring and evaluation. It requires:

• Participation of key stakeholders in all phases of the process.
• Negotiation and consensus about what to evaluate and how results will be inter-

preted and utilized.
• Continuous learning that results in capacity building and incorporation of lessons

learned in the decision-making process.
• Flexibility to adapt to a continuously changing environment (PAHO, 2006).

The Participatory Evaluation Guide for Healthy Municipalities, Cities and Com-
munities provides guidance and tools to HMCs to evaluate their own efforts, and
contribute to the evidence base of the strategy’s effectiveness. The Guide provides
recommendations on evaluation processes and tools, as well as a mechanism to
showcase and document the rich, extensive, and varied experiences and results
related to the HMC strategy.

The Guide offers an evaluation framework that incorporates essential elements
of HMC, and other health promotion initiatives, such as intersectoral collaboration,
social participation, capacity building, individual physical and material conditions,
health determinants, and community capacity, among others. The Guide orients
users through a step-by-step process to design and implement continuous cycles
of monitoring and evaluation throughout the life of an HMC initiative. The method-
ology supports the documentation and analysis of changes and accomplishments in
terms of processes, outcomes and results, and guides users on how to communicate
and act on the results to improve their HMC initiative. A Facilitator’s Guide and
training modules have been developed to support training activities in the applica-
tion of the Guide.

When conducted in a truly participatory manner, the methodology proposed in
the Guide promotes accountability and motivates continuous and active participa-
tion from all stakeholders. Since the participatory evaluation process is based on
the commitment and dedication of all stakeholders, it is expected that the process
will create a sense of common interest among those involved and produce positive
changes in their community.

Nevertheless, as with most collaborative and participatory efforts, the participa-
tory evaluation methodology has some inherent challenges. Bringing together and
building consensus among people from various backgrounds, sectors, institutions
and groups that often have different, if not conflicting, needs, agendas and interests,
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can be complex and time-consuming. The flexibility and openness required in the
participatory evaluation process can also be perceived as less effective and objective
compared to traditional approaches by those who are used to working with such
approaches.

The Guide is a unique resource for the Region, providing an alternative ori-
entation for evaluation that reflects the underlying health promotion principles of
many long-term initiatives. Built upon philosophies of health promotion operating
throughout the Region for decades, and incorporating additional elements from tra-
ditional evaluation models, the Guide affords an opportunity for HMCs to provide
the information necessary to improve their initiatives while continually building
capacity through participation. This dual approach has not previously been available
to HMCs in the Region of the Americas.

Selected Countries’ Experiences with the Participatory
Evaluation Methodology

During 2004–2006, the Participatory Evaluation Guide for Healthy Municipali-
ties, cities and Communities was introduced into several countries in the Americas
through formal trainings conducted by PAHO in collaboration with country partners.
Following the trainings, several communities in various countries of the Americas
applied the participatory evaluation methodology to their HMC initiatives. This sec-
tion describes three experiences that took place in Brazil and Peru.

The Application of the Participatory Evaluation Guide in the
Campinas Region, State of São Paulo, Brazil1

Since 2003, the Network of Potentially Healthy Municipalities (NPHM) has been
working with municipalities of the Campinas region, in the state of São Paulo, in the
southeast region of Brazil, to support their efforts to implement the HMC strategy.
The Network, spearheaded by the University of Campinas (UNICAMP), comprises
over 30 municipalities, accounting for about two million inhabitants of the Camp-
inas Region. The NPHM’s objectives are to (1) support, promote and monitor HMC
strategies through the construction of public policies, participation from all sectors,
and the development of sustainable initiatives; (2) support local governments in the
implementation of integrated initiatives; and (3) improve capacity among managers,
technical staff, academia, organizations and society that have as a common goal to
promote improvements in quality of life through health promotion.

During 2004, a series of workshops were conducted to introduce the Partici-
patory Evaluation Guide for Healthy Municipalities, Cities and Communities to
mayors of the Campinas region. The main goal of these workshops was to introduce

1 The information about this experience was compiled from Sperandio et al. (2006).
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participants to the core concepts and methodology, and to discuss the applicability
of participatory evaluation to some of the initiatives taking place in the region. Ten
municipalities participated in this effort. Participants also included municipal man-
agers and experts of various technical areas.

During these workshops the different sections of the Guide were presented fol-
lowed by an in-depth discussion on how the concepts and steps proposed could
be applied to the context of their HMC experiences. As a result, the workshops
provided participants with a very rich opportunity to discuss, exchange and reflect
on their experiences with the HMC strategy. Participants reported that the Guide
concretely helped them to consider the consequences of their actions more consis-
tently, stimulating interest in the issue of evaluation and an in-depth reflection about
health promotion activities being implemented in their communities.

An interesting characteristic of these initial discussions was the myriad of inter-
pretations given by participants of health promotion-related concepts presented in
the Guide, such as intersectoral collaboration, participation, empowerment, etc.
Acknowledging that the diversity of opinions could have direct implications for the
planning and implementation of the evaluation process, participants engaged in a
productive and positive dialogue to reach consensus on the interpretations given to
the material. At the conclusion of the workshops, participants assumed the com-
mitment to introduce the Guide to their communities, and, in collaboration with
other community stakeholders, to develop and apply a participatory evaluation plan
adapted to their local realities. In the following months, these participants reported
back on their experiences and lessons learned from the application of the Guide.

One of the first observations made by participants when applying the Guide
to their HMC initiatives was that the methodology proposed emphasized various
aspects of health promotion that had been overlooked in previous evaluation efforts.
This brought up a “difficulty” for the evaluation as participants realized that their
HMC initiatives had not appropriately taken into account those health promotion
elements during their planning stages (for example, programs were not intersec-
toral), and, therefore, presented a real challenge for evaluation. As a result, com-
munities reported the need to first engage in a process of discussion and reflection
on how to revise the planning and implementation processes of health promotion
initiatives in order to more appropriately incorporate some of the missing health
promotion principles and, in a subsequent phase, conduct an appropriate evaluation.

The political timing of the application of the Guide was described as sensitive,
since it occurred right before the local elections. This generated uncertainty about
who would still be present to follow up on the initiatives, or even if initiatives would
continue. The municipalities’ experiences demonstrated how the transitory nature
of local political decisions can weaken programs and public policies, particularly
when there is a change of political parties. Such situations emphasize the need to
form strong coalitions among all sectors of society to strengthen and sustain the
HMC initiative and its evaluation.

The Campinas experience demonstrated that moments of political and adminis-
trative transition can have considerable impact on work conducted at the community
level. It can cause delays and losses (including financial) since the time necessary to
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explain and get agreement on the continuation of programs can be very long. This
has consequences for the evaluation of programs being implemented, and especially
for programs conducted by a previous administration that are not continuing under
the new one.

Another challenge faced by those applying the Participatory Evaluation Guide
to Healthy Municipalities, Cities and Communities in the Campinas Region was the
establishment of an intersectoral Evaluation Subcommittee, whose role was to take
charge of the planning and implementation of the evaluation process. Particularly
challenging were the cases in which municipal managers were not totally on board
with the program and/or its plan of action. Lack of support from those in charge
of the budget and general management of health promotion initiatives can seriously
impair the ability of the remaining stakeholders to undertake the evaluation initia-
tive. It also decreases the probability that the results of the evaluation will be taken
seriously and utilized in the planning and implementation of future initiatives. This
underscores the need to guarantee buy-in from all relevant stakeholders in order
to launch and sustain the initiative, as well as the need to continuously promote
awareness among all stakeholders of the objectives and benefits of the participatory
evaluation.

Those participating in the Campinas experience also highlighted that the method-
ology presented in the Guide was new to most of the health secretariats of the munic-
ipalities. As a result there was a need to generate an internal orientation throughout
public institutions to discuss the new concepts and assess the degree of agreement
among staff in order to incorporate the new methodology into existing programs.
This was particularly true when it came to generating intersectoral collaboration and
guaranteeing social participation in actions and decision-making processes. This
was a slow process, as it needed to take place through meetings, forums and dis-
cussion groups, and required linking various levels of administration, questioning
existing paradigms, and dealing with resistance at both individual and collective
levels.

Respect for the time needed to achieve acceptance by those working in public
institutions was crucial in the Campinas experience in order to put in place pro-
grams that were consistent with the communities’ expectations. However, partic-
ipating municipalities reported that patience is paying off and resulting in more
optimal use of resources, adoption of more consistent health promotion practices,
and improvements in personal motivation among public staff in the administration.

Application of the Guide in the Community of Vila Paciencia, State
of Rio de Janeiro, Brazil2

The HMC initiative in Vila Paciencia was launched in 1999 in a poor urban com-
munity located in the state of Rio de Janeiro, Brazil. The community context is one

2 Information about this experience was compiled from Becker et al. (2006).
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of great poverty and social vulnerability. Created in the 1960s to shelter victims
of a large flooding, the Vila Paciencia community remained as a relocation site for
populations displaced from nearby shantytowns. Today, the community comprises
8000 people living under very precarious conditions with high unemployment rates,
and within a context of marked repression of basic human and citizenship rights.
Community life is permeated by drug trafficking, which often represents the main
lifestyle alternative for unskilled and unemployed youth. Organized crime strictly
controls access in and out of the community and leaves great stigma on its residents.
Community organizations and the neighborhood association are weak and have not
been able to become established in a sustainable manner. There has been little public
investment in the area and a marked disinterest from the public sector to get involved
with the community. Actions toward improving the community have been limited
to those implemented by religious groups and NGOs.

The Vila Paciencia HMC initiative focused on developing community empow-
erment based on the principles of health promotion. The strategic approach was to
incorporate the community’s inhabitants in the process of developing and improv-
ing health and quality of life through (1) mobilizing and strengthening local actors
and leadership, and (2) creating a network of social intervention projects aimed
at solving the most pressing community problems. This was implemented through
participatory workshops to identify priority issues and develop action plans based on
available resources; the application of a community survey used to create a database
of basic community data; concerted efforts to involve various sectors (public and
private) and other stakeholders working in the community; and the organization of
community participation and strengthening of community associations. Five the-
matic areas were defined as the focus of actions to be taken: health and education;
community organization; housing and sanitation; cultural and recreational activities;
and generation of employment and income. Based on these themes, 41 intervention
projects were implemented from 2002 to 2004.

The next phase for the HMC initiative was to monitor and evaluate the activi-
ties undertaken during those years. During 2005–2006, the Participatory Evaluation
methodology was introduced and applied to the Vila Paciencia experience. The ini-
tiative’s intersectoral committee was not functioning due to the abandonment of its
members resulting from their loss of interest in continuing to work in a commu-
nity that did not receive sufficient resources from the local government. There were
also difficulties in establishing linkages with the public sector, due to the commu-
nity’s “historical social isolation and lack of citizenship rights”, which is marked by
“structural oppression and violence.” (Becker et al., 2006)

The fragile community organization did not guarantee voice to its inhabitants and
there was constant tension between community desires and the interests of those
regulating the community life. As a result, formal participation from the community
association became impossible, since the association’s president was “ousted” due
to his “involvement in drug trafficking activities”, which generated mistrust within
the population about the participation of the local association. (Becker et al., 2006)

Due to the complexity of the situation, a decision was made to evaluate the expe-
rience by reviewing and reflecting on actions already taken since 1999 and analyzing
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points of convergence with the five HMC pillars proposed in the Participatory
Evaluation Guide to Healthy Municipalities, Cities and Communities as evaluation
domains (participation, intersectoral collaboration, healthy public policies, sustain-
ability, healthy structures and good governance). The work was conducted by a team
composed of three psychologists, a social worker and a medical doctor who had
been working in the community and participated in the planning and implementation
of the HMC initiative. Later, participants from a local community committee joined
the group. It was not possible to include a representative from the public sector,
given the lack of interest it demonstrated towards the community.

The group formed an Evaluation Subcommittee to lead the evaluation process.
However, it was not possible to form one that was representative of the various
segments of the community due to the complications of the community context
described above. For the same reason, the group decided that it would not be fea-
sible to implement all the steps proposed in the Guide. The Evaluation Subcom-
mittee decided to focus its work on evaluating three phases of the initiative that
were planned and implemented with input from the community: Community Devel-
opment, Local Action, and Community Mobilization. Community participation in
these phases included the development of a community assessment, defining indica-
tors and collecting the data. The efforts of the Evaluation Subcommittee focused on
determining and analyzing points of convergence between the methodology, con-
cepts and pillars of the guide with the actions implemented by the initiative. This
was done through meetings and discussions among those participating in the Evalu-
ation Subcommittee in which they analyzed the products of each of the determined
initiative phases and the process that took place.

In terms of community participation, the group concluded that the community
assessment demonstrated two forms of community participation: one based on per-
sonal gains and another based on leadership and voluntarism to achieve collective
goals. In relation to the healthy public policies pillar, since the initiative was spear-
headed by a civil society organization, working within the context of extensive social
exclusion, the conclusion was that the initiative did not result in any contribution to
public policies. As for the sustainability pillar, the group concluded that community
actions taken in the context of the HMC initiative had favored the incorporation
of various projects in the community as well as the allocation of more financial
resources. Projects that resulted from the community assessment included various
trainings and community development activities, particularly activities focused on
children; a community kitchen with the creation of a women’s group to generate
revenues; the organization of recreational activities for children, youth; development
of a community committee that met on a monthly basis to discuss community issues.
When analyzing the intersectorial collaboration pillar, the group concluded that
through the Community Committee it was possible to incorporate representatives
from the community and the university. Partners included: the local school and day
care center, the neighborhood association, the Municipal Social Action Secretariat,
a STD/AIDS organization, among others. As for the healthy structures and good
governance pillar, the group found that as a result of the initiative, community resi-
dents had started to increase their participation (for example, creating a community
kitchen, participating in health fairs, etc.).
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The Vila Paciencia experience points out some of the many challenges that a
participatory evaluation initiative faces due to contexts of social exclusion, poverty
and violence in which the initiative might be immersed. However, as the Evaluation
Subcommittee reported, the Participatory Evaluation Guide to Healthy Municipal-
ities, Cities and Communities was useful in highlighting aspects of the initiative
that were lacking or weak, such as participation from the public sector, and bringing
about discussions on how to address the issue. The transitory nature of local political
decisions and an agenda based on electoral priorities were some of the main factors
inhibiting participation by the public sector. The public sector was present at the
beginning of the initiative, but its participation faded through the years. Absence
of this public sector’s contribution led to emphasis being placed on the process of
getting the community organized.

Similar to the implementation of a health promotion initiative such as HMC, the
application of a participatory evaluation methodology requires joint effort from all
relevant stakeholders. This was one of the main challenges in Vila Paciencia. How-
ever, the process of applying the methodology proposed in the Guide demonstrated
the difficulties in gaining representation of key stakeholders, which, in turn, stimu-
lated the group to bring about change in this arena. In this case, use of the Guide in
the evaluation process actually stimulated participation in the HMC initiative.

The Guide’s emphasis on intersectoral collaboration contributed greatly to the
understanding of local politics and the role of different actors (public, private, com-
munity, etc.), constituting a reference for discussions and decision-making. In this
initiative, intersectoral collaboration was difficult, particularly in relation to devel-
oping and maintaining the intersectoral committee and evaluation subcommittee.
Upon realizing the challenge, the group decided to create a new intersectoral group
centered on the construction of a new community kitchen. The new group includes
representatives from the local public sector (municipal education and social devel-
opment, state social assistance), and community members.

In this new phase the group decided to discuss the Guide’s proposed pillars indi-
rectly, relating them to community issues. This was aimed at facilitating comprehen-
sion of the concepts by putting them into the context of a local practical experience,
using the various implementation phases of the community kitchen project. New
actors have demonstrated interest in being involved with the evaluation process and
have participated in the monthly meetings. It is expected that working on the eval-
uation will help to strengthen the work of the new intersectoral group and support
the sustainability of the Vila Paciencia initiative.

The Application of the Participatory Evaluation
Methodology in Peru3

The HMC strategy in Peru dates back to 1996 with the launching of the “Healthy
Municipalities and Communities Declaration”, which was coordinated by the

3 Information about this experience was compiled from Red de Municipios y Comunidades Salud-
ables del Peru (2004).
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Peruvian Ministry of Health and the Pan American Health Organization (PAHO),
and signed by various institutions, community-based organizations, civil society
organizations, universities and local authorities. In 2003 the Peruvian Network of
Healthy Municipalities was established with 29 municipalities, catalyzing the HMC
process throughout the entire country. Today (2007) the network comprises over 130
municipalities and seven regional networks.

In 2004, a workshop was conducted in Peru to introduce the Participatory Evalua-
tion methodology. Participants included technical staff from the Ministry of Health,
municipal authorities and staff, health professionals, students, and representatives
from NGOs and universities involved with the HMC strategy in the country.

As a result of this workshop, a series of activities and actions took place, such
as the inclusion of a participatory evaluation module into the curriculum of the
Health Promotion Certificate Program offered by the San Marcos University and
the launching of a series of participatory evaluation processes by Proyecto Amares
(a program supported by the European Community) in rural communities in Peru.
In addition, participatory evaluation was incorporated into the Ministry of Health’s
Healthy Municipalities Program, which defines the technical norms for the HMC
strategy at the national level. The municipality of Miraflores also applied the par-
ticipatory evaluation methodology to their “Tai Chi in the Parks” Program. The
remainder of this section describes the process and the results of the Miraflores
experience.

The Miraflores’ Experience: Participatory Evaluation of the “Tai
Chi in the Parks” Program

The “Tai Chi in the Parks” initiative was implemented in the 1990s as a public
health strategy in the municipality of Miraflores, in Lima, Peru. Today, the “Tai
Chi in the Parks” Association is responsible for the maintenance, improvement and
advancement of the initiative along with Tai Chi Clubs and more than 20,000 elderly
people who practice Tai Chi in the municipality.

The mission of the “Tai Chi in the Parks” Program is to transform Miraflores
into the municipality with the healthiest and most active elderly population in Peru,
thereby, promoting healthy aging of the population. The initiative’s main objectives
are to incorporate the practice of Tai Chi and its philosophy as a daily, voluntary and
accessible habit in the life of Miraflores’ elderly population; and to achieve physical,
psychological, social and spiritual development of Miraflores’ elderly population
through the practice of Tai Chi.

To this end, the initiative offered free Tai Chi classes during weekdays in various
parks in Miraflores; supported the formation of Tai Chi clubs, which are informal
Tai Chi groups, and developed a “Tai Chi in the Parks” network; promoted various
community activities such as festivals, Tai Chi championships, conferences, etc.;
and trained community elderly to become Tai Chi instructors, thereby increasing
human resources necessary to expand the program.
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During 2004–2005, the participatory evaluation methodology was applied to
evaluate this experience. An Evaluation Subcommittee was formed to plan and
implement the evaluation process. This group was comprised of technical staff from
the municipality, the program coordinator, program participants and elderly mem-
bers of the community who did not participate in the program. Initially, one of the
main concerns of the group was to engage in an independent, empowering process
that would not be dominated by the municipality and program managers. To address
this issue, the group changed its name to “Evaluation Group” and determined by
consensus who would be part of the group.

A series of meetings took place to introduce the evaluation methodology to all
participants and to reach consensus on all its core concepts. These meetings were
guided by a trained facilitator. Through weekly workshops, all of the Evaluation
Group members were trained in the participatory evaluation methodology. Working
with the elderly population was described as a facilitating factor since most of the
participants were retired and had flexibility to participate in these initial meetings.
The fact that most participants of the Evaluation Group were not involved with
the health sector or were not health professionals was also a facilitating factor in
these initial discussions. This allowed the group to be more open to explore issues
related to social and psychological benefits of the program, and not to be focused
on evaluating the health benefits of the program in terms of disease prevention.

Based on the process and the steps proposed in the Participatory Evaluation
Guide, the group developed an evaluation plan. This included developing evalua-
tion questions, reaching consensus on key concepts, and defining indicators, data
collection methods and a work plan. The group requested that a representative from
the Universidad Mayor de San Marco join the process in order to provide support
and guidance related to the data collection and analysis processes.

When planning for the evaluation, the group came across a major issue, which
was that the “Tai Chi in the Parks” Program had not been planned and implemented
in a participatory manner. It had also not fully taken into account core health pro-
motion principles (such as intersectorial participation), which posed a challenge in
applying the evaluation framework proposed by the Participatory Evaluation Guide.
However, engaging in the participatory evaluation process had the positive impact
of highlighting these deficiencies and mobilizing the group to search for solutions.
In order to address these issues, the group approached its problems from different
perspectives and took into account the factors that might facilitate or hinder the
participation of other stakeholders.

The Evaluation Group reported facing many challenges in its work. Some of
the group’s participants demonstrated great resistance to the idea of implementing
a participatory methodology due to ingrained concerns and negative ideas related
to actions taken with the input of the community. There were fears of excessive
criticism and an increase in “demands” by the community if offered the opportunity
to participate. The data collection and analysis phase of the process suffered delays
due to difficulties in coordinating the work with the technical staff from the Ministry
of Health and the university, who were providing technical guidance in these mat-
ters. The Evaluation Group also reported initial discrepancies related to the various
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interpretations given by the group to the concept of health promotion and other
core concepts related to the evaluation. In addition, turnover of key personnel in the
municipality caused major delays in the implementation process.

Other challenges faced by the group included difficulties with data analysis (due
to low technical capacity among participants) and lack of flexibility and openness
on the part of some group members in listening and engaging in a true dialogue.
Having a good facilitator was reported as a key aspect of the process to guide the
discussion and help the group reach conclusions.

During site visits for data collection the group identified various issues such as
difficulties with sound systems, and the need to limit the access of dogs to the parks
during the Tai Chi classes. The group quickly passed this information on to those
responsible for the program coordination, and they in turn were able to work with
the parks management to solve these problems. Seeing the results of their efforts
highly motivated the participants of the Evaluation Group to be more involved in
the process. Many manifested an interest in evaluating other aspects of the “Tai
Chi in the Parks” Program and learning more about the participatory evaluation
methodology. As a result, a series of workshops were conducted to identify other key
aspects of the program and to define priorities for the next round of evaluation. These
workshops were organized by the Evaluation Group itself, which included a skilled
facilitator to help participants identify the main strategic lines to be addressed. This
turned out to be an important opportunity to bring together program managers and
program beneficiaries to participate in the process. Dialogue and participation was
also strengthened and provided a broader vision for the program.

The Evaluation Group devised two strategies to broaden the evaluation process:
(1) to incorporate the San Marcos National University, to provide technical support
in the processes related to the evaluation, and (2) to engage the current Evaluation
Group in the evaluation of other programs aimed at the elderly population in the
municipality. The participatory evaluation brought about significant changes in the
way programs are planned in the municipality, particularly with respect to involving
various stakeholders and sectors, and requiring participatory planning and evalua-
tion as part of how programs are devised and implemented.

Discussion

Health promotion has advanced significantly in the past few decades, accompanied
by an increasing interest in evaluating its effectiveness. Participatory evaluation
holds great promise for helping to generate this evidence and promote understanding
of the factors that affect, positively and negatively, the advances of health promotion
in the Region.

The experiences described above highlight some of the challenges posed by
the complex and multidimensional local and national contexts into which partic-
ipatory evaluation is introduced. Factors affecting the success of evaluation initia-
tives were identified at various levels (individual, institutional, political, community,
etc.). These factors intertwine and impact each other in very complex ways, a fact
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that was reflected in the municipalities’ experiences in implementing participatory
evaluation.

Political context and timing were two of the main factors affecting the eval-
uation process. Given the strong emphasis of initiatives like HMC on the active
involvement of local authorities and the public sector, election periods and political
transitions can cause major delays (if not termination) of initiatives, shortage and/or
change of personnel and funds, and great uncertainty about the future of the ini-
tiatives. This highlights the importance of establishing strong coalitions among all
sectors of society to strengthen and sustain the HMC initiatives and their evaluation.
A stronger and broader base of support can provide continuity and sustainability to
such initiatives during these transitional periods.

Being able to work in a truly intersectorial manner poses another challenge for
most health promotion initiatives and their evaluation, yet it is an important factor
affecting sustainability of these efforts. Lack of support from critical stakeholders,
such as municipal program managers or key personnel at public institutions, can
seriously deter or isolate the advancement of the initiative. It can also jeopardize the
possibility that the evaluation results will be taken into consideration by all relevant
stakeholders, hence threatening the likelihood that results will be used to improve
the initiative.

All experiences reported that the participatory evaluation process was lengthy
and time consuming. This is due to various factors, such as bringing together a
variety of stakeholders from various backgrounds, sectors and interests; reaching
consensus on core concepts and paradigms; and working through institutions and
organizations with rigid and bureaucratic structures and work cultures. The various
levels of knowledge and literacy among those involved also affected the time it took
to complete the process.

Recognizing the time needed for institutions, organizations and individuals to
adapt and accept a new methodology is crucial. The implementation of a participa-
tory evaluation often requires great changes in how organizations and institutions
function and work. However, given the appropriate consideration and time, people
become motivated and apply dedicated efforts to implementing these new programs
and methodologies. Achieving this acceptance, particularly from public institutions
and their staff is critical in order to put in place programs that are consistent with the
communities’ expectations, make optimal use of resources, more effectively incor-
porate health promotion practices, and improve personal motivation among public
staff and other stakeholders.

The experiences described in this chapter also reflected a general lack of under-
standing about the concept of health promotion (often considered an approach to
disease prevention) and the participatory evaluation methodology. This can have a
direct impact on the planning of the evaluation since how people understand key
concepts will shape the design, data collection, analysis and presentation of results
of the evaluation. The introduction of the Participatory Evaluation Guide to Healthy
Municipalities, Cities and Communities can play an important role in addressing
these issues by serving as a catalyst to engage people in a joint reflection and learn-
ing process.
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Also reported were concerns related to the benefits of conducting a participatory
evaluation, particularly related to the time it takes to conduct the process and the
usefulness of the data it will produce. Resistance by key institutions to applying a
participatory evaluation methodology was also common. It is important to address
these concerns and take into account the challenges faced by stakeholders coming
from institutions with rigid and bureaucratic structures, that often do not have a
policy that enables or facilitates coordination with other institutions or working in an
intersectorial manner. It is also important to take into account that these stakeholders
are often under great pressure to produce results in a short period of time.

Concerns arose about working with the community, often expressed as fear
of receiving negative comments, prejudice against actions taken with “too much”
input from community members, and the possibility that the process would gener-
ate “unrealistic demands” made by community members. This can be particularly
true of communities in which, traditionally, programs and approaches were imple-
mented from the top-down and truly representative and participatory mechanisms
for community participation were scarce or non-existent. However, the experiences
described above suggest that the process itself of engaging in a participatory eval-
uation and having the opportunity to engage with other community stakeholders
resulted in positive changes in attitudes and perspectives related to the potential of
community participation.

Working with institutions with rigid and bureaucratic structures can also pose
a challenge for participatory evaluation. Barriers include lack of institutional sup-
port or excessive bureaucracy, lack of coordination among public sector institutions,
strict guidelines regarding the use of funds, and conflicts among the different actors
involved (federal, state, municipal). High turnover of personnel at all levels and
institutions can be particularly disruptive. Public sector personnel are frequently
transferred to another state or unit/program within their institutions and it is often
the case that in their new posts they are no longer in a position to follow through
with the initiatives for which they were previously responsible. On the positive side
of working with institutions, the process of engaging in participatory evaluation
can open communication channels with other levels and sectors providing valuable
inputs for the evaluation process, and clearing a path for exploring new modes of
intersectoral collaboration.

Working with institutions also offers the opportunity to routinize processes and
methodologies within work plans, programs, curriculums, etc. For example, the
inclusion of the participatory evaluation methodology into the curriculum of the San
Marcos National University’s Health Promotion Certificate Program, in Peru, pro-
vides an ongoing opportunity to build capacities and increase technical knowledge
among professionals working in the field. Institutions can often have a far-reaching
impact with the potential to promote and support the implementation of health pro-
motion activities, their evaluation and the allocation of resources for these priorities.

Having strong, sustained and dynamic leadership is central to the sustainability
of an evaluation initiative. Active commitment and engagement from institutions
both at the local and national levels is key to the success of such initiatives, as is
collaborative work among them. National and regional HMC networks can be cen-
tral in these efforts, given their potential far-reaching connections to municipalities
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throughout a country or region, as well as their connection with key stakeholders
that can support the evaluation process.

Conducting a participatory evaluation can be an empowering process by itself,
as the experiences described demonstrate. Merely by engaging in the planning and
implementation of the participatory methodology, communities and stakeholders
were more willing and interested in participating and maintaining this participation.
The process itself also provided a very rich opportunity to discuss, exchange and
reflect on countries’ experiences with the HMC strategy. These discussions brought
to light the various interpretations that participants gave to health promotion con-
cepts and principles. This often resulted in a productive and positive dialogue among
participants in order to reach consensus on the various concepts and principles uti-
lized in their evaluation processes.

The Participatory Evaluation Guide to Healthy Municipalities, Cities and Com-
munities was developed to respond to a direct need expressed by those implement-
ing the HMC Strategy and other health promotion programs. However, once the
methodology was made available and applied, most stakeholders reported not being
ready to implement such an innovative approach to evaluation. Primarily, stake-
holders came to a realization that their HMC and health promotion programs and
initiatives had not appropriately taken into account key health promotion principles
(such as intersectorial collaboration or community participation).

The application of the participatory evaluation approach made an important con-
tribution to these initiatives, as it shed light on the gaps in their efforts and mobilized
those involved to confront the problems and reflect on how to address them. This
is stimulating many municipalities to review their planning and implementation
processes in order to more appropriately incorporate health promotion principles.
As a result, the community groups and institutions involved in this initiative are
engaged in re-examining and reorienting their planning and implementation pro-
cesses in order to more effectively apply the participatory evaluation methodology
in the future. Thus, engaging in the participatory evaluation process has served as a
catalyst to generate intersectoral and participatory processes essential to the devel-
opment of HMC initiatives.

Participants in the three experiences described above reported that engaging in
a participatory evaluation was highly motivating and revitalizing, concretely stimu-
lating those involved to look at their actions more consistently, and promoting inter-
est in the issue of evaluation. The participatory evaluation experience strengthened
capacities among those involved, generated commitment to follow health promo-
tion principles, strengthened alliances among key stakeholders, and emphasized the
potential of participatory evaluation as a decision-making tool. As such, participa-
tory evaluation holds great promise for contributing to the advancement of health
promotion in the countries of the Region.
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Chapter 13
Evaluating Health Promotion in Rio de Janeiro,
Brazil: An Integrated Local
Development Project

Regina Bodstein

This chapter discusses the strategies used to evaluate implementation of a health-
promotion project in the Manguinhos neighborhood of Rio de Janeiro, Brazil. The
principles of health promotion and the concept of sustainable and intersectoral
local development provided the underlying guidelines for the program. Aimed at
addressing local determinants of health, and the social, environmental, cultural and
economic dimensions of quality of life, the Integrated Local Development Project
was supported by, and led to, community mobilization and participation (Ferreira
& Buss, 2002; Buss & Ramos, 2000). In this chapter we discuss the challenges of
evaluating a program that brought about change in various settings and at various
levels. Specifically, it affected teaching and research at the National School of Public
Health; it led to reorienting the healthcare model of the National School of Public
Health’s Academic Health Center; it triggered intense community mobilization; and
it resulted in a new intersectoral dialogue focusing on improved quality of local
life in Manguinhos (Bodstein, Zancan, & Estrada, 2001; Bodstein & Zancan, 2003;
Hartz, Ramos, & Marcondes, 2002; Zancan et al., 2002).

In 1999 the Brazilian National School of Public Health of the Foundation
Oswaldo Cruz, the Brazilian Association of Collective Health, and the Canadian
Association of Public Health developed a technical cooperative agreement to sup-
port the integration of health promotion into Brazilian public health policy and pro-
grams, which led to the creation of the Integrated Local Development Project. The
project sought to develop a new public health paradigm on primary health care and
on health promotion by linking health promotion theory, research, and training with
public health practice (Canada-Brazil/HPIA, 2003).

The National School of Public Health, a leading institution for public health
teaching and research in Brazil, had experience with many community health
projects that were based on understanding the local determinants of health. These
included an Open University project to improve environmental and health condi-
tions, Health-Promoting Schools, Physical Activity for Residents, Acupuncture and
Homeopathy, “Alimentação Viva” Project, Program for Healthcare in the Elderly,
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and STD/AIDS (Buss & Ramos, 2000; Ferreira & Buss, 2002; Zancan, Bodstein, &
Marcondes, 2002).

The School’s history of working in the neighborhood of Manguinhos, a favela
(shanty town) bordering campus, contributed to the evolution of a comprehensive
conception of improved quality of life and local development in Manguinhos, and
for reflecting on health-promotion principles in public policies, services, teach-
ing, and research in the health sector (Carvalho, Bodstein, Hartz, & Matida, 2004;
Ferreira & Buss, 2002). The Integrated Local Development Project sought to share
exemplar health promotion practices and to disseminate these in Brazil by way
of three strategies : (1) enhancing the capacity of the School of Public Health’s
Academic Health Center and the community to develop, implement, and evaluate
health promotion strategies; (2) strengthening health promotion within the School’s
programs in public health; and (3) disseminating health promotion and population
health concepts and project results throughout Brazilian, Canadian, and interna-
tional public health networks. The first activity in this Canadian-Brazilian collabora-
tion was the implementation of a project to address root determinants of health and
intersectoral collaboration called the Integrated Local Development Project in Man-
guinhos. At the same time, the project received timely support from the Brazilian

Table 13.1 Evaluation of the Integrated Local Development Project

Dimensions and Issues Evaluation Strategies

Degree of health-promotion principles
incorporated by the practitioners and
researchers;

Semi-structured and self-applied questionnaire

Importance of family health team to
reinforce social orientation practices
at Academic Health Center

Interviews with professionals in family
health-program team

Process of partnership and intersectoral
agenda formation addressing social
determinants of quality of life in
Manguinhos

Direct and systematic observation of interactions and
discussions in coordination meetings

Activities notes

Identification of strategic actors,
communities associations, and
cleavages

Community participatory diagnosis

Impasses in the creation of Local
Development Forum

Mapping social initiatives and
equipments in the communities

Direct and systematic observation of meetings and
workshops; notes from Forum discussions

Field survey and interviews with key actors and
social organizations in the communities

Identification of an existing set of
solidarity and collaboration at the
community level (leaderships involved
in cultural, educational, and sports
activities)

Mapping of activities and social organizations
Content analysis

Conflicting interests and impasses in the
implementation process

Content analysis of decision-making process

Source: Bodstein & Zancan, 2002; Bodstein & Zancan, 2003; Canada-Brazil/HPIA, 2003;
FCDDH, 2000; Hartz et al., 2002.
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Association of Collective Health to develop a leadership position in the debate about
public health in the country, and support from the Brazilian Research and Projects
Financing Agency (ABRASCO, 2002).

In this chapter we describe the key dimensions and evaluation strategies of the
project in Manguinhos (see Table 13.1). We center this discussion on negotiation in
intersectoral actions vis-à-vis community participation in an integrated local devel-
opment agenda.

Local Development and Health Promotion in Manguinhos

In Brazil, a framework for Sustainable and Integrated Local Development originated
in the mid-1990s and was based on the Economic Commission for Latin America
and the Caribbean model that postulated that development presupposes a partic-
ipatory, equitable, and sustainable process (CEPAL, 1991). The process involves
a concept of “local development as a social process combining economic growth
with redistribution and improvement of the community’s quality of life” (Buss &
Ramos, 2000, p. 15), and intersectoral policies in relation to social support net-
work organizations in a given social and territorial space. The proposal included
employment and income generation (e.g., micro-credit and cooperatives), housing,
sanitation, health, and education, among other components, and was based on par-
ticipatory diagnosis of the problems and needs in a given local territory or com-
munity (Agenda 21, 1992; CEPAL, 1991; Oficina Social, 1998). Local develop-
ment projects occurred in small communities and municipalities (counties) in Brazil
and they prioritized mechanisms for employment and income generation through
public-private partnerships (Buss & Ramos, 2000; Krutman, 2004). Up until the late
1990s, local development projects in large metropolitan areas and slum communities
were uncommon and posed a major challenge for the proposed model.

The initial approach of the Integrated Local Development Project in Manguinhos
in 1999 called for establishing a group, led by the Brazilian National School of
Public Health, that consisted of representatives from academic institutions, state
and municipal secretariats, and large state-owned and private companies with the
aim of integrating actions to improve quality of life in Manguinhos. As the proposal
evolved, the coordinating group saw the need for a team focused specifically on
monitoring and evaluating the project. School of Public Health researchers involved
in health promotion and education, and who had direct links with the implementa-
tion of the Integrated Local Development Project, designed the evaluation proposal.

The willingness and availability to participate in the coordination meetings was
crucial, since there was consensus concerning the need to monitor the planning of
actions, their spin-offs, the decision-making process, and community participation
in the implementation of the program. Thus, the evaluation team was integrated
into the Integrated Local Development Project coordination team, participating as
observers in the majority of the decisions.
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Evaluative Perspectives

The Integrated Local Development Project evaluators wanted to determine how
health promotion principles have been implemented or translated in the School of
Public Health practices and to understand the particular ways in which integration
of health promotion occurred at the School (Hartz et al., 2002). A semi-structured,
self-applied questionnaire was used to collect information on opinions of the pro-
fessionals involved in the cooperative agreement concerning teaching, research, and
reorientation of the Academic Health Center. In addition, curriculum and scien-
tific output of the School were also examined (Hartz et al., 2002). Analysis of the
resulting material showed that the introduction of health promotion concepts actu-
ally reinforced various principles and practices already in place at the School of
Public Health in general and at the Academic Health Center in particular. Intervie-
wees, however, perceived major challenges in the proposal for a dialogue that linked
teaching, research, and intervention through health diagnosis and action on the local
determinants of the health or disease. Tensions between healthcare practices and
health-promoting practices were reported. Lack of intersectoral actions and dialogue
among scattered initiatives and projects at the School itself and in the Academic
Health Center was perceived as a problem.

Health Promotion as Local Development

Evaluators of the Integrated Local Development Project sought to analyze the Man-
guinhos initiative from a perspective that viewed health promotion as local develop-
ment based on the social determinants. This analysis looked at the decision-making
process, which involved a wide range of stakeholders and intersectoral actions, in an
innovative proposal for community participation (Bodstein et al., 2001). The group
in charge of evaluation faced a complex intervention in various settings, with numer-
ous stakeholders and partnerships, and which developed in two major dimensions,
namely, intersectorality and the social space of mobilization and participation by
local community members.

Intervention Complexity and Context

In a social and territorial context of extreme poverty and violence, it was impor-
tant to focus on evaluation of the program implementation’s dynamics (Denis &
Champagne, 1997; Hartz, 1999; Potvin, Haddad, & Frohlich, 2001; Potvin &
Richard, 2001; Rootman, 2001). In the face of a comprehensive and multi-focal
intervention addressing determinants of health and based on active collaboration of
social agents, evaluation aimed exclusively at effects and impacts was obviously not
adequate (Chen, 1990; Connell & Kubish, 1998; Pawson & Tilley, 1997; Thurston &
Potvin, 2003). Instead, it was understood that the evaluation should capture the com-
plexity of the intersectoral collaboration and community participation and examine
obstacles to collaborative actions that might put at risk the program’s implementa-
tion and results.
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A literature on the evaluation of the Health Action Zones (deprived sub-regional
units) in England in the 1990s was useful to the extent that the design, principles,
and objectives bore similarities to the Manguinhos experience, despite the evident
differences in context and levels of social inequality between the two countries.
In the British case (unlike the Manguinhos project), the initiative stemmed from
action planned at the central level by the National Health Service aimed at a sys-
temic approach to health inequalities. The Health Action Zones program had a
seven year implementation timeframe and specific budget allocation; in short, its
execution and subsequent evaluation occurred at the central level (Barnes, Matka, &
Sullivan, 2003; Sullivan, Barnes, & Matka, 2002; Sullivan, Judge, & Sewell, 2004;
Springett, 2005).

In the Integrated Local Development Project in Manguinhos, growing violence
and its impact on both quality of life and patterns of sociability and collective action
were key issues (Bodstein & Zancan, 2002; Jackson et al., 2003; Peres et al., 2005;
Wacquant, 2001; Zaluar, 1997). The evaluative approach sought to analyze con-
text and identify the principal processes and practices of strategic actors who could
potentially hinder or even prevent intersectoral actions and community participation.
In the Manguinhos case the attempt was to identify processes that historically hin-
dered collaboration in a locality with a particularly harsh struggle for political space
and resources. The issue was to evaluate a set of processes triggered by an inter-
vention in a highly conflictive social space. Thus, the evaluation had to acknowl-
edge that social programs are undeniably social systems and that programs work
by introducing new ideas and/or resources into an existing set of social relation-
ships (Pawson, 2003; Pawson, 2002; Pawson & Tilley, 1997; Sullivan et al., 2002).
The evaluation approach concentrated on what appeared essential in the program’s
conceptualization: the dynamics of implementation through mechanisms and strate-
gies for community participation and negotiation of an agenda for multi-sector and
integrated development.

Evaluators as Participants

The evaluation team worked with the coordinating body and participated in meet-
ings where the program decisions were made. This was crucial from the evalua-
tors perspective because it allowed them to document, in locus, the formation of
a decision-making space that constituted an innovative process resulting from the
composition and breadth of the membership. As observers, the evaluation group
could analyze the numerous difficulties and impasses in the implementation of
intersectoral decisions, integration of agendas, and agreement on actions at both
the government and community levels.

Lessons Learned in an Intersectoral Approach

The initial approach for the Integrated Local Development Project was the formation
of partnerships and establishment of an intersectoral group that convened important
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sectors of the public administration together with stakeholders from institutions that
were highly motivated to get involved in the project. A large share of the proposal’s
initial success was due to a municipal policy called the “macro-function” – a plan to
integrate various municipal departments sharing related activities – and to participa-
tion of the Municipal Health Department’s Family Health Program in Manguinhos.
The School of Public Health and the funding agencies played key roles in defining
the program’s guidelines, forming a steering committee that coordinated program
actions and provided credibility and some prospects for sustainability.

In addition to the steering committee, several specific thematic groups were
established to address basic quality of life issues in Manguinhos (e.g., health, envi-
ronment, housing, sanitation). The severity of the housing problem, with dangerous
and degraded dwellings, made developing a housing project the priority on the local
agenda. Negotiations around this project gained enormous political visibility and
nearly dominating the entire Integrated Local Development Project agenda. Con-
flicting interests emerged among local political groups, leading to allegations of
serious manipulation of the roster of families to benefit from the project. Mean-
while, resources needed for housing and basic sanitation issues necessitated major
public investments and technical support, involving long and cumbersome negotia-
tions with funding agencies and other administrative sectors. It became clear that the
issues addressed were long-standing and relatively intractable and that such issues
served to foment disagreement and demobilize large segments of the community
that were lobbying for an immediate solution.

The presence of an evaluation group in the program steering committee allowed
close monitoring of implementation difficulties from the project’s onset. One dif-
ficulty was that the representatives from different sectors brought a pre-defined
agenda to the steering committee meetings. Instead of negotiating an agenda with
shared objectives, previously determined, sector-specific goals were merely jux-
taposed. Negotiation on priorities and reflection on agreements for intersectoral
actions adapted to local conditions did not actually occur, thus exposing both a lack
of previous experience with this level of intersectoral action and a lack of effective
collaboration on specific goals. This entire process confirmed what has been found
in extant evaluation literature: coalitions are easy to build in principle, but difficult
to maintain when it comes to making them work together and develop common
goals (Weiss, 1998). While the Integrated Local Development Project was success-
ful in planning and initiating intersectoral negotiation, it lacked sustainability and
effective collaboration (Bodstein & Zancan, 2002).

Reorientation of the Academic Health Center

Present in 95% of Brazil’s municipalities and counties, the Family Health Pro-
gram is a strategic and priority program of the Brazilian Federal government that
has focused on strengthening and restructuring primary health care since the mid-
1990s. The Family Health Program emphasizes not only individual care but health
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promotion based on community participation and intersectoral actions. Two Family
Health Program teams were set up in Manguinhos, generating a series of com-
munity activities in the program that were based on health promotion principles.
Involvement of the School of Public Health’s Academic Health Center in this effort
was enormously important. First, it guaranteed a concrete space for articulating
the action and interests of professionals, researchers, and community representa-
tives. Second, by providing the local population with primary health care for more
than 30 years, it gave the School and the Integrated Local Development Project
widespread credibility and recognition in the community. Here primary health-
care practitioners and researchers could integrate health promotion into health care
practices.

The presence of the Family Health Program in Manguinhos was crucial to a dis-
cussion within the Integrated Local Development Project on reorientation of health-
care services and it contributed decisively to mobilizing the community. Community
mobilization took place mainly through a diagnosis of the local health problems,
and registration of families to be served by the Family Health Program. Commu-
nity representatives were involved in the selection and training of young residents
who became “community health agents” as part of the Family Health Program’s
multidisciplinary teams. Acting as a formal link between professionals and the local
population, community health agents are a fundamental component of the Family
Health Program’s objective to reorient healthcare services. Their role in the program
is to visit registered families and support improvement in their health and living
conditions.

Interviews with professionals on the Family Health Program teams during the
evaluation process highlighted the difficulties faced by community health agents
and program teams in the development of health education and health promotion
activities. Some of these difficulties hindered actions in reorienting the care-based,
curative, clinical model toward a more health promoting strategy of action (Senna,
Mello, & Bodstein, 2002). Professionals reported that the population’s demand for
medical care, together with a pervasive conception of health in terms of disease and
illness, contributed to the difficulty of reorienting healthcare model.

On the other hand, because of their proximity to the health and social problems in
the Manguinhos community, community health agents and family health program
teams were able to identify a variety of local problems that required intersectoral
solutions. The Family Health Program strategy, according to health-promotion prin-
ciples, posed the need for intersectoral actions at the level of Academic Health Cen-
ter management and routine provision of care. As a result, the group responsible
for management of the health unit, a partner in the entire process of negotiating the
Integrated Local Development Project, was redefined to integrate members from
other administrative sectors, with the intention of sharing responsibility for deci-
sions related to local health-related issues (Reis & Vianna, 2002).

The evaluation group found that negotiation of intersectoral action is extremely
challenging at the service-level because it requires a large investment in time and
energy by management professionals and practitioners. As previous literature has
noted, very often social service agencies are linked together weakly, with each
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agency giving high priority to its own goals and interests and low priority to those
of other agencies (Chen, 1990). Implementation of intersectoral actions in the Aca-
demic Health Center revealed the difficulty of maintaining partnerships and col-
laborative work in relation to the demand for integrated solutions to both specific,
short-term issues as well as long-term, structural ones.

Municipal Government Involvement

Despite managers’ motivation and commitment to the project, the role of the munic-
ipal government fell far short of what was expected. Most notably the municipal
government was not able to fully address the demands for basic urban infrastructure
and public security in Manguinhos and huge problems and precarious conditions
remained unsolved. There was low adherence by some sectors of the public admin-
istration in the implementation of the Integrated Local Development Project in Man-
guinhos, and several important institutional stakeholders withdrew their involve-
ment in the program. The project coincided with an election campaign for the Rio
de Janeiro Mayor’s Office and City Council, which hampered the dialogue, partner-
ships, and collaborative work between the program and the municipal government.
Thus, the proposal for macro-level intersectoral action and partnership with large
private enterprises from the region failed to reach fruition and lasted for less than
a year.

The Manguinhos evaluation showed that “Coalitions are easy to form under a
vague and noble goal because each member can find some reason or motive to par-
ticipate. Conversely, operative goals, involving the details of resource allocations or
value trade-offs, only highlight differences among coalitions and enhance the con-
flicts between them” (Weiss, 1998). It further illustrated intersectoral dialogue can
be impeded by a highly politicized setting – as might be expected in an antipoverty
program (Shadish, Cook, & Leviton, 1991; Weiss, 1972; Weiss, 1998). Finally, it
shows that intersectoral action can be undermined by institutional fragmentation
and administrative discontinuity.

From the onset, the evaluative process showed clearly that while it was important
for community mobilization that the program addresses projects and issues of great
political visibility, it also demonstrated that the program was never fully imple-
mented due to potential conflicts associated with entrenched interests. In the case of
the Manguinhos project, these issues contributed to demobilization.

Participation and Socio-Cultural Mediation

The original conceptualization of the Integrated Local Development Project explic-
itly valued community perspective, empowerment, and genuine participation, as
opposed to a token participation that would have merely legitimized the proposed
intervention (Ferreira & Buss, 2002). It was clear to policymakers that success in the
implementation of the project in such an adverse socioeconomic setting hinged on
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broad community mobilization and adherence to the proposal by organized sectors.
The mobilization strategy used “rapid participatory diagnosis” to create a Local
Development Forum. A participatory diagnosis was conducted by the Bento Rubião
Foundation Center for Human Rights (FCDDH, 2000) and consisted of an exten-
sive field survey with a series of interviews and contacts to identify key leaders,
organizations, and stakeholders for studying the communities’ history, identity, and
cultural characteristics. It also mobilized and brought together the main stakehold-
ers, interest groups, organizations, and community demands, converging in a broad
mobilization and convening the Local Development Forum.

The effects and results of the community mobilization and participation trans-
lated into a significant number of meetings, assemblies, community forums, for-
mation of committees and thematic groups, as well as in the creation of videos,
booklets, and posters explaining the Integrated Local Development Project. The
Forum, called “Acorda Manguinhos” or “Wakeup Manguinhos”, convened for the
first time more than 50 local leaders (Santos & Martins, 2002). It was a highly
politicized arena and highlighted both the success of the mobilization strategy and
the existence of deeply rooted conflicts and interests. The Forum revealed enormous
receptiveness and high level of adherence to the project by participants, however,
it also revealed the impasses and difficulties experienced by local associations. A
mosaic of community associations and organizations with limited scope and little or
no cooperation reflected the tensions in local associative life.

Conflicts and discord occurred in all macro-sectoral negotiation processes involv-
ing the Integrated Local Development Project agenda. The program experienced a
moment of intense conflict with the weakening of the coalition and the partner-
ships that had originally launched the effort. The evaluation group, observing the
changes brought about by the project, attempted to monitor and analyze the emerg-
ing impasses that culminated in the Forum’s negotiation of a local development
agenda. Together with the community leaders, women’s associations, and Forum
leaders, the evaluation group designed a survey of the existing social initiatives and
resources in Manguinhos, with the aim to identify, publicize, and articulate socio-
cultural projects and resources in the community, i.e., social capital (Coleman, 1990;
Putnam, 1996). The research resulted in the Guidebook of Social Resources, which
detailed collaboration among the various existing initiatives in the area (Bodstein
et al., 2001). This survey revealed the strong presence and importance of religious
groups responsible for social interventions in the area. It also revealed fragmentation
and lack of coordination among local social programs.

The Manguinhos community had a previous history of community mobilization
and revitalization that involved renewed leadership and the emergence of a series of
socio-cultural and health initiatives focused on youth,women,elderly, and peoplewith
HIV/AIDS, chronic non-communicable diseases, and disabilities. These initiatives
promoted alternativenutritionalpractices, environmental educationandactivities, and
physical activity. Analysis by the evaluation group of the rapid participatory diagnosis
reports (FCDDH, 2000) identified the more pressing needs, such as housing and basic
sanitation, as compared to educational and recreational activities, especially for chil-
dren and youth. It also examined social capital as a mechanism for local collaboration
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and cultural mediation in the associative life in Manguinhos (Bodstein et al., 2001;
Peres, Bodstein, Marcondes, Ramos, & Lazer, 2005; Zancan et al., 2002).

Local Associative Life in Manguinhos

A study was conducted to analyze local associative life and identify existing rela-
tionships of solidarity, cooperation, and trust. The goal was to identify explana-
tory factors, given the impasses for cooperation and collective action illustrated
by the “Wakeup Manguinhos” Forum. This field survey interviewed main com-
munity leaders, delving into greater depth on community life, local demands and
problems, and perceptions or opinions concerning the process of mobilization and
participation. Analysis of the survey produced evidence of the conflict between
neighborhood associations that have a monopoly over local political representation,
and non-governmental associations that represent plural forms of organization and
directly or indirectly challenge the political practices adopted by the Manguinhos
neighborhood associations (Bodstein et al., 2001). This research also revealed the
role played by local groups responsible for mediating the community’s needs and
demands in relation to institutions and the public sector and their support of cultural
and sports activities in the community. Despite discords, these cultural mediators
represented a possible source of solidarity and cooperation.

In Manguinhos, cultural mediators, together with the professionals providing
social and cultural services to the local population, played a major role in linking
communities and institutions and organizations, and were a source of social capital
in the community. This notion of increasing community capacity in an adverse envi-
ronment expands on earlier work that focuses more on the ability to work together
and lobby for community improvements (e.g., Jackson et al., 2003). In the Man-
guinhos community, needs related to education, sports, and leisure were subsumed
in the need for improvement in urban infrastructure and services. It was necessary
to identify the conditions and forces that limit intervention opportunities and devise
strategies to respond to these forces (Bauman, 2003; Giddens, 2002). Preoccupation
with unemployment, lack of job prospects, and idleness among youth in Manguin-
hos was a common and strong theme in the discourse of local leaders. Recreational
and cultural activities were valued by the leaders and by the population in gen-
eral, because of their potential to strengthen positive sociability, affirm identity,
and improve self-esteem. Through these activities, community leaders or cultural
mediators gain visibility and recognition in the entire community (Alvito, 2001).
Such activities are crucial for generating mechanisms that reinforce and create social
capital in the community.

The survey of local associative life showed the presence of factors that con-
strained collective action and the capacity for horizontal collaboration. Working
together collaboratively to lobby for community improvements was hindered by
a marked difference in the interests of important local community organizations.
Paternalistic practices and cronyism created vertical relationships of dependence
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and subordination in the population and its leaders in relation to political parties,
institutions, and the public sector in general.

Violence Undermines Civic Life

The alarming violence that afflicts both more- and less-developed countries under-
mines civic life and solidarity in neighborhoods like Manguinhos (Jackson et al.,
2003; Wacquant, 2001). The presence of a contingent of adults and young people
who are marginalized from basic citizens’ rights, discriminated against, and stig-
matized turns these communities into social ghettoes (Santos & Martins, 2002). In
what are viewed as dangerous areas, the stigma of violence marks the residents and
particularly the young slum-dwellers, who are seen as being on the verge of criminal
activity, if not already involved in it (Rinaldi, 1998). Like other prejudices, this
stigma has the potential to be self-assimilated, reinforcing young people’s adher-
ence to violence and marginalization. Thus, the drug traffic and violence become
a central representation of power in the slums, altering the networks of reciprocity
and solidarity and the values shared by residents (Zaluar, 1997).

Initiatives that reinforce positive values and self-esteem are increasingly neces-
sary to improve quality of life in areas with increasing violence. The evaluation
of associative life made it clear that cultural mediators in Manguinhos share and
are acutely aware of this problem. Mechanisms for democratization, participation,
and innovation that operate in community interventions are two-way: government
must be open channels for participation and expanding public space for community
leaders, while community leaders must share responsibility for local action to build
solidarity (Jacobi, 2002). In the case of Manguinhos, the municipal government
was entirely open in the beginning as a partner in the Integrated Local Development
Project, but then retreated, denying sustainability for the community’s principal pro-
posals and demands.

Reflection on Evaluation Practice

The evaluative approach described here was applied to a comprehensive health pro-
motion and local development program in a very poor area in the city of Rio de
Janeiro. The program’s innovative nature and the impasses in its implementation
required an evaluative approach that documented intersectoral and community dia-
logue over the course of the program’s duration. The most striking characteristic
of the Integrated Local Development Project was the community’s mobilization to
engage with the project’s management committee that included academic institu-
tions, sectors of State and municipal government (e.g. housing, health, and labor),
private companies, and social organizations present in the community.

The fact that the evaluation team had a seat in the periodic meetings of the pro-
gram’s coordinating body allowed the documentation of the numerous difficulties
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and impasses in the implementation of intersectoral decisions, integration of agen-
das, and agreement on actions at both the government and community levels.
The evaluative approach benefited from reflexive knowledge gained through par-
ticipation in the decision-making process and debate on proposals and actions
in the management committee’s meetings. Knowledge of the program’s design
and objectives, the dilemmas in implementation within a problematic context, and
the impasses that emerged in the decision-making process shaped the evaluation
questions.

In essence, the evaluation centered on the principles and objectives underlying
the program’s construction, that is, in accordance with a comprehensive view of the
social, environmental, cultural, political, and technical determinants of health. This
occurred in an environment characterized by continuous negotiation. The evaluation
of a program that involves multilevel processes, components, and mechanisms is by
definition a complex process. Two major evaluation issues were examined: (1) the
process of dialogue and negotiation of intersectoral strategies in Manguinhos, and
(2) community mobilization premised on participation and consensus for an inte-
grated local development agenda.

This evaluation revealed a conflictive organizational and participatory context
that was averse to collaborative actions. A reflexive and analytical evaluation, cou-
pled with participation in the process, was crucial to the credibility of an evaluation
in which there were diverse interests and growing political conflicts. The evaluation
used a contextual analysis to explain the impasse in the implementation of inter-
sectoral and participatory actions, and to reveal the proposed program’s limits. The
context shaped and defined the program itself, as well as the choice of evaluation
questions. These evaluation questions sought to illuminate the progressive nature of
the program in relation to the difficulties in implementing action on social determi-
nants of health. This could only be explained by understanding the associative life
in Manguinhos, the complex issues (housing and basic sanitation projects), and the
responsibility and role of the public sector in solving them.

The context was conceived and analyzed as a structured set of relations that
define social practices and political interests and identify both supportive partici-
pants as well as those resistant to the program and the proposed changes. Use of a
qualitative methodology to understand the interests shaping practices and structur-
ing relations that were historically present in the communities was fundamental. In
this sense, only by identifying and working with strategic actors in the community –
cultural mediators – and using in depth interviews, could we understand conflicts in
the associative life of Manguinhos.

The evaluation process demonstrated that the program’s context can be defined.
In the case of the Manguinhos project, there was a set of relations and interests
attached to the intergovernmental sphere and also a space defined by the common
and discordant interests of the community. Both displayed contradictions that were
heightened by a highly politicized environment not prone to consensus. A lack of
integration among governmental sectors and agencies, and the fact that each had
their own interests, was an issue the evaluators observed in the program’s coordina-
tion meetings. On the other hand, the Academic Health Center favored intersectoral
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action and social participation since it was widely used and respected by the Man-
guinhos community.

In addition to describing actions and obstacles, this evaluation attempted to con-
struct an explanation for these processes based on a view of context as a space build
by structured practices that shape social relations and policies, past and current. The
evaluation describes structural processes that prevented full implementation of the
project. Initiatives with characteristics similar to the Integrated Local Development
Project depend, to a large extent, on expanding the decision-making space by mobi-
lizing and valuing existing social relationships and social organizations acting in the
local area (Barnes et al., 2003).

The evaluation process for the Manguinhos program was carried out in close
proximity to the community through participation of cultural mediators. Collabo-
ration with these strategic actors started in the participatory diagnosis phase, and
eventually allowed the mapping of social spaces (or solidarity networks) and social
capital in Manguinhos. This gave visibility to the socio-cultural and recreational
movements existing in the area. Work with strategic actors in the community was
crucial to the evaluative process. From this participatory evaluation, the contribution
of the cultural mediators to community sociability and solidarity – so necessary for
quality of life and decreasing local violence – became apparent, lending greater
visibility to local social capital.

Conclusion

Various evaluation strategies have been discussed here in light of the diversity of
dimensions and settings in the Integrated Local Development Project. We attempted
to systematize the opinions of professionals at School of Public Health regarding
strengthening health promotion practices. We also focused on the analysis of the
program’s implementation process by examining the formation of partnerships and
the mobilization of various institutional and non-institutional stakeholders. This
involved a systematic reflection on the project related to two central strategies for
health promotion and local development: an intersectoral approach and community
mobilization and participation.

This evaluation sought to focus on innovative elements in a program whose
greater objective was to act on the social determinants of health in communi-
ties lacking urban infrastructure and public services and plagued by violence. The
project proposed housing and basic sanitation projects, employment and income
generation, reorientation of the local health center, and various initiatives to foster
social inclusion and curb violence. These are complex issues, difficult to solve in
the short term, and require significant public investment.

The evaluation questions tried to capture the complexity of a process involving
health promotion to improve quality of life determinants in an extremely adverse
social and political context. Impasses in the negotiation of a common agenda for the
Manguinhos area were evident in collaboration attempts by academic institutions,
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various levels of government, non-governmental organizations, and the participat-
ing communities. The evaluative practice highlighted the interdependence between
the program and the context, since there were frequent changes and reorientations
throughout its two-year history. This was a long process of establishing a common
agenda, integrating intersectoral actions in the program, and reflecting on changes
and the intricate negotiations among diverse stakeholders whose political and par-
tisan interests were always at stake. To understand the impasses arising in both
intersectoral collaboration and participation by local representatives, and to explain
the origin of interests and conflicts constantly at stake, we interviewed community
leaders who offered insights that revealed both unity and division in local associative
life.

The evaluators’ participant observer role in the process of formulating and nego-
tiating an agenda were crucial to the selection of questions and to the very choice
of the evaluative approach itself. In conclusion, evaluation practice discussed here
was achieved by constantly fine-tuning the Manguinhos project in response to local
context, by participatory observation of the entire complex decision-making pro-
cess, and by autonomy in reflecting on the impasses for cooperation and collective
action.
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hos. In L. Zancan, R. Bodstein, W. B. Marcondes (Eds.), Promoção da saúde como caminho
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Chapter 14
Multi-strategy in the Evaluation of Health
Promotion Community Interventions:
An Indicator of Quality

Zulmira Hartz, Carmelle Goldberg, Ana Claudia Figueiro, and Louise Potvin

There is a general agreement in the specialized literature on the need to design
and conduct multi-strategy evaluation in health promotion and in social sciences.
“Many community-based health interventions include a complex mixture of many
disciplines, varying degrees of measurement difficulty and dynamically changing
settings . . . understanding multivariate fields of action may require a mixture of
complex methodologies and considerable time to unravel any causal relationship”
(McQueen & Anderson, 2001, p. 77). The meaning of the term multi-strategy, how-
ever, varies greatly. For some, multi strategy corresponds to the use of multiple
methods and information data that allow for the participative evaluation of multi-
ple dimensions, like outcome, process, and social and political context (Carvalho,
Bodstein, Hartz, & Matida, 2004; Pan American Health Organisation, 2003). For
others, the support for using multiple methods and strategies is rooted in wills to
deploy multi-paradigm designs (Goodstadt et al., 2001). More generally, however,
the term refers to studies mixing qualitative and quantitative methods of enquiry
(Gendron, 2001; Green & Caracelle, 1997). Exceptionally, in the evaluation lit-
erature, multi-strategy also refers to the possibility to mix all kinds of evaluation
approaches or models from diverse categories, such as advocacy, responsive, and
theory-driven evaluation (Yin, 1994; Datta, 1997a,b; Stufflebeam, 2001). In all these
references, the use of multi-strategy evaluation is justified as the best approach to
minimize validity problems in dealing with the complexity of multi-strategy inter-
ventions and in multi-centers evaluation research.

Unfortunately, in examining research synthesis studies it is often impossible to
estimate the real utilization and the effective contribution of multi-strategy evalu-
ation, despite the fact that such multi-strategy evaluation is largely recommended
to improve knowledge resulting from health promotion intervention evaluations.
Meta-analysis and other research synthesis methods are based on a very limited
classification system of evaluation study design that consists in whether a Ran-
domized Control Trial (RCT) has been used (Hulscher, Wensing, Grol, Weijden,
& Weel, 1999; International Union for Health Promotion and Education, 1999).
This impedes the capacity to judge the appropriateness of evaluation approaches, in
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particular for the multi-strategy interventions characterizing complex community-
based actions.

Considering the additional difficulties associated with conceptual definitions of
health promotion in community settings (Boutilier, Rajkumar, Poland, Tobin, &
Badgley, 2001; Potvin & Richard, 2001) and the absence of a standardized typology
for multi-strategy evaluations and their implications to research validity and prac-
tical utility, this chapter explores the approaches and multi-strategy models imple-
mented by evaluators in health promotion. To do so, we carried out a systematic
review of scientific articles reporting on community health promotion evaluation
conducted in countries from any of the three Americas, between 2000 and 2005,
and available through electronic databases until May 2005. We were further inter-
ested in assessing the quality of these evaluation studies using quality indicators
derived from international standards of meta-evaluation adequacy and from health
promotion principles and values.

Two questions guided our work: (1) What are the characteristics of health pro-
motion intervention evaluation studies? and (2) To what extent do these studies
conform to common and specific evaluation standards? The need for using spe-
cific standards comes from the fact that, in order to convincingly demonstrate both
expected and unintended effects, evaluation must use methodological approaches
that are congruent with the principles and values of complex community health
promotion interventions.

Methods

The Meta-Evaluation Approach

Meta-evaluation, in an informal sense, has been around for as long as someone has
recognized that evaluators are professionals and, like in other professional prac-
tices, the quality of their products must be assessed. Cooksy and Caracelli (2005)
have underlined that meta-evaluations conducted on a set of studies are useful to
identify strengths and weaknesses in evaluation practice. It serves the general goal
of capacity development in the field of evaluation.

In short, meta-evaluation is the systematic evaluation of an evaluation study,
mainly based on four categories of evaluation standards that have reached con-
sensual agreement from the American Evaluation Associations (AEA) for the
evaluation of social programs (Stufflebeam, 2001, 2004; Yarbrough, Shulha, &
Caruthers, 2004), public health interventions (Centers for Diseases Control, 1999;
Hartz, 2003; Moreira & Natal, 2006), and also for Community Programs (Baker,
Davis, Gallerani, Sanchez, & Viadro, 2000). These four categories are defined as
follows and the complete list of standards that were used in this study for each
category is provided in Appendix 1.

The first category is labelled utility standards. It is composed of criteria con-
cerned with whether the evaluation is useful. Together these criteria answer questions
directly relevant to users. Three standards from this category were selected for this
study. The second category is composed of feasibility standards that assess whether
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the evaluation makes sense. The single criterion selected from this category assesses
whether interests from various relevant groups were taken into account in evaluation
design. The third category is made of propriety standards and concern evaluation’s
ethic. The three criteria selected assess whether evaluation was conducted in respect
of the rights and interests of those involved in the intervention. The fourth cate-
gory is composed of accuracy standards. The ten criteria selected relate to whether
the evaluation conveyed technically adequate information regarding the determining
features of merit of the evaluated program.

In addition to those four categories of standards and as an answer to concerns
regarding international applications, the notion of open standards is now being
developed to face the difficulties associated with transferring standard categories
into different cultures and contexts (Love & Russon, 2004). According to Stuffle-
beam (2001), the main challenge in a meta-evaluation is one of balancing merit and
worth in answering how the evaluation studies analyzed meet the requirements for a
quality evaluation (merit) while fulfilling the audience’s needs for evaluative infor-
mation (worth). Despite the fact that these standards are recognized by evaluators’
professional associations, these associations also recognize that standards are not
recipes. They are useful starting points to develop trade-offs and adaptations for spe-
cific situations faced by meta-evaluators (Whorthen, Sanders, & Fitzpatrick, 1997).

Another category of open standards was defined for this meta-evaluation study.
This category, called specificity standards, assesses whether the evaluation was theo-
rized in accordance with community-based health promotion principles. Indeed, the
complex nature of health promotion community interventions requires innovative
and complex evaluative approaches, using a variety of methods that are coherent
and consistent with initiatives that target changes at various levels. In addition, eval-
uation studies should be valid and allow the identification of theories and mecha-
nisms by which actions and programs lead to changes in specific social contexts
(Fawcett et al., 2001; Goodstadt et al., 2001; Goldberg, 2005). For this exploratory
meta-evaluation, we adopted specific standards and criteria of a quality evaluation
that follow three fundamental community-based health promotion principles: com-
munity capacity-building and accountability; disclosed theory or mechanisms of
change; and multi-strategy evaluation. Multi-strategy evaluation was defined as an
evaluation which combines quantitative/qualitative analyses and makes appropriate
links between theory and methods, and process and outcome measures.

Based on these criteria, we assessed and gave a score to selected articles report-
ing on evaluation of community-based interventions. This scoring was performed in
anonymous meta-evaluation format, in the same spirit than that of professional eval-
uators societies, i.e., to enhance the quality and credibility of knowledge resulting
from evaluation studies (Stufflebeam, 2001).

Data Collection and Analysis

The first step was to select the articles to be included in the meta-evaluation. A sys-
tematic review of community-based health promotion program evaluation available
in major data bases, such as CINHAL (Cumulative Index to Nursing & Allied Health
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Literature) and the Virtual Health Library of the Pan-American Health Organization
registry, was undertaken. This registry was chosen for its ability to house English,
French, Spanish, and Portuguese studies conducted throughout the Americas by
taping into prominent scientific databases in the field of health promotion. These
databases include Lilacs (Latin American and Caribbean Health Sciences), SCIELO
(Scientific Electronic Library Online), and Medline (International Database for
Medical Literature).

Three search terms were used to identify eligible references, namely: health
promotion, program evaluation, and community. Our initial search lead to the iden-
tification of 58 references from the Lilacs-SCIELO (L&S), and 120 references from
Medline and CINHAL (M&C), that moved on to the second round of analyses,
where abstracts were reviewed for their adherence to the specified definition of com-
munity interventions in health promotion. Differences in Medline’s default search
settings lead to slight modifications to our search specification, while restriction pos-
sibilities lead to fairly large differences to search results. Medline’s default search
settings required the specification of residence characteristics attributed to commu-
nity as a search term, and allowed both full text documents and evaluation studies to
be used as search restrictions. The former restriction lead to the identification of 53
studies, which excluded systematic reviews of the literature, commentaries, books,
and editorials, while the latter lead to the identification of 23 studies that were rated
as evaluation studies by authors.

In a second step, 29% (17/58) of the abstracts referenced in L&S and 23%
(28/120) of those in M&C were selected according to a broad definition of “commu-
nity health promotion interventions”. The definition we used was based on Potvin &
Richard (2001) and on Hills, Carrol, and O’Neill (2004), who restrict the term com-
munity interventions to interventions that use complex multiple strategies, focus on
various targets of changes (individuals and environment changes), and engage com-
munities with a minimum level of participation. Such interventions are generally
characterized as community development, community mobilization, community-
based intervention, and community-driven initiatives (Boutilier et al., 2001). The
third and final step of article selection was based on the agreement of two reviewers
who have read the complete texts. In the case of disagreement, a third reviewer was
called. In this final stage, we selected articles that were designed to answer at least
one evaluative question regarding the program under study, based on the Potvin,
Haddad, and Frolich (2001, p. 51) five-category classification of evaluation ques-
tions. These are: (1) Relevance questions: How relevant are the program’s objectives
to the target of change? (2) Coherence questions: How coherent with the theory of
problem is the theory of treatment linking the program’s activities? (3) Respon-
siveness questions: How responsive is the program to changes in implementation
and environmental conditions? (4) Achievement questions: What do the program’s
activities and services achieve? (5) Results: To which changes are the program’s
activities and services associated?

All 27 articles selected and listed in Appendix 2 (among which 19 are from
North America) were read by two independent coders. Four dimensions adapted
from Goodstadt et al. (2001, p. 530) were used to describe the program that was
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evaluated. These were: (1) the intervention goals (improve health and well-being,
reduce mortality and morbidity, or both); (2) the level of the targeted changes as
stated in the intervention objectives (enhance individual capacity, enhance commu-
nity capacity, or develop supportive institutional and social environment); (3) the
health promotion strategies used (health education, health communication, organi-
zational development, policy development, intersectoral collaboration, or research);
and (4) the main reported results. According to Goodstadt et al. (2001), model,
health promotion actions should have goals that extend beyond reducing and pre-
venting ill health to include improving health and well-being, focusing on different
levels and determinants of health and adopting strategic and operational activities to
reach objectives in the areas given priority by the Ottawa Charter.

Three dimensions have been coded to characterize the evaluation approaches
used in evaluation studies. The first dimension relates to the question that guided the
evaluation study (relevance, coherence, responsiveness, achievements, or results).
The second dimension assesses the main focus of the evaluation (process, outcome,
or both). The third dimension concerns the methods used (qualitative, quantitative,
or mixte).

Finally, each evaluation study was rated using the four American Evaluation
Association’s standards listed in Appendix 1 and the five criteria of the specificity
standards designed for this study. Because many of the information required to
assess the criteria of the American Evaluation Association standards were only
available in original reports or in evaluability assessment studies, each standard
category was assessed globally. Each standard category and each of the five speci-
ficity criteria were given a score ranging from 0 to 10 by two independent review-
ers, following Stufflebeam’s (1999) classification: Poor 0–2; Fair 3–4; Good 5–6;
Very Good 7–8; and Excellent 9–10. A correlation coefficient of 0.86 between the
reviewer’s scores was estimated using three randomly selected articles. All statisti-
cal analyses were performed using Epiinfo 3.3.2.

Results

Table 14.1 presents the characteristics of programs evaluated in the selected arti-
cles. Two characteristics are in line with health promotion principles. As shown in
Table 14.1, only a minority of the programs targeted the reduction of mortality and
morbidity as program sole objectives. Another positive result is the fact that, in addi-
tion to individual level change objectives, the great majority of programs also target
middle and macro level change objectives, this in 70% and 48% of cases respec-
tively. Concerning the health promotion strategies adopted or the activities carried
out to ensure that the objectives can be achieved, health education and communica-
tion are the two most often implemented and they appear to be always associated
in local practices. Interestingly as well, all programs were composed of at least two
types of actions meeting the minimal requirement for being labeled multi-strategy
interventions. More interestingly, 20 out of 27 programs were made up of three or
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Table 14.1 Main characteristics of evaluated interventions (n=27)

Characteristics No. %

Health Promotion Goals
Improved health and well-being 9 33.3
Reduced mortality and morbidity 5 18.5
Both 13 48.1
Objectives/Levels∗

Enhanced individual capacity/Micro 20 74.1
Enhanced community capacity/Meso 19 70.4
Supportive institutional and social environments/Macro 13 48.1
Generic Strategies∗

Health education 20 74.1
Health communication 20 74.1
Organizational development 16 59.3
Community development 12 44.4
Policy development 8 29.6
Intersectoral collaboration 11 40.7
Research 13 48.1
Main Results∗

Improved awareness, knowledge, skills, decision-making & behaviors 19 76.0
Enhanced organizational capacity 13 52.0
Increased community capacity & participation 11 44.0
Increased equitable access to health care 7 28.0
Increased focus on prevention and health promotion in health systems 13 52.0
Enhanced coordination of efforts & resources in policies 6 25.0
Enhanced health promotion public policies 7 28.0
Knowledge development and dissemination 12 48.0
∗ Categories within these dimensions are not mutually exclusive.

more components. The presence of research activities, as part of 13/27 interventions,
seems also to indicate an integration of knowledge development as an intervention
strategy. Less encouraging however is the fact that only a minority of programs
address issues of public policies. As for the evaluation results, not surprisingly the
majority of them reported improved awareness, skills, and behaviors. Only a few
reported positive effects on public policies and increased equity.

Table 14.2 describes the main characteristics of the evaluation approaches imple-
mented in the articles selected. It is interesting to note that evaluation studies seem
to be covering a broad range of evaluation questions, overcoming the traditional
dichotomies between process versus result evaluations, or between formative versus
summative evaluation. Indeed, our results clearly illustrate the richness of using
a typology of questions to characterize the evaluation focus, compared to catego-
rizations based on the traditional dichotomy. Our results also show that the use
of multi-strategy approaches to evaluation is still somewhat limited. Only 40% of
the reported studies focus on a mixture of process and outcome, and 36% used a
mix of quantitative and qualitative analyses. We will come back to the relevance of
this dimension as a quality indicator of health promotion evaluative research in the
discussion.
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Table 14.2 Main characteristics of evaluation designs (n = 27)

Characteristics No. %

Types/Questions∗
Coherence 6 22.2
Achievements 13 48.1
Relevance 3 11.1
Responsiveness 11 40.7
Results 18 66.7
Focus
Process 8 29.6
Outcomes 8 29.6
Both 11 40.7
Data analysis
Mixed 9 36.0
Quantitative 8 32.0
Qualitative 8 32.0
∗ Categories within this dimension are not mutually exclusive.

The second issue addressed in this chapter has to do with to the extent to
which the evaluations meet common and specific evaluation standards. Figure 14.1
presents ratings given to the 27 selected evaluation studies on the five meta-
evaluation standard categories and on the 5 criteria that form the specificity stan-
dard category. In general, published evaluation studies are of very high quality.
Not surprisingly, standards of accuracy are the most commonly met, with almost
80% of studies (21/27) classified as very good or excellent. Conversely, speci-
ficity standards, related to whether the evaluation was theorized in accordance with
community-based health promotion principles, are the least often met in our sample.
Only 52% (14/27) obtained a very good or excellent rating. An examination of the
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various dimensions of the specificity standards show that 30% (8/27) of the reported
evaluations had scores lower than 5,0 (fair) related to the appropriate use of theory
(S1) and to the use of multi-strategy evaluation (S3).

It is also worth noting that there seems to be greater variation in quality when
evaluations are assessed with standards specific to health promotion, rather than
with common standards. Figure 14.2 shows that although the medians of the rating
distributions are similar across standards, the range of ratings is broader for stan-
dards specific to health promotion evaluation.

Discussion and Conclusion

Overall, these results show that, unfortunately, there is not yet an appropriate rela-
tionship between interventions complexity level and approaches to evaluation. We
agree with McKinlay’s (1996) regrets about the deficiency of process evaluation:
“Most of disappointing large-scale and costly community interventions reported in
recent years had no process evaluation, so it is impossible to know why they failed
or whether perhaps they succeeded on some other level” (p. 240). However, there are
examples of studies in which some reconciliation of process and outcome evaluation
supported by an appropriate theory of change for complex community initiatives
has been implemented. The study by Hughes and Traynor (2000), for example,
illustrates how such an approach can enable accurate reporting on program’s results
when implemented in different contexts.

Overall, evaluation practice needs to be better aligned with the principles of
health promotion when evaluating community health promotion interventions. The
intervention’s high degree of complexity is very seldom matched by multi-methods
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approaches to evaluation. With all the limitations associated with an explanatory
meta-evaluation of a limited number of evaluation research reports, we think that
three main messages can be drawn from this work.

The first message is that a relatively simple way to improve the usefulness and
relevance of evaluation research for health promotion is to examine the quality of
health promotion evaluation using both common and specific meta-evaluation stan-
dards. The systematic meta-evaluation using a broad range of common criteria and
of criteria specific to health promotion allows a much better assessment of the field
of health promotion than using the traditional dichotomous category such as pro-
cess versus outcome evaluation, or experimental versus non-experimental designs.
Our broad, inclusive strategy may have biased our sample of studies toward 19/25
showing positive results, in contradiction with Merzel and D’Afflitti’s (2003) com-
ments apparently, which state on the modest impact of community-based programs
from the past 20 years. But it is also possible that Merzel and D’Afflitti (2003)
results were an artefact of them including criteria that limited their analysis to
experiment-control study design, thus restricting the expression of intervention
effectiveness “precisely because . . . the phenomena under study do not lend them-
selves to an application of that methodology” (De Leeuw & Skovgaard, 2005,
p. 1338).

The second message is to plea for a better alignment of health promotion with
the evaluation of health promotion. If we are really serious about the principles that
health promotion interventions are multi-strategy, then we should require multi-
strategy evaluations. This is the condition for us to be able to demonstrate both
beneficial and detrimental effects. The development and use of health promotion
specific quality criteria for the meta-evaluation of health promotion evaluation have
to be encouraged. Our exploratory meta-evaluation shows that there are quality
deficiencies on those specific criteria and that the performance of health promotion
studies is much less consistent regarding such specific criteria compared to common
criteria.

The third message is the reiteration of the hypothesis that the interventions
demonstrated that effectiveness is not independent from the evaluation models
implemented to study it. Given that among the six evaluation studies that showed
negative results, five were multiple strategy interventions evaluated with single data
analysis strategy, it would be interesting to conduct a larger meta-evaluation to test
the relationship between the use of multi-strategy evaluation and the conclusion of
the evaluation. Conversely, it would be critical to analyze the real meaning of posi-
tive evaluation results for studies with a low rating on health promotion specificity
criteria. A meta-evaluation based in a “realistic synthesis” review (Pawson, 2003),
grouping different programs and contexts with a common theoretical framework
and mechanisms, could also increase the ability for highlighting the role of multi-
strategy evaluation for constructing the case of an effective intervention. As noted,
there is “a tendency to underrate and invalidate knowledge derived from a deduc-
tive process applied to theoretical knowledge and to overrate the accumulation of
empirical observations even if the empirical basis is not sufficient” (Potvin, 2005,
p. S97).



262 Z. Hartz et al.

These messages, however, are to be taken in the light of the inherent problems of
our meta-evaluation study that limit the generalization of our observations. The first
has to do with the content validity of the ratings according to the four common stan-
dard categories (utility, feasibility, propriety, and accuracy), using an overall impres-
sion instead of a series of detailed criteria. The only source of information regarding
the programs that were evaluated was the published evaluation result papers, thus
limiting our ability to provide nuances to quality assessment substantially. Another
problem, particularly important for evaluations carried out in Latin America, was
the fact that, given the time and resource restrictions, we were not able to include
the grey literature, and half of the selected studies were part of graduate study the-
sis. The small number of published articles available also limited our possibility to
contrast the patterns of evaluation in North America and South America.

We would like to conclude this chapter with some empirical remarks. At this
point, we do not have meta-evaluation criteria for the evaluation of complex multi-
strategy health promotion interventions. It is therefore quite difficult to assess
whether multi-strategy evaluations are most capable to provide valid results while
evaluating such interventions.
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Appendix 1 – Meta-evaluation Checklist for Health Promotion
Programs, Adapted from Centers for Diseases Control (1999),
Stufflebeam (2001), Goodstadt et al. (2001), and Goldberg (2005)

Utility standards: the evaluation will serve the information needs of intended users.

U1 – Stakeholder identification. The individuals involved in or affected by the
evaluation should be identified so that their needs can be addressed.

U4 – Values identification. The perspectives, procedures, and rationale used to
interpret the findings should be carefully described so that the bases for value
judgments are clear.

U7 – Evaluation impact. Evaluations should be planned, conducted, and reported
in ways that encourage the follow-through by stakeholders to increase the
likelihood of the evaluation being used.

Feasibility standards: the evaluation will be realistic, prudent, diplomatic, and
frugal.

F2 – Political viability. During planning and conduct of the evaluation, consid-
eration should be given to the varied positions of interest groups so that their
cooperation can be obtained and possible attempts by any group to curtail
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evaluation operations or to bias or misapply the results can be averted or
counteracted.

Propriety standards: the evaluation will be conducted legally, ethically, and with
regard to the welfare of those involved in the evaluation, as well as those affected
by its results.

P1 – Service orientation. The evaluation should be designed to assist organiza-
tions in addressing and serving effectively the needs of the targeted partici-
pants.

P5 – Complete and fair assessment. The evaluation should be complete and fair
in its examination and recording of strengths and weaknesses of the program
so that strengths can be enhanced and problem areas addressed.

P6 – Disclosure of findings. The principal parties to an evaluation should ensure
that the full evaluation findings with pertinent limitations are made accessible
to the persons affected by the evaluation and any others with expressed legal
rights to receive the results.

Accuracy standards: the evaluation will convey technically adequate information
regarding the determining features of merit of the program.

A1 – Program documentation. The program being evaluated should be docu-
mented clearly and accurately.

A2 – Context analysis. The context in which the program exists should be
examined in enough detail to identify probable influences on the program.

A3 – Described purposes and procedures. The purposes and procedures of the
evaluation should be monitored and described in enough detail to identify
and assess them.

A4 – Defensible information sources. Sources of information used in a program
evaluation should be described in enough detail to assess the adequacy of the
information.

A5 – Valid information. Information-gathering procedures should be developed
and implemented to ensure a valid interpretation for the intended use.

A6 – Reliable information. Information-gathering procedures should be devel-
oped and implemented to ensure sufficiently reliable information for the
intended use.

A7 – Systematic information. Information collected, processed, and reported in
an evaluation should be systematically reviewed and any errors corrected.

A8+A9 – Data analysis. Information should be analyzed appropriately and sys-
tematically so that evaluation questions are answered effectively.

A10 – Justified conclusions. Conclusions reached should be explicitly justified
for stakeholders’ assessment.

Specificity standards: the evaluation was theorized in accordance with community-
based health promotion principles.



264 Z. Hartz et al.

S1 – Theory or mechanisms of change. The evaluation discloses the theory or
mechanisms of change in a clear fashion (logic model of the evaluation).

S2 – Community capacity-building. The evaluation adheres to empowerment
and community capacity-building principles (“participatory users”).

S3 – Multi-strategy evaluation. The evaluation combined quantitative and qual-
itative analyses that made appropriate links between theory & methods and
process & outcomes measures.

S4 – Accountability. The evaluation provided information regarding commu-
nity (stakeholder) accountability.

S5 – Effective practices. The evaluation helped spread effective practices.
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Figueroa, I.V., Alfaro, N. A., Guerra, J. F., Rodriguez, G. A., & Roaf, P. M. (2000). Una experiencia
de educación popular en salud nutricional en dos comunidades del Estado de Jalisco, México.
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saúde na Bahia: uma meta-avaliação. Anais Congresso da Abrasco.

Hills, M. D., Carrol, S., & O’Neill, M. (2004). Vers un modèle d’évaluation de l’efficacité des inter-
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Chapter 15
The Contribution of A Systematization
Evaluative Approach to Implement A Health
Promotion Project in Capela do Socorro, Sao
Paulo, Brazil

Marcia Faria Westphal and Juan Carlos Aneiros Fernandez

The Capela do Socorro is one of the 31 Regional City Halls of the city of Sao Paulo
(Fig. 15.1). It is the most heavily populated and has a high rate of urbanization and
population growth (Table 15.1). However, with its 134.2 km2 of area, it does not
have the highest population density in the city.

The industrial development of the 1970s had a significant impact on Capela do
Socorro. Because it had a large rural area and was relatively close to the Jurubatuba
industrial center, and because of the dynamic trade and services center located at
the southern and south-western parts of the metropolitan area, the region has been
absorbing a portion of the city’s urban growth. A large working class population
flocked to Capela in search of areas where urban land was affordable and had not
yet any urban infrastructure in place, such as public transportation, water supply,
public lighting, and social facilities.

The Headwaters Protection Act1, enacted in 1976, covering 82% of the territory
of Capela do Socorro, defined density limits for occupation of the land and hin-
dered the development in the area. As a result, the land was virtually excluded from
the formal real estate market and consequently land prices dropped significantly.
Instead of protecting the natural water reserves as expected, this depreciation of
land value led to the quick expansion of clandestine land division and to the set-
ting up of slums around the region’s water reserves. The end result was a highly
concentrated low-income population living in poor housing in Capela do Socorro
(Tables 15.2 and 15.3), neighboring a smaller portion of the territory (18%) with
better infrastructure, where a higher average income population lived.

The Healthy Cities strategy was adopted in 2003 to provide a structure to actions
undertaken by the Deputy-mayor and his advisory group. An earlier initiative had

1Law Number 1172/76, State of São Paulo, on the protection of natural reservoirs for drinking
water.
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Fig. 15.1 Capela do Socorro Regional city hall area in the São Paulo city

been the Inter-Department Nucleus (Núcleo Intersecretarial da Capela do Socorro –
NICS), set up in 2001 to plan intersectoral actions within the purview of what was
then the Regional Administration for Capela do Socorro. Over a two-year period, the
multi-professional group that was developing this earlier initiative, put into practice
an integrated and participatory management model that later was formalized and
expanded to the municipal administration as a whole with the creation of the Decen-
tralization Law for the City of Sao Paulo. In March 2002, based on the experience

Table 15.1 Demographic indicators

Total population 563,922
Demographic density (Hab/Km2) 4,202.1
Growth rate 1991–2000 (%) 3.72
Urbanization rate (%) 93.57
Working age population 381,267
Source: Brazilian Institute of Geography and Statis-
tics (IBGE) Demographic Census 1991 and 2000;
Municipal Law 10932 enacted 15 January 1991
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Table 15.2 Income, heads of family

(1 Minimum Salary = US$ 133) % Capela do Socorro % Sao Paulo

No income 16.09 10.43
Up to 5 times Minimum Salaries 57.01 47.55
Over 5 and up to 20 times Minimum Salaries 24.53 32.58
Over 20 times Minimum Salaries 2.36 9.44
Average income of heads of family (US$ 1 = R$ 2.26) US$ 306.45 US$ 586.47

Source: Brazilian Institute for Geography and Statistics (IBGE) – Demographic Census 2000

Table 15.3 Sub-standard housing and annual growth rate

Sub-standard housing Capela do Socorro Sao Paulo

Number of Slums 221 2018
Slum Population 132,177 1,160,590
Percentage of the Population living in Slums (%) 23.44 11.12
Annual growth rate, slum-dwelling population (%) 4.67 2.97

Source: Secretariat of Housing and Urban Development/PMSP and City of Sao Paulo Data Pro-
cessing Company (PRODAM) Digital Map Basis for Slums in the Municipality of Sao Paulo 2000.

of this Nucleus, the City Administration of Sao Paulo decreed the creation of Local
Administrations that would pave the way for the partition of the city into Regional
city halls. The Decentralization Law was at that time going through the Municipal
Legislative Branch.

From March to June 2002, the Local Government of Capela do Socorro carried
out an intergovernmental strategic planning process that led to the following mis-
sion statement of the local administration: To construct an environmentally healthy
Capela do Socorro through sustainable and joint development, encouraging and
enabling the participation of the population and the exercise of their citizenship.
(Local Government Capela do Socorro, 2002a).

The Healthy Capela pilot plan, which later became a framework for the pur-
suit of institutional partnerships and the engagement of the communities and the
population as a whole, was also drafted at this time. Among the Healthy Capela
Program’s goals, of interest to this paper is that of carrying out integrated intersec-
toral actions between the public and private spheres. Associated with this goal is
the following strategy: linkage of the various forums and participation channels in
the region, comprising Health Management Councils (unit-level and district-level),
School Boards, Forum of Delegates to the Participatory Budget, Neighborhood Civil
Defense Nuclei, among others, regarding health promotion.

In May 2003, the Healthy Capela do Socorro Seminar officially launched the
Healthy Capela Program. It was proposed at this seminar to set up four local Healthy
Capela commissions. Following the recommendation of the regional office of the
Pan American Health Organization (PAHO) in Brazil, the management group of
Capela do Socorro County, the Center for Studies, Research and Documentation on
Healthy Cities – CEPEDOC and the School of Public Health of the University of
Sao Paulo began to work closely together. A partnership was set up and extended
to other key stakeholders, including the business community, social movements,
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non-governmental organizations, and universities in the region. This partnership
developed several joint actions, involving four planning workshops, which were
attended by representatives of the four commissions initially set up by the project,
an international seminar and the assessment of the management model based on the
principles of Healthy Cities.

This chapter will examine part of the Healthy Capela Program assessment
project, focusing on the systematization of the experience lived in the period from
2001 to 2004 (Jara, 1996, 2001).

Choosing a Method to Systematize Experiences

The Healthy Capela Program assessment research project was designed to analyze
the development of the experience and its results, aiming to enhance the manage-
ment model. It was submitted and approved by the State of Sao Paulo Research
Foundation – FAPESP (Fundação de Amparo a Pesquisa do Estado de Sao Paulo)
Public Policy program, to be performed in two phases. The first phase involved
the preparation of researchers, to identify the issues to be investigated – problems
and potentialities of the Healthy Capela Program – and the creation of possible
categories and indicators to be used in the assessment project. The second phase
aimed at assessing the effectiveness of an integrated and participatory management
model to improve the quality of life and decrease the inequalities of a population
that shares a territory.

In order to achieve the objectives of the first phase, the method chosen was
Systematization of Experiences. This enabled the group of researchers to discuss
and assess, with local managers, strategies that would be suitable to ensure the
involvement of all sectors of the government and all stakeholders in the process of
reflection upon integrated and participatory management, and its advances and limi-
tations. The actors involved in the program and in the evaluation clearly valued these
aspects, and were concerned about implementing them despite regular setbacks in
doing so. The adoption of this method also catered to the concerns raised by the
Deputy-mayor, who faced some difficulty in linking and organizing the management
processes in an integrated and participatory perspective. This method also suited the
objectives of the first phase, which were to develop a formative process, and detail
the following phases of the project. Thus, the context of that phase made it easy
for the University and CEPEDOC researchers to involve the group of managers –
Deputy-mayor, coordinators, and several other professionals in the systematization
of lived-through experience as a means of enabling the group to carry out critical
reflection on the Healthy Capela initiative.

The systematization of experiences method, which aims to review, analyze, inter-
pret and communicate lived-through experience, may help to explain the factors
that negatively and positively affect the proposed management process. It is, thus, a
suitable method for working with dynamic, complex states of affairs which have the
social setting as their source of data, and for attaining the general objective of the
project: to enhance the management of public policies in an integrated participatory
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perspective so as to improve quality of life in the region of the Capela do Socorro
Regional City Hall.

Hence, throughout the process experienced by the systematizing group, there was
an ongoing concern to overcome the gap that usually exists between the subject and
the object of the research, and the ownership of the results by all those involved in
the study, enabling this group of people to produce together a body of knowledge
concerning the management of local integrated public policies. The participation
of the Deputy-mayor and professionals from a range of coordination offices of the
Regional City Hall, as well as the group of researchers of both institutions, assured
this collective process throughout the first phase of the study.

We adopted Oscar Jara’s experience with the systematization method, through
which “the experiences [are understood] as historical processes, complex processes,
in which different players intervene and that are carried out within a given socio-
economic context and institutional moment in which they take part” (Jara, 2001,
p. 2). According to the author, systematization “is that critical interpretation of
one or several experiences that, from their ordering and reconstruction, discov-
ers or makes explicit the logic of the process experienced, the factors that inter-
vened in the process, how they related to each other, and why they did so.” (Jara,
1996, p. 29).

Originally developed out of popular education experiences in Latin America,
this method has also proved suitable for the assessment of management and health
promotion experiences, particularly more complex ones, owing to the multiplicity
of settings and players and also to the long period required for its development.
Application of this method can be suitable in early stages of program development,
when important issues for the implementation of intersectoral actions are dealt with.
The examination of, and reflection upon, the conditions necessary for setting up
the process of systematization help create a context in which joint production of
knowledge is valued. Furthermore, the constitution of a “systematization group” is
also an opportunity to assert subjects that are plural and diverse, with starting and
finishing points in real life experiences.

Systematization begins with the discussion and definition of the object – what
experience we want to systematize ; objective – what we want to systematize for;
and axis of systematization – what core aspects of this experience we want to sys-
tematize. This is followed by the stages of the “recovery of the lived”, which is
performed through the indication of objective, subjective, and contextual elements
related to such experience: “particular situations are faced; actions directed to get
to a certain end; perceptions, interpretations, and intentions of different subjects
that take part in the program; and, the relations and reactions of these participants”
(Jara, 1996, p.25). In short, to recover things which were experienced means “to
reconstruct history and order and classify information” (Jara, 1996, p. 85). Added
to that is an effort to understand the meaning of experiences through critical inter-
pretation – making a deep reflection requiring the group to analyze, synthesize, and
interpret facts and situations that were experienced, that is, to understand the reasons
why the experience took place and how the experience occurred. Finally, the group
works out its conclusions and communicates the results, in order to give feedback to
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the participants about the experience. All this process was developed in the Healthy
Capela project first phase of assessment, and will be reported further on.

Challenges to and Queries Concerning the Healthy
Capela Project

The Healthy Capela project, referenced in the proposal for Healthy Cities of the
World Health Organization (OPS, 1997), was set up as a framework for local
actions’ management. It should therefore be governed by an intersectoral team in
order to develop work plans and promote social participation. The first actions car-
ried out already showed that changing the logic of management would not be an easy
task. An experimental area was chosen to test the methodology, and local actions
planned in a participatory manner were successful. However, since the beginning
of the project, coordinators of different sectors of the local administration found it
difficult to work along the principles of Healthy Cities, whether planning actions,
including always sharing and analyzing the results of the actions conducted with the
participation of the local population. There was dissatisfaction among the agents
responsible for local actions toward their superiors and with regard to the program
itself. Concomitantly, other actions were performed, such as the design of the local
rector plan and creation of the Regional Planning and Sustainable Development
Council, without establishing relations with the framework selected – the Healthy
Capela project.

The planning of workshops began, outlining an integrated participatory manage-
ment model that was included to strengthen intersectoral actions in the territory as a
whole. Unfortunately, the steering committee of the Regional City Hall interrupted
the planning process before the international seminar could be held. The ending
of the workshops ushered in a period of loosening relations among the partners,
only to be strengthened six months later when the research project was approved by
the State of Sao Paulo Research Foundation. It seems that the management model
under construction was – in a period of six months – replaced by a self-absorbed
management style that was distant from partnerships.

The apparent uncertainty or doubt of the Deputy-mayor with regard to the main-
tenance of the intersectoral and participatory model that would at one moment mobi-
lize players, and the next move away from them, was the major motivation for the
conduct of systematization, the object of this chapter. The questions that guided the
process were: “What could have led the group, which had been building a successful
experiment from the point of view of intersectoral action and social participation, to
abruptly change the direction of the process? What information and contexts could
have caused this?”

Answering these questions was the aim of a research project developed in
response to the State of São Paulo Research Foundation’s special program in public
policy, in its first phase. Thanks to this support, a discussion was reinitiated between
local managers and researchers from the University and the Center of Research and
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Documentation on Healthy Cities concerning the project entitled “Healthy Capela
and the integrated and participatory management of public policies.”

We believe that this illustrates the key enabling role that funding agencies such
as the State of São Paulo Research Foundation can play in setting up innovations
in the field of health promotion. The production of knowledge, the possibility of
evaluating the introduction of an innovative practice in the field of healthy public
policies and the increased prestige and visibility that they could generate sensitized
managers and provided incentives for the latter to welcome research projects. In the
Capela case this would appear to have played a decisive role. It is a fact that no other
element or event was cited or acknowledged as a reason to resume discussions on
the project.

Assessment of Healthy Capela Process by Systematization

We decided to take, as object, the Healthy Capela Project during the period from
February 2003 to July 2004, with the objective of constructing new integrated and
participatory work strategies for improvements in quality of life. We chose as the
axis of analysis, the influence of other agendas (projects, programs, other commit-
ments going on in the community) in the Healthy Capela Project.

In the phase of recovering what was experienced, participants are invited to ver-
balize the elements they consider relevant. When presented to the group, the element
is transformed by a facilitator, with the support of the group, into a term or expres-
sion, recorded on a paper plate and is finally posted on a place visible to all those
present. The participants may indicate as many elements as they believe necessary.
In this stage of development of the method, it is important that people respect the
diversity and plurality of opinions, assessments, and emotions in relation to the
declared experience. Once the group finishes indicating elements, it is invited to
define categories that can group these elements. As the following example suggests,
the definition of categories and the starting point used to interpret the experience is
already part of the re-signification the group produces with the help of the method.
Their choices, throughout the entire systematization process, evidence what is most
significant in the experience lived.

During recovery of the live-through process, 75 significant elements of expe-
rience were listed, and grouped into six themes, as shown in Fig. 15.2. These
were decentralization, the Capela/city relation; participation; city management;
local management; and local projects. Figure 15.2 orders and classifies information,
reconstructing the “different aspects of the experience, already seen as a process”
(Jara, 1996, p. 104).

The whole work was then guided to unveil the reasons for what happened.
The process focused on locating the tensions or contradictions that marked the
experience and, with these elements, going back to the whole processes, that is,
making a summary that enabled conceptualizing the systematized practice (Jara,
1996).
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Fig. 15.2 Aspects of healthy capela project

Under the decentralization heading, only budget issues and those concerning the
lack of human resources were not addressed directly during the process of reflec-
tion. On the other hand, none of the elements under the local projects heading were
addressed throughout the systematization of experience.

Under the Capela-city relation heading, the group dwelt on the outstanding posi-
tion enjoyed by this local city hall in relation to other regional city halls, exam-
ining mainly the situations when relations proved more difficult. The result thus
acquires a certain self-critical nature and all the elements listed were present in later
discussions.

With regard to participation, the group focused on examples of the setting up of
participatory spaces such as the Regional Planning and Sustainable Development
Council, the carrying out of the Integrated Participatory Rector Plan encompassing
all regions of the city, the setting up of the Local Committees of the Healthy Capela
Project, and forming the General Committee, which included Districts, Regional
Committees, and other partners. The group referred to other actions taken where
participation was one of the elements present and also stated that popular partici-
pation fell below expectations and those partners, even the Regional Committees,
distanced themselves.

Under the heading city management, three out of the seven listed elements were
discussed by the group throughout the systematization process. These were: (1) the
existence of a vertical relation between Departments and Counties, felt particularly
strongly in the education and social work sectors, which tended to maintain central-
ized control and sectoral practice; (2) changes in command within the Municipal
Department of the Regional City Halls, which significantly reduced the influence
of Capela within the municipal scope; and (3) the strong influence of the ongoing
electoral dispute on decisive City Administration actions and decisions.

Under the heading local management and this despite reference having been
made to positive aspects, accounts of perceived difficulties, flaws, and shortcomings
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predominated, especially with regard to intersectoral action, integrated planning,
and the link between actions and objectives.

As laid down by the adopted method, the systematization group was required to
define the way in which it would approach the critical interpretation phase of the
experience, in which participants would ask themselves: why did things happen in the
way they did? Grouping the significant elements of the experiment under themes was
merely a way of approaching the problem, though the themes may or may not be used.

The systematization group decided to open the interpretation based upon the nos-
talgia for the Inter-Department Nucleus—NICS element, which had been added to
the issue of decentralization. Later examination of the minutes of meetings enabled
us to see that more than half of the elements initially listed were addressed at the
time of the discussion of a chosen element. One might suppose that if any other
element had been chosen, we would have discussed the same issues anyway, since
what is at stake in the systematization process is the attempt to link issues and relate
them in order to understand the overall experience, as we intend to show in Fig. 15.2.

Nonetheless, the choice made by the group is believed significant and some
points revealed during the reflection helped understand the choice. The tension
created by the political and administrative decentralization process in the city of
Sao Paulo was apparently felt more intensely in the Capela do Socorro region due
to the large investment that had been made there in constructing a new benchmark
for local management and due to the high degree of visibility and exposure resulting
from this. One example of this investment was the setting up of the Inter-Department
Nucleus of Capela do Socorro (NICS). It is worth pointing out that the NICS became
a model for decentralized, intersectoral, and participatory management and was a
benchmark for the creation of local governments throughout the city approximately
one year later. When referring to the process and principles of the NICS, the group
particularly focuses on a series of positive aspects: involvement/identity, a context
of euphoria, regularity, group, exchange, participation, production of synergy and
clarity; it aimed at integration, public policy, idealism, leadership, and motivation.

Some accounts of the workshops2 reinforce these aspects:

. . .whoever took part felt that it had been an enriching process; it was the richest period
of intersectorality. . .it was a disorganized form with a great deal of participation and the
feeling of participation. . .

. . .we brought together all those working in the Capela territory, which was the great step
taken.

Additionally, when the NICS was placed on a timeline – as it was to become first
the Local Government of Capela do Socorro and then a Regional City Hall – this
reflection showed its ability to reflect and record important moments in the political
and administrative decentralization process in the city of Sao Paulo.

Another factor that seems to have influenced the choice of this element stems
from a certain internal conflict within the group about the importance placed on the

2 All sentences originally selected from another text - (Fernandez, Bógus & Mendes 2006).
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nostalgia issue, given that part of the group had not lived through the experience, but
took it further when the Regional City Hall was set up and people were appointed
to their positions in the sector’s coordination offices. Even the wording of the item –
nostalgia for the Inter-Department Nucleus – NICS – expressed a certain irony on
the part of the systematization group. This also led people, during the process of
interpretation of the experience, to demystify the NICS, accepting what had been
said and adding what appeared to be present but remained unspoken in meetings.

Along these lines, a text written during the interpretation of the experience phase
(Fernandez, 2004b) states that:

The NICS is, for the County as a whole, an on/off-type cleavage. It is the switch that turns
on or off the attentions and the lighting. It is the NICS that prescribed the axes of operations
and the goals that the group that was formed when the County was set up is to accept
and pursue. It is the NICS that armed with undeniable legitimacy and rules out possible
alternatives. It is the NICS that confers skills, knowledge, and experience to some people.
The NICS is, in a nutshell, also and therefore, a statement of what Marilena Chauı́ calls
‘competent discourse’(Chauı́, 1969), that is to say, it is a statement that it is not simply
anyone and any place that is able to and allowed to say what it wants. Thus, it is only those
who are entrusted and hold a place in a bureaucratic organization that are legitimated and
have the competence defined so as to be able to say-utter a likewise defined discourse to
which institutionalized authority is ascribed.

The NICS is thus the message of integrated and participatory management and
its own shadow. Moreover, it is at the same time the promise of change and the
affirmation of the status quo. With such expressivity, the work of the NICS and its
meanings for the group would have to be investigated and debated if the NICS is
actually to understand the experience and review its practices.

Focus on Decentralization

It should be stressed that the processes of decentralization must not be understood
only from the standpoint of the institutional or legal apparatus, mainly serving
decentralization through legislation, normalization, and workflow definitions. Sub-
jective, contextual, and situational issues that explain behaviors of groups and that
depart from a merely positive and organizational logic, such as those revealed dur-
ing the experience systematization process, must also be considered. There is a
recent bibliography (Arretche, 1999; Santos & Barreta, 2004; Capucci & Garibe
Filho, 2004; FINATEC, 2004) containing analyses grounded on the first point of
view, and the Capela do Socorro experience can help broaden such analyses.

This is attributable above all to the particularity it presents in relation to the
other Regional City Halls of the city of Sao Paulo – virtually all of them derived
from the former Regional Administrations – in that it foreshadowed an integrated
participatory management model corresponding to the promised setting up of the
Regional City Hall. As early as February 2001, Capela do Socorro set up the NICS,
preparing itself to function as a County, although this would only be created legally
as of August 2002 (Governo Local da Capela do Socorro, 2002a,b).
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What was the reason, or what were the reasons behind this particularity?
One reason that is important to highlight is its profile as a local manager that trig-

gered, through its strong leadership and powers of creativity and innovation, synergy
in the process centered on Capela do Socorro. This was possible due to the fact that
it had delegated the bulk of its characteristic caretaker3 powers as the then Regional
Administration, - which might have demanded the manager’s full-time energies and
probably kept the remaining regional administrations of the city busy – to other
members of its team, engaging itself in a liaison between other local managers for
other departments, associations, universities and other partners centering on projects
for the region. The participants of the systematization process expressed feelings of
enthusiasm reflecting the manager’s idealism and trust in change.

(The manager) presented an innovative idea, as he said: – I have not come to be the regional
administrator. There was idealism, a goal in life, it was excellent, and there was trust in the
change. It gave us a strychnine injection and we had to prepare ourselves for that. It brought
an impetus.

The concrete manifestation of this way of working was the NICS, which brought
together as many as 40 people in its fortnightly meetings, where information was
exchanged, and shared actions were planned. This corroborates what Junqueira lays
down when stating that decentralization and intersectoral action are processes “that
complete each other and together determine a new way of managing a city’s public
policies” (Junqueira, 1998, p. 15).

There was also a unique situation of positive mutual influence between Capela do
Socorro and the Department of the Regional City Halls, from 2001 to December
2002, which allowed Capela to intervene substantively in central administration
decisions affecting decentralization. Examples of this are the drafting of the docu-
ments to set up the local governments (Decree 41813 enacted 15 March 2002)4 –
along the lines of the working of the NICS – and organizational structuring of
the Regional City Halls (Interdepartment Administrative Act 6/SMSP/SGM/ SGP/
2002)5 – largely based on the local government of Capela do Socorro. The members
of the systematization process related the decree of the Sao Paulo mayor that changed
substantially the way to manage the city, with their local experience with NICS.

Based on experience with the NICS, we proposed the Administrative Act to set up the
Local Governments. Many administrators did not know what was happening, the Regional
Administrations were in a state of panic, and did not know what to do.

It (the Administrative Act) came out virtually exactly as we had proposed, except for the
CASD (Coordinating Office for Social Action and Development). It is like winning a prize.

3 “Caretaker” means the conservation and upkeep of the roadways and public spaces, the clearing
up of brooks and drains, etc.
4 See. http://www3.prefeitura.sp.Gov.BR/cadlem/secretarias/negocios juridico/cadlem/pesqfonetica.
Asp?p=Governo+local&var=o&t=D&A.
5 See. http://www3.prefeitura.sp.Gov.BR/cadlem/secretarias/negocios juridico/cadlem/pesqfonetica.
Asp?p=subturas&var=o&t=PI&A=2002.
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The accounts of the participants support the conclusion that the local manager
was willing to interfere in the process, and enjoyed political space to do so.

The technical and political profile of the professionals involved in the NICS
project must also be underlined. They were people with experience in public man-
agement, who had worked in social projects and in decentralization and participation
actions in their respective fields. We have highlighted all these aspects here as exam-
ples that go beyond the scope of central technical and administrative decisions, and,
did in fact interfere in the process and were reported throughout the systematization
workshops, as discussed above.

With the setting up of the subprefectures and the definition of their organizational
structure – landmarks in the city’s decentralization process – changes occurred that
significantly marked the Capela do Socorro experience: there was less proximity
to central power and discussions of local policies became the exclusive task of
the recently-appointed group of coordinators. The focus of the project ceased to
be regional and intersectoral and became centered on organizational issues for the
region. The following quote expresses feelings of the members of the systematiza-
tion workshop showing that, the fact of achieving their objectives, was not always
an incentive to keep going.

We threw our energy into building the coordinating bodies and modeling the internal, losing
this for the whole: building something new. Before, it was a process of making. Today one
does less together. Why? Because we have to set up the coordinating body.

These changes produced a strong repercussion in the group, which reacted to
them by departing from the discussion about decentralization in the city, thus begin-
ning another type of relationship with the municipal power. These changes were
considered a defeat by the group, who saw them as half-hearted in regard to the
decentralization project they had been constructing.

The group may have carried out a partial evaluation of the meaning of the process
and, for this reason, understood it as a clear indication that changes would occur
much more slowly than hoped for, failing to take into consideration other aspects
of the complex process of decentralization in a city of 10 million inhabitants. This
means that in general they related the issue to the government political will or lack
thereof to conclude the process, and ignored the political, physical, and financial
capacity of the government to make the investments that the decentralization process
demanded. Toward the end of the term, shortage of investment had made too difficult
the task of organizing the Regional City Hall that it diverted the attentions of the
management group from innovative intersectoral actions.

The same assessment process reveals that the management group ignored an
even more important point: the educational aspect of the decentralization experi-
ence. By withdrawing from the discussion, it abandoned the involvement that had
characterized the group – not without repercussions as the systematization process
demonstrated – and failed to contribute to the advancement of decentralization in
the city as well as in the Regional City Hall itself.
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The following phrases express the discouraged feelings of the members of sys-
tematization group, when they perceived their management proposal for the city of
Sao Paulo was not considered in its essence:

I gave up the decentralization debate. . . I abandoned the debate in the city.

This proposal (administrative reform of secretariats) is defeated in the government. . .We
lost, that was the context. Here is where we make our decision (to give up the debate).

We had this dream of building something new, and we were building it, when this happened,
from top to bottom. Reality hit us. The tool that we had in the District to build the dream
was not enough.

Another element that interfered in the city decentralization process was the main-
tenance of the local management as a means of exchange in negotiation, aiming to
have projects and laws of interest to the City Administration approved by the legisla-
tive branch. This weakened the Deputy-mayors as interlocutors of the decentraliza-
tion process, therefore bringing the worker to question and divert the process, as we
would be able to perceive in those expression of the members of the systematization
group.

Decentralize and hand over power to the 70% who don’t believe in it? Is that why I should
decentralize?

What I am going to give the guy, I said. . .

. . .if power goes to our enemies we shouldn’t decentralize? If it is for society then it doesn’t
make any difference regarding parties.

What comes through clearly from the experience is how these decentralization
processes need to remain alert to local potential and to the strengthening of their own
autonomy. One may suppose that these processes will be stronger insofar as they
are open to dialogue with the multiple actors that have been investing in building
decentralized public policies, and more permeable to civic practices. These same
processes, depending on how they are managed, may neutralize advances achieved
at local level.

The study of the decentralization experience that occurred within the City Admin-
istration of Sao Paulo and particularly in the process experienced in the Capela do
Socorro Regional City Hall, shows the tension that exists between the founder and
its discovery (Castoriadis, 1982; Lourau, 1975; Maffesoli, 1997), or rather, between
the setting up of a project for change and a project for power and maintenance of the
status quo; between a project that is mediated by participatory decisions, concerned
with the complexity of urban problems, in other words, mediated by intersectorality,
guided by a communicative reason (Habermas, 1989), rather than one that is pro-
duced by the excessively technical view of isolated managers, unable to liaise with
and negotiate so as to involve the several social players present in the political arena
(Junqueira, 1998). In short, the study illustrates a process that oscillates between
innovation and bureaucratization in building the management processes.
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Conclusion

As pointed out by Jara (1996, p.108), “all interpretative reflection conducted in a
systematization process should result in the formulation – as clear as possible – of
both theoretical and practical conclusions.” The conclusion presented herein stems
directly from what was reflected from the experience of the systematization method
in relation to the Healthy Capela experience.

What quality of life improvement outcomes for the population of Capela do
Socorro might one attain by identifying key elements for the assessment of the
Healthy Cities experiment by systematizing the experience? Without wishing to
shun the challenge of evidencing the effectiveness of actions in the field of health
promotion, into which the ‘healthy cities’ initiatives fit, we feel that outcomes can
only be detected with the continuity of the process that, as we said, began with
the setting up of the NICS, which was fed by the Healthy Capela project and
was to be threatened eventually by the alternating changes in municipal political
power.

Several lessons can be drawn from this systematization experience. First, the
de-mobilization of the management group regarding integrated and participatory
management can be explained by the same factors that, to a different extent,
accounted for initial mobilization. What we see is that the best and the worst
moments experienced by the Healthy Capela group are closely linked to the true
and false paths followed during the decentralization process by the municipality
of Sao Paulo, from 2001 to 2004. Second, certain conditions enable concretiza-
tion of intersectoral action and social participation, the pursuit to integrate both
as guiding principles and not as ends in themselves, and the concrete possibil-
ity of mobilizing resources to attain specific desired goals. What the experience
underlined was the understanding that intersectoral action, participation and the
outcomes promoted in actions guided by them, are the tributaries of their asso-
ciation to other equally important issues – in this case, political and administra-
tive decentralization. Third, it is only apparently paradoxical that the best and
worst of the Capela do Socorro experience should be closely linked to the polit-
ical process of administrative decentralization. The experience is above all about
the dynamics between the founder and the founded, and relates a process in which
intersectoral action – motivated by decentralization and driven by autonomy – as
a project for change, gives way to (or should one say, is defeated by?) bureau-
cracy, in the control of decentralization and given up to its own dynamics, as a
project of power. Fourth, the policies guiding innovation processes in Third World
countries like Brazil, based on relations of subordination and domination, founded
on “clientelism” and paternalistic hand-out, an element of resistance to changes
while simultaneously driving them. Any manager committing to a type of integrated
and participatory management jeopardizes this relation of inferiority, counter to
this training and action of citizens, who might set in motion a process of chang-
ing relations within society. No other methodology would enable one to reveal
these elements that hinder the implementation of a real integrated participatory
management.
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Stakeholders Challenge the Systematization Process

Participants reported that in one NICS meeting, a representative of the central
authority, expressing his admiration for the advances achieved by the group, said:
“I don’t know if this is good for you or bad for you.” The episode remained in
the group’s memory and, was expressed by one metaphor, written by one of the
members of the systematization workshop that we thought it will be interesting to
reproduce to the readers:

this episode represents the first or the most meaningful meeting of our characters with
the dialectical field of conflicting relations between the founder and the founded, between
bound social energy and subject groups, and between free social energy and subject groups,
as Paula Carvalho well wrote. It was the moment where that innovative energy with free-
dom to build the vehicle of its dreams met the transport ‘system’, with its regulatory and
norm-defining agencies, in short, with the institution, already founded and which struggles
above all for its own preservation (. . .) It was the fortune or the misfortune of our characters
to discover themselves in the midst of a counter-institutional act, with whatever this means
when you want to be ‘with’, when you want to be ‘inside’ and not knocking at the door
demanding that the institution speak – and speak differently. (Fernandez, 2004a).

The equation encountered between creative energy and the strength of the already-
founded, where autonomy gives way to heteronomy – and perceived in the pri-
ority given to the organization of sector coordinating agencies, in the departure
from the discussion that was taking place in the city, in the distancing from spaces
where there was interlocution with the other partners, in short, in the dissolution
of the energy that mobilized the group – is only a fragment or a single frame from
a feature film dealing with the processes of decentralization. However, it is at the
same time a unique opportunity to think about participation and intersectoral action
and the conditions in which it might be better developed.
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Chapter 16
Issues in Evaluating Equity

Mita Giacomini and Jeremiah Hurley

Equity entails the fair distribution of resources, whether these are health services,
nutrients, education, or something else. When evaluating a health program, it is often
important to understand the program’s impact not only in terms of the total benefits
it has achieved (effectiveness), or its cost relative to these benefits (efficiency), but
also how its benefits have been distributed amongst individuals or groups within
the target community (equity). To evaluate equity, we must formulate what an ideal
distribution of resources would look like. For example, we may want a program to
narrow gaps in health between rural and urban communities, or to simply improve
the health of the sickest children whatever its effects on others. Evaluation then
assesses how well the program achieves the equity ideal. Another important role of
equity evaluation is to investigate whether inequities were unintentionally created
or exacerbated by the program.

Equity evaluation is appropriate when either (1) the aim of the program is to
improve equity or (2) the program has other aims but there are concerns about its
incidental effects on equity. As an evaluative criterion, equity is widely embraced
by many decision-makers and jurisdictions, and could apply in principle to any type
of health program. Despite its nearly universal ethical appeal, however, there is less
consensus in the health policy community over how best to operationalize, mea-
sure, and judge equity. In this chapter, we discuss some options and approaches
for applying the equity concept in the context of health program evaluation. We
address the equity evaluation of a program that is already implemented, whether it
was originally aimed directly at the problem of inequity or at some other goal.

Defining Equity

The contemporary concept of equity stems from Aristotle’s original imperative to
treat those who are alike the same, and those who are not alike differently in pro-
portion to their relevant differences (Aristotle, 350 B.C., 2000). The term horizontal
equity is sometimes used to refer to the equal treatment of equals, whereas vertical
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equity refers to appropriately differential treatment of those who are different. Each
is important in the evaluation of the fairness of a program’s distributive impacts.

When policy makers raise concerns about equity, they are usually referring to
how intervention outcomes are distributed: who ends up with what, and whether
this pattern looks fair. This is sometimes referred to as end-state or distributional
equity. For example, we may want to see all community members have equal
access to preventive care. Sometimes, policy interest may turn instead to procedural
equity, which specifies fair distributive processes without judging further where the
resources actually end up. Some might argue, for example, that a fair process for an
immunization clinic is to treat individuals on a first-come, first-served basis. Proce-
dural equity is often pursued when fairness matters but fair end-states are difficult to
prescribe or to measure. Most of our attention here will be on determining the equity
of end-state distributions, but we will also briefly discuss implications of procedural
equity for program evaluation.

The World Health Organization defines equity as follows: “Equity is the absence
of avoidable or remediable differences among populations or groups defined socially,
economically, demographically, or geographically; thus, health inequities involve
more than inequality—whether in health determinants or outcomes, or in access to
the resources needed to improve and maintain health—but also a failure to avoid or
overcome such inequality that infringes human rights norms or is otherwise unfair.”
(World Health Organization, 2005)

A major challenge for the evaluation of equity in the health sector is identifying
which differences are avoidable or remediable, and thus all under the purview of
public health, health care, or social programs. Fundamental policy goals and ques-
tions for the evaluation of equity are summarized in Box 16.1.

Box 16.1 Examples of Basic Policy Goals and Questions for Equity
Evaluation
Horizontal equity: Treating likes alike
Policy goals:

All enjoy an equal level of health, equal access to services when they need
them or equal protection from health risks

Evaluation question:
Do some identifiable groups – and specifically, which – receive less, or benefit
less?
Vertical equity: Treating unlikes differently
Policy goals:

Sicker people receive proportionately more health services or health
improvement from services given; at-risk people receive proportion-
ately more health protection

Evaluation question:
Do those who need more receive, or benefit, proportionately more?
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Equity must also be understood in relation to equality and social justice. Equality
simply refers to giving everyone an equal amount of a resource. This is an appro-
priate approach to basic human rights, such as equality under the law, and it applies
in an idealistic way to good health, although realistically it is also understood that
a fully equal distribution of health is not achievable. However, equality is often not
appropriate when applied to health care, health programs, and many other determi-
nants of health because not everyone needs the same amount of these resources to
achieve good health. To be fair and equitable, we must assign such goods not strictly
equally, but in proportion to meaningful and relevant differences among individu-
als. Social justice is a broader ethical imperative that entails the fair distribution of
resources, but may also entail obligations outside this realm, such as equal citizen
rights, equality under the law, or health as a fundamental human right. The United
Nations clearly links health with social justice: “Health is a fundamental human
right indispensable for the exercise of other human rights. Every human being is
entitled to the enjoyment of the highest attainable standard of health conducive to
living a life in dignity” (United Nations Economic and Social Council & Committee
on Economic Social and Cultural Rights, 2000).

As argued by Nobel Laureate Amartya Sen (2002), equity in health plays a cen-
tral role in achieving social justice more broadly. Health is not like any other good:
it is an essential feature of human existence, and determines our capability and free-
dom to achieve basic life goals (Sen, 1987, 1992, 2002). Broader social justice, then,
is conditional in part on equity in health and the resources that generate health.

Three Analytical Tasks for Evaluating Distributive Equity

The key evaluative question for distributive equity is: To what degree does the actual
distribution of resources conform to an ideally equitable distribution? For program
evaluation in particular, we ask: Has the program brought us any closer to the ide-
ally equitable distribution of resources? These questions are both descriptive and
normative, because they require a clear vision of the good and of what constitutes
fairness.

Returning to Aristotle’s maxim: those alike should receive equal amounts of
the resource, and those unalike should receive different amounts in proportion to
their relevant differences. This lays out three analytic tasks necessary to evaluat-
ing equity: (1) identify the resource to be distributed equitably, (2) in relation to
this resource, identify differences amongst potential recipients that are relevant to
their need of, or claim upon, the resource; and (3) specify in quantifiable terms how
the differences among recipients should determine their equitable proportion of the
resource.

Consider, for example, the resource of prenatal education classes distributed
among rural villages, with the policy objective of lowering the maternal-infant
mortality rate of an entire region. Equity-relevant differences among these com-
munities might include fertility rates, morbidity and mortality among women and
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infants, etc. Differences less relevant to equity may include proximity to paved
roads, predominant ethnicities or religions, and so forth. To be fair, villages with
higher fertility rates perhaps should receive a greater number of classes; however,
this depends on the nature of the classes and may not be necessary if one class
could accommodate any number of participants. After the region-wide program was
implemented, evaluation of its equity impacts would proceed in a similar order:
identify the resource (classes), identify differences relevant to an equitable distribu-
tion (fertility, health), identify irrelevant differences that should not matter beyond
their coincidence with relevant differences (geography, ethnicity) and measure how
well the actual distribution of classes meets the equitable ideal. Evaluators should
also be interested in differences in ultimate health outcomes across the villages, and
whether the program leveled these. Equity-oriented evaluation may be separate from
broader effectiveness-oriented evaluation, which would determine whether and how
the program lowered maternal-infant mortality rates for the region. It is possible
for a program to be effective overall because it lowers regional mortality while
being inequitable because it preserves or exacerbates a mortality gradient between
villages.

To develop a program aimed specifically at inequity, the three analytic tasks may
be approached in a different order: identifying and measuring relevant differences
first, and selecting the most appropriate resources next. For example, the equity
problem might be identified as differences in maternal-infant mortality rates across
villages. Prenatal classes may help level these, but depending on the nature of the
problem, other interventions focused on nutrition or women’s general education
might do a better job of both lowering and equalizing mortality. The final policy
task becomes determining how best to match the level of need with specific lev-
els of the various programs (prenatal, nutritional, educational) at hand. Evaluation
would focus more squarely on health outcomes, with attention to both levels and
differences across villages.

Identifying the Resources

The fundamental resource of concern in health policy and health promotion is health
itself: health is what we would like to see distributed more equitably. Analysis of
health equity, however, is complicated by two facts. First, health itself cannot be
directly distributed, only some of its determinants may be. Second, health is both
determined by, and determines, resources beyond health programs and health care.
Equity oriented evaluation may be interested in the fairness of the distribution of
both resources that determine health, and ultimate health outcomes. Evaluators must
also take into account initial health problems and disparities to understand how well
the program succeeded in alleviating them.

Many factors determine health status. Contributors to health include broad social
determinants such as wealth disparities, working conditions, environmental
conditions, and the status of women; public health services and programs; the avail-
ability, accessibility, and quality of healthcare services; genetics; congenital con-
ditions; the existence and nature of pathogens; individual behaviors and choices;
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and collective behaviors and choices. Often for the purposes of policy and poli-
tics, those interested in equity try to distinguish between health problems caused
by society, nobody, or individual themselves, with the implication that the former
two merit collective intervention in a way that the last may not, or that disparities
in the last are more tolerable from a social justice perspective. In practice, how-
ever, these distinctions are nearly impossible because health determinants interact
with each other in nested relationships such that each cause also has its causes
to consider (Krieger, 1994). For example, a genetic feature such as lactose intol-
erance may or may not be a health problem depending on the prevailing culture
(Gannett, 1999); a personal choice not to exercise regularly may be determined
in part by poverty that offers little time and opportunity for this kind of activity
(Krieger, 1994). A disease such as diabetes may be explained by nearly all of these
determinants. Whether inequalities in rates of diabetes among income, ethnic, gen-
der, geographic, or age groups should be considered inequitable is a further value
judgment.

Health affects access to other resources. Its relationship to basic freedoms, oppor-
tunities and privileges in life is in part why people value health, both for themselves
and for others (Sen, 1992). The World Health Organization explains: “Reducing
health inequities is important because health is a fundamental human right and its
progressive realization will eliminate those inequalities in the opportunity to enjoy
life and pursue one’s life plans that result from differences in health status (i.e., dis-
eases, disabilities, etc.) and that in turn exacerbate these differences” (World Health
Organization, 2005).

Researchers operationalize health in a variety of ways. There is typically a gap
between what ought to be measured in principle and what most evaluators are able
to measure in practice. Sophisticated models and measures of health and well-being
typically require data such as population surveys or detailed administrative data,
which are unavailable or expensive in many contexts. For these reasons, the most
common empirical indicators of health are life expectancy, mortality rates, selected
mortality causes (e.g., accidents, infectious disease, violence, chronic disease, etc.),
and morbidity rates. Broad health system level monitoring of equity tends to rely on
data such as birth and death records, census data, and population health or standard
of living surveys (Braveman, 1998).

Equity evaluation in the health sector often focuses on equity in the distribu-
tion of resources necessary to produce health rather than health outcomes per se.
There is widespread interest in equitable distribution of good quality and ade-
quate quantity of necessities for generating, maintaining, and restoring health. Such
health-determining inputs can be measured in the physical units, such as providers,
technologies, services, service quality, capital; funding levels (adjusted for price
differences across regions or groups) or the barriers and opportunities for access,
or rates of actual access and utilization. A full evaluation of the equity of a health
system must also consider sources of funding: for example, how progressively is
the health system financed (Mills, 1998)? All of these aspects of a health system
have the appeal of being relatively easy to measure, compared to actual health out-
comes. They often relate directly to the concrete activities and traceable data of
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health programs. All share the common drawback, however, of representing efforts
rather than successes.

Identifying the Relevant Differences

Having established the resource being allocated, the next question is to whom it
goes. Returning to Aristotle, the task for equity analysis is to identify the rele-
vant differences between people (or groups) in relation to the resource. For health
resources, health status is obviously a potentially relevant difference, as is the ability
to benefit from the health resources. However, other categories are often applied in
equity analyses of health systems and programs, for example gender, poverty, or
geographic location. Several considerations underlie the construction of relevant
subgroups for an equity evaluation.

For the determination of horizontal equity, we must start by asking: who should
get equal shares of health resources? The immediate answer in most jurisdictions
is: those with an equal level of need. The question may then be posed in a slightly
different way: given equal needs, who should not get unequal shares of resources?
This leads the evaluator to consider the categories used in the community to assign
equal rights or to identify people at risk for discrimination in general, including but
not restricted to, discrimination in health programs. Such groups may be encoded
in antidiscrimination law or they may represent popular understandings of socially
or economically vulnerable or disadvantaged groups. Typical constructs include for
example race, ethnicity, gender, age, disability, poverty, and so forth. An illustrative
list appears in Table 16.1. Many of these variables are also correlated with health
status, and this is addressed in the following discussion of vertical equity. The impor-
tant point regarding horizontal equity is that these categories do not derive their

Table 16.1 Examples of potentially relevant group characteristics for equity evaluation of health
programs

Justice variablesa Health need variables

Poverty Education Health status
Social status Employment Health risk
Discrimination history Occupation Ability to benefit
Age Insurance status
Developmental stage Geography
Gender Culture
Ethnicity Language
National origin Stigmatization
Aboriginal status Etc.
Sexuality
Disability
a Note: some of these justice oriented variables are hybrid variables that
could also correspond to health needs, but they are characterized here as
justice variables because they may be of analytic interest even when not
correlated with health status. This is most often true when assessing the
horizontal equity of resources for producing health (inputs).
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entire value for health program evaluation from their relationship to health status
or ability to benefit from health programs. They are interesting in their own right
because of broader concerns about justice, rights and discrimination.

The evaluation of vertical equity examines whether disparities in resources are fair.
For this, we turn primarily to the characteristic ofneed and ask whether those who need
more get more, and whether the increment is proportionate with their greater need.
There are many ways of characterizing need (Culyer & Simpson, 1980; Culyer, 1998;
Robertson, 1998), and of course not all needs are relevant to all resources. As noted
above, some equity evaluations begin with a given resource, and ask whether it is
distributed according to need. While in other cases, the evaluation begins with a given
need, then determine which resources are required and whether they are provided in
proportion to needs. Both approaches share a central concern with equity, although
the latter is more clearly directed at leveling health differences as well. Return-
ing to the example above, equity motivated policy may ask either, “Which villages
should get these prenatal classes to lower maternal-infant mortality?” or “What shall
we do to level differences in maternal-infant mortality between villages?”

The various formulations of need may be divided into two major types. The first
type represents how badly off people are and may be expressed in terms of health or
risk status. The second type relates to how much better off a given resource would
make people and is linked to people’s ability to benefit. Many economists argue that
ability to benefit should be the fundamental attribute of need and that health status
is at best an imperfect proxy for ability to benefit. However, health status can be rel-
evant in its own right because it is associated with ethical imperatives such as a duty
to care or the rule of rescue, especially in clinical contexts. In practice, health status
and ability to benefit both have salience for assessing equity, and measurements of
need will be constructed from available – and often less than ideal – proxy variables
that may represent a mix of health status, ability to benefit, and social justice claims.

If need is equated with health status, or with health risk in the case of preventive
or protective programs, evaluators would measure whether people who are sicker
or more vulnerable get more resources. Many measures are available. Some rely on
subjective report, others on externally measured indicators of risk, disability, quality
of life, diagnosis, disease severity, and so forth. If need is equated with ability to
benefit from the resource in question, an evaluator must measure whether those with
greater ability to benefit get more resources. Notions of need based on ability to ben-
efit flow from a consequentialist position, which judges ethicality by consequences
rather than acts or intentions. Such position, for example, would hold that it is not
equitable to give disadvantaged people extra resources if they cannot make produc-
tive use of them. This is easier to justify when the evaluation question is framed as,
“Who should receive these resources?” than when it is framed as, “Which resources
do the disadvantaged need, and are they getting them?” This latter question opens up
the possibility not only that different groups have different levels of need, but also
that qualitatively distinct resources or technologies may be appropriate for meeting
those needs. Although these formulations rest on the same concepts, they may have
different implications for practice and intervention. Policy makers may address the
latter problem either by allocating different things to different target populations, or
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by allocating a resource that recipients can exchange for the exact technologies they
need (e.g., funds rather than services).

In practice, actual resource allocations are not made directly to needs in the
abstract, but to groups of people targeted through available institutions. This dis-
tinction between the reason for the allocation and the institutions and groups who
actually receive the resource is crucial for two reasons. First, real groups must serve
as appropriate proxies for differing levels of need. For example, resources are often
apportioned to local governments or providers rather than to the sick or the healthy,
men or women. Most of these real groups contain individuals with heterogeneous
needs, even if average needs vary between the groups. Second, because resources are
allocated by institutions and within social, political, and economic contexts, these
target groups must be regarded and treated as something more than empty buckets of
health needed to be filled with equitable amounts of health resources. As the World
Health Organization explains:

A characteristic common to groups that experience health inequities (e.g., poor or marginal-
ized persons, racial and ethnic minorities, and women) is lack of power in political, social,
and/or economic terms. Thus, to be effective and sustainable, interventions that aim to
redress inequities must typically go beyond remedying a particular health inequality and
also help empower the group in question through systemic changes, such as law reform,
changes in economic or social relationships, or the like. (World Health Organization, 2005)

One might ask whether justice based characteristics such as gender, age, or eth-
nicity matter at all if health differences are fully accounted for, that is, if any appar-
ent inequality of health-generating resources such as health promotion programs,
insurance coverage, care, between groups could be explained and justified by dif-
ferences in their health status, or needs. Equity analyses based on demographic and
justice-related variables remain particularly salient when: (1) health need is difficult
to measure and control for, (2) the resource corresponds imperfectly or uncertainly
to actual benefit, and, (3) when the resource in question represents investments or
efforts rather than an outcome.

Distributing Resources by Relevant Differences

Once the evaluator has characterized the resource and intended recipients or benefi-
ciaries, there remains the final matter of determining the equitable correspondence
between resources and recipients. This depends on the moral underpinnings of the
community’s particular commitment to equity. It is a value judgment. We illustrate
some basic models assuming that health is the resource ultimately being allocated
by the program and measured by evaluators. Other variations on this sort of typol-
ogy and elaborations of specific models can be found elsewhere (Beauchamp &
Childress, 2001; Williams & Cookson, 2000).

A utilitarian view of equity looks to allocations that produce greatest good for the
greatest number. The distribution of the resource across individuals or groups within
the population does not matter. This subordinates the equity question to efficiency,
a criterion likewise concerned with producing the greatest amount of benefit pos-
sible with limited resources. For the utilitarian, inequalities are tolerable and even
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desirable if they have the effect of making the population as a whole better off. In the
extreme, a utilitarian view would even condone the sacrifice of individuals’ health
or lives for the net benefit of the group. Strict utilitarianism is broadly rejected in
health policy. In most legal and ethical systems it would violate human rights to
require some individuals to sacrifice for the benefit of others.

An equality of health view aims not to maximize net population health, but to
equalize the distribution of health in the population, that is, to decrease the dif-
ferences between the least and most healthy. The maximin criterion focuses only
on the degree to which an allocation improves the lot of those worst off, without
regard to net benefit for the population as a whole. A more utilitarian variant max-
imizes overall population health conditional on a minimum standard of health for
all. It establishes a floor beneath which nobody can fall, while it raises the overall
average health for the group as a whole. These models are consistent with a con-
tractarian approach to social justice, which asks policy makers to allocate goods
as if they themselves could be in any of the receiving positions, but do not know
which (Rawls, 1971). Ignorance of one’s own position and interests is particularly
conducive to establishing a floor of minimum entitlement.

Three more models focus on improving the positions of those worst off, but differ
in their interpretation of what worst off means and how resources are supposed to
help. The models invoke respectively the two different constructs of need summa-
rized in Table 16.1. First, resources may be allocated according to health status,
with those in worst health receiving the most. It is based on the assumption that the
resources are helpful, and proportionately more so when health is worse. Allocation
by health status also has the symbolic virtue of making greatest efforts in areas of
greatest distress.

Another approach allocates resources more discriminatingly according to ability
to benefit, with those who have the most to gain also receiving the most. These
recipients are not necessarily the sickest. It is based on principles of triage, which
view futile or unsuccessful efforts as wasted.

A final model pursues equality of opportunity (Rawls, 1971). In health policy,
this means, recognizing that some health differences are inevitable and beyond pol-
icy remedy, while others are capricious or artifacts of broader injustices such as
discrimination by gender or race, and for this reason deserve especially energetic
intervention. Resources are aimed to equalize individuals’ opportunities to gain
health (Daniels, 1985).

Which of the foregoing models is most appropriate for envisioning an ideally
equitable distribution? The stock answer to this question is that it is a value judg-
ment. This is particularly true where there are tensions between improving overall
population health versus helping those who are worst off. The choice between the
specific allocation criteria of health status versus ability to benefit, however, is deter-
mined in part by technical features of the program. Those technical features are (1)
the policy level at which resources are allocated, and (2) the specificity of both
resources (in terms of technologies) and needs (in terms of qualitative categories
in addition to degree). If the resource is not particularly specialized (e.g. money,
personnel, clinics that could address many health challenges) and recipient groups
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are determined by broad characteristics such as justice variables (see Table 16.1)
or by administrative features (e.g., local jurisdictions), then it makes more sense to
use broad health indicators as proxies for need, and to allocate according to health
status. However, if the resource is more specific (e.g., programs for a specific dis-
ease, medical specialists) and if the population can be segmented and targeted by
health-relevant features (e.g., people at risk for a specific disease or requiring a
particular specialist), ability-to-benefit might be considered.

Assuming that a health program is targeted to needs, we return to the two distinct
ways to pose an equity question. Recall that the first is: “We have resources, how
should we allocate them according to need?” This is the presumption underlying
many models. However, in some situations the second will be more relevant: “We
have people in need, which resources should we give them to equalize or fulfill their
needs?” For the first question, ability to benefit depends not only on the recipients’
condition, but also on technological capacity. If the type of technology or program
is not negotiable, and it does not address the most severe and inequitably distributed
health problems, then it can be regarded less as a resource and more as a barrier
to equity when the second question is asked. Whether either question can be asked
productively, and whether anything can be done to tailor technologies, programs,
or resources to specific needs, will vary with the policy and institutional context.
Braveman’s proposed cycle for monitoring equity in health, for example, is initiated
by the identification of disadvantaged groups and their needs, describes a variety of
implications for measurement, intervention, and evaluation (Braveman, 1998).

Procedural Justice and Equity

The models we have described so far are often referred to as end state formulations
of equity. In contrast to end-state models, procedural justice models do not prescribe
equitable distributions. Rather, they prescribe processes for deciding distributions
in specific cases. Examples of popular procedural features include for example the
participation of the public in priority setting, rules of engagement around the table
where decisions are made, or mechanisms for transparency and appeal.

There may be philosophical reasons for choosing to focus on procedural means
rather than end distributions for defining what is just and equitable. In the context
of health policy and program planning, certain conditions may make procedural
justice particularly appealing. First, allocation procedures become more important
where needs vary greatly and are difficult for policy makers or service providers to
measure, and thus are best assessed from the ground up rather than the top down.
Second, when a resource is scarce and not easily divisible, a fair process may be
necessary to allocate between equally deserving recipients, as in the case for exam-
ple where there is only one organ available for two equally sick and promising
transplant candidates. Third, communities with inadequate consensus on a broad
vision of end-state equity may aim to suit various local values, and the procedure
for making allocation decisions may be of more immediate ethical interest than
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the decisions themselves. Procedural dimensions are important to protect certain
rights or enforce obligations such as the right of citizens to appeal decisions that
affect them, or the accountability of policy makers to the public. Finally, particular
procedural models are popular wherever there is a prevailing libertarian ideology
that rejects the distribution of resources by governments or programs in favor of
allocation through free exchange. A great deal has been written on fair processes
in health resource allocation, and there are various proposed models (Daniels &
Sabin, 2002; Gutmann & Thompson, 2002). Most extreme procedural justice theo-
ries hold that fair processes necessarily lead to equitable outcomes, or that outcomes
are by definition equitable only if they result from fair process. This is the libertarian
standard articulated by Nozick (1974). However, in health policy, most recognize
that fair processes may be valuable in themselves and necessary, but not always
sufficient, for achieving equity.

Even where there is a primary commitment to procedural equity, it may be desir-
able to evaluate impacts on distributional equity. For program evaluation, process
models of equity may be relevant especially for programs that devolve resource
allocation decisions. It may also be important in some formative evaluations for
understanding how specific resource allocation decisions are developed, justified,
and revised. Summative evaluations of the equity of the material impacts of a pro-
gram, however, require an end-state model of equity.

Equity and Efficiency

It is often believed that equity and efficiency inevitably conflict with each other
as evaluation criteria: a maximally efficient program will be inequitable to some
degree, and a maximally equitable program will be inefficient. This is not necessar-
ily true. It depends upon how efficiency and equity are defined, and the particular
situation at hand.

Efficiency is often praised as a policy goal. Yet, efficiency is not a goal in
itself but rather a means for achieving goals. We can ask whether objectives are
reached efficiently, but we cannot ask whether efficiency has been achieved without
knowing first what the policy objective was. Economists speak of three types of
efficiency: technical, cost-effectiveness, and allocative. Technical efficiency refers
to producing maximal outputs with a given mix of inputs, for example, immu-
nizing the greatest number of children possible with a given number of health
workers. If health workers are not engaged to their full capacity given their skills,
the program becomes relatively less technically efficient. Cost-effective efficiency
requires considering the inputs in terms of their costs. For example, we might ask
not only whether we have used the minimum number of health workers required,
but whether we have used the lowest-cost combination of health workers. If a
physician provides a service that a nurse or trained layperson could provide just
as well, this is relatively less cost-effective. Allocative efficiency adds the question
of whether the final product ends up in the hands of the people who value it the



296 M. Giacomini, J. Hurley

most. A clinic that immunizes many children and employs appropriate clinicians
may seem technically efficient and cost-effective, but it would be allocatively ineffi-
cient if it missed many high risk children, favoured one gender, or targeted those not
at risk.

Efficiency and equity need not conflict. For instance, allocation according to need
may be both efficient if those most in need benefit the most from care (i.e., the health
gain is greatest) and equitable if need is judged to be the key variable for judging
equity. They may conflict, however, if those with relatively lesser needs actually
derive greater health benefit from a given resource than those with greater need.
Many health systems are not operating at full efficiency or equity and it is possible
to identify programs and reforms that could improve both efficiency and equity.
The precise nature of any potential conflict between efficiency and equity depends
critically on the definitions of efficiency and equity adopted and the empirical rela-
tionship between benefit and the receipt of health resources. It is possible to ask
whether the goal of equity is achieved as efficiently as possible, or whether effi-
ciency in relation to some other goal (cost-effectiveness or technical productivity)
comes at a gain or loss in equity.

Conclusion

Equity means treating similarly situated people equally and treating differently sit-
uated people in a manner appropriate to their differences. This concept challenges
evaluators to identify the relevant difference as well as the appropriate rule for por-
tioning resources in relation to differences. In evaluation, then, actual achievements
can be measured against equity ideals. Equity must be operationalized specifically
for the context in which it will be applied and measured. There are many possible
formulations and no universally right way to do it, either ethically or technically.
Some of the variations in defining equity depend on differences across value sys-
tems. However, variation is also necessitated by the diverse nature of the social
institutions, groups, and technologies involved in resource distribution. Resources
vary in their divisibility and generalizable value; needs differ in their qualities as
well as degree.

To evaluate whether equity has been achieved, or inequities have been exacer-
bated, the evaluator must envision what an ideal distribution of resources would
look like, then compare the actual distribution against this ideal. These idealized
models take various forms based on different underlying ethics. Utilitarian mod-
els focus solely on the total amount of benefit, ignoring the distribution of ben-
efit across members of society; others put more weight on benefits to relatively
disadvantaged groups within the population; still others attempt to consider the
full distribution across all members of society. Dilemmas include whether to aim
for more equal levels of health or to raise the level of those in poorest health,
and how to consider severity of health problems versus ability to benefit from
intervention. It is important to recognize that the variables prescribed by ideal
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models do not always map well onto the realities of actual resources, recipients,
or the intervening institutions that do the allocating. The use of proxy variables
for need, such as gender, age and geographic location, is the norm in equity
research in health fields. These variables are often correlated or conflated with
other justice imperatives, claims on resources, political or social interests, and
so forth.

Finally, the presumed tradeoff between equity and efficiency is often overstated.
Efficiency is a feature of means, and as such can only be evaluated in relation to
an end. If the end is a particular vision of equity, then it may be reasonable to ask
whether equity is achieved efficiently, or effectively, safely, at affordable cost, or
some other criterion. In some cases, the utilitarian goal of maximizing health may
conflict with the goal of equity, meaning that gains in equity come at a cost to overall
productivity. Choosing which outcome to favor in these cases is a moral task, not a
technical one.
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Chapter 17
Context as a Fundamental Dimension
of Health Promotion Program Evaluation

Blake Poland, Katherine L. Frohlich, and Margaret Cargo

Context can be broadly defined as “the circumstances or events that form the
environment within which something exists or takes place” (Encarta, 1999). That
‘something’ can be health behavior, another health determinant, an intervention,
or an evaluation. Each of these events unfolds, not in a vacuum, but in a complex
social context which necessarily shapes how the phenomena are manifest, as well
as how they may be taken up, resisted or modified. In this chapter we unpack the
nature and significance of social context for health promotion practice and evalu-
ation. Drawing on critical realism, we develop a framework for understanding key
dimensions of social context that impact on three key levels: the target phenomena
(what health promotion practice is seeking to change or enhance), the intervention
(how it is received and plays out, its impact), and efforts to evaluate health promo-
tion interventions (we propose that evaluation practice is also embedded in social
context).

That social context matters is widely recognized and nothing particularly new.
Context is identified as a fundamental dimension of program evaluation
(Suchman, 1967; Weiss, 1972), and person-environment and program- environment
interactions can be traced back to the human ecology work of Broffenbrenner (1977,
1979). Applications of these concepts and ecological systems theory, in various
guises, are found in the health promotion literature (see Best et al., 2003; Chu
and Simpson, 1994; Green and Kreuter, 2005; Green, Richard and Potvin, 1996;
Stokols, 1992, 2000). Although context receives attention in many health promotion
texts (Bartholomew, Parcel, Kok, & Gottlieb, 2000; Green & Kreuter, 2005), it is
not routinely integrated into or adequately accounted for in most program evalua-
tions. The complexities involved in mapping contextual factors in evaluation pose
significant evaluation challenges. Some interventionists and evaluators may lack
the necessary theoretical breadth and methodological skills to adequately unpack,
theoretically and empirically, how context matters. Nor may they feel they have
the ‘luxury’ of time or breadth of mandate to tackle what may be seen as more
challenging conceptual and methodological issues associated with doing so. This
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chapter identifies some of these challenging issues and proposes a critical realist
framework for addressing these lacunae.

The overwhelming emphasis within the dominant post-positivist paradigm in
health promotion evaluation research has been to treat context as a source of poten-
tial confounders that need to be either ‘factored in’ (as variables that apply across
cases) or ‘factored out’ (‘controlled for’ statistically or through study design such
as randomization). Identification of ‘best practices’ that can be disseminated across
space and time with predictable outcomes following the results of promising pilot
research, also treats context as something of a nuisance to be addressed only insofar
as it threatens to seriously compromise implementation fidelity or program out-
comes. Further, following Malpas (2003), we believe that increasingly dominant
managerial regimes that privilege efficiency and tight fiscal and legal accountability
in health and social service delivery seek to tighten administrative control through
the standardization of practice. Standardization accords only grudging acknowl-
edgement to the difference that context makes. The inherent ‘messiness’, unpre-
dictability, and uniqueness of context is difficult to reconcile with an administrative
rationality intent on procedural standardization. In short, epistemological, politi-
cal, and administrative factors have conspired to either obscure the relative impor-
tance of social context to program design, implementation, and evaluation or, at
the very least, leave largely unexamined or unexplained the ways in which context
matters.

From studies of small area variations in healthcare practice (Wennberg &
Gittelsohn, 1973), to studies of community-based health promotion interventions
(Bracht, 1990; Minkler, 1990, 1997), the evidence that context matters is increas-
ingly difficult to ignore. In some fields, such as tobacco control, there is growing
awareness that the failure to sufficiently understand the social context of smok-
ing has compromised the field’s success record (Flay & Clayton, 2003; Poland
et al., 2006). The social distribution of smoking has changed, and thus the social
distance between target populations and interventionists, whose assumptions and
world view are reflected in programming (Poland et al., 2006). The popularity of
a settings approach in health promotion reflects, in part, an understanding of the
importance of aligning program design and intervention activities with the realities
of the setting for which they’re intended (Chu & Simpson, 1994; Dooris et al., 2007;
Mullen et al., 1995; Poland, Green, & Rootman, 2000, Poland, Lehoux, Holmes, &
Andrews, 2005; Whitelaw et al., 2001). For example, considerable expertise has
emerged in school-based health promotion with respect to the essential features of
schools, as well as variability in their expression (e.g., inner city versus rural), that
impact on program delivery and outcomes. The identification of aspects of context
that impact on practice has also been undertaken with respect to community-based
programming, workplace health promotion, and interventions tailored for other set-
tings such as hospitals, Aboriginal communities, and prisons, among others.

Context is fundamental to understanding the adequacy of program conceptualiza-
tion and design: do interventions adequately address the social context within which
target phenomena, such as health behaviors, are created, sustained and socially dis-
tributed in time and space? Context is also fundamental to program implementation
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and outcomes: are interventions optimized to take advantage of the unique conflu-
ence of opportunities available in each local context and which intervention com-
ponents produce which results under what conditions? Finally, context shapes the
production and utilization of evaluation findings: the influence of key assumptions
and stakeholders on the design and implementation of the evaluation, as well as
the impact of timing and other factors on research uptake. The organization of this
chapter reflects the ways in which social context is implicated at three overlapping
levels: (a) the nature of the phenomena that are the object of health promotion inter-
vention (the social context of target phenomena); (b) interventions themselves (the
social context of health promotion practice); and (c) knowledge development and
utilization (the social context of evaluation research).

At this juncture it is worth clarifying what we mean by evaluation. We adopt
the definition proposed by Rossi and Freeman (1985, p. 19): “the systematic appli-
cation of social research procedures in assessing the conceptualization and design,
implementation, and utility of social intervention programs”. We prefer this over
less comprehensive definitions because it explicitly makes room for a critique of
the adequacy of program conceptualization and design, whereas many evaluation
definitions do not and are restricted to determining the extent to which intended
outcomes are achieved.

The premise of this chapter is that although context is of inescapable impor-
tance in health promotion program evaluation, better conceptual, theoretical, and
methodological tools are needed to reposition it at the centre of evaluation efforts.
Following a review of each of the three layers of context identified above, we draw
on diverse disciplinary perspectives to assemble some of the conceptual, theoretical,
and methodological tools necessary for a deeper and more satisfying treatment of
context in health promotion program evaluation. In particular, we draw on critical
social theory and critical realist perspectives to fashion an understanding of how
social relations (at the heart of any social intervention) function in different social
contexts, for these are critical to understanding how context matters.

Three Layers of Context

The Social Context of Target Phenomena

The determinants of the status quo are an obvious starting point for thinking about
what interventions are needed and how should be structured to shift those determi-
nants most critical for health enhancement. Understanding what created and sus-
tained the phenomena that interventionists wish to change, be it specific lifestyle
behaviors, organizational practices, or policies, is fundamental.

Health promotion seeks to influence human behaviors as a key target of inter-
vention (either as a means or as an end in itself). The focus may be risk behaviors
linked to particular disease outcomes (e.g., diet, exercise, smoking), organizational
behaviors (organizational policies and practices), or the decisions of policy makers.
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For Agnew, “in order to explain human behavior one must deal with the ‘micro-
episodes’ of everyday life and their embeddedness in concrete milieux or contexts”
(1993, p. 264). Interventions need to address not only the cognitive or psychoso-
cial elements of behavior change, be that lifestyle behavior, organizational behav-
ior, or the behavior of policy-makers, but also the social environments in which
these behaviors are shaped or maintained. For example, in school-based health pro-
motion, there is an attempt to integrate curriculum components with school level
changes (e.g., removal of soft drink vending machines; changes in cafeteria menu),
extra-curricular activities, parental involvement, community programming, peer-to-
peer, and other initiatives in comprehensive, multi-component (and multi-modal)
approaches. These have been shown to be more effective at bringing about and
sustaining healthier behaviors than more narrowly cast interventions (Soubhi &
Potvin, 2000).

When it comes to health behavior modification (which remains a central focus
in health promotion practice), it is still the case that for the most part social con-
text is understood primarily in terms of ‘social influences’ (peers, parents, media
personalities), ‘social norms’ (as a focus for ‘denormalization’ efforts in tobacco
control, for example), or as ‘social environment’ (in, for example, ecological and
systems theory models that specify the inclusion of variables from a variety of inter-
acting contextual levels). Health promotion and health education efforts aimed at
smoking is an instructive example of how social context matters and how it has
been addressed. Attention has traditionally focused on genetics, parental influence,
peer influences, pricing and availability of cigarettes (including retailer compliance
regarding sales to minors), restrictions on smoking in public places, visibility and
impact of public education campaigns, local pro-smoking or non-smoking com-
munity norms and social sanctions (see Chaloupka, 2003; Flay & Clayton, 2003).
However, more recently researchers have drawn on anthropology and sociology,
and on qualitative, feminist and cultural studies traditions, that focus attention on
the role smoking plays in adolescent cultures (Amos, Gray, Currie, & Elton, 1997;
Ioannou, 2003; McCracken, 1992; Plumridge, Fitzgerald, & Abel, 2002), the role of
gender (Elkind, 1985; Greaves, 1996; Graham, 1987; 1993), and other dimensions
of social context.

The concept of “collective lifestyle practice” (Frohlich, Corin, & Potvin, 2001)
captures many of these dimensions of social context. Drawing on Giddens and
Bourdieu, the heuristic, “collective lifestyles”, is a framework for understanding
behaviors like smoking, as social practices, that is, routinized and socialized behav-
iors common to groups (Frohlich et al., 2001; see also Cockerham, Rutten, &
Abel, 1997). Collective lifestyles comprise interacting patterns of behaviors, ori-
entations and resources adapted by groups of individuals in response to their
social, cultural and economic environment (Abel, Cockerham, & Niemann, 2000,
p. 63). These practices are generated at the intersection of social structure (norms,
resources, policy and the institutional practices that organize society), and agency
(individual action, volition and sense of identity). This is expressed recursively, with
social structure influencing agency and agency, in turn, influencing the structure.
Conceptualising health behaviors in terms of collective lifestyles has the potential to
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offer more to an understanding of the social context of target phenomena than serv-
ing as a synonym for patterns of individual risk behaviors. A theory-driven collective
lifestyles approach helps not only to prevent a reductionist and individual centered
perspective, but also takes into account both behaviors and social circumstances
(Abel et al., 2000).

The collective lifestyles was extended by Frohlich, Poland and colleagues (Poland
et al. 2006), who propose a model for understanding the social context of smoking
and other ‘behavioral risk factors’. Highlighting the centrality of power relations
in shaping the uneven socio-spatial distribution of smoking, their model identifies
the following dimensions of the social as key to our understanding of smoking: the
sociology of the body as it relates to smoking, collective patterns of consumption,
the construction and maintenance of social identity, the ways in which desire and
pleasure are implicated in these latter two dimensions in particular, and smoking as
a social activity rooted in place.

Sometimes the ‘social context’ is the primary target of intervention. In a settings
approach to health promotion, there has been growing recognition of the need to
move beyond simply seeing setting as a way of targeting ‘captive’ audiences, but
instead to act on the setting itself (Poland, Green, & Rootman, 2000). For example,
workplace health promotion can include not just educational and stress reduction
seminars for employees, but also changes to the workplace to reduce injuries and
exposures to noxious substances, improvements in cafeteria menu, installation of
a breastfeeding room, family-friendly workplace policies, and efforts to address
labour-management relations, workload issues and decision latitude (democratiza-
tion of the workplace) (Polanyi, et al., 2000).

The Social Context of Health Promotion Interventions

As previously noted, context impacts both program delivery and program outcomes
(Potvin, Haddad, & Frohlich, 2001). A key issue is the fit and responsiveness of
interventions to situational context. Intervention success reflects the ability to embed
programs in context over time (community ownership, routinization). Responsive-
ness to environment (adaptiveness) is key. Several attempts have been made to sys-
tematize evidence regarding the effectiveness of interventions in different settings
(e.g. school-based health promotion, community development). But few attempts
have been made to systematically ‘unpack’ those aspects of settings that most
impact health promotion practice, and how interventions are experienced by pro-
gram participants, in a way that could directly impact policy, practice, and research.
Context is of great interest when a program ‘fails’, but its contribution to program
success is rarely examined.

Poland, Krupa & McCall (2008) propose a framework that can be utilized by
practitioners to systematically analyze features of settings that impact intervention
design and delivery, in the form of a nested series of questions to guide analysis.
The analytic framework addresses how settings are commonly understood (unpack-
ing assumptions, variability within and between types of settings, etc), localized
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determinants of health (including local manifestations of broader economic, socio-
political and cultural trends), making explicit stakeholder interests, and understand-
ing power relations. With respect to context, specifically, we address the history of
health promotion efforts in the category of setting (e.g. schools vs. workplaces),
then the specific setting itself. What efforts have been aimed at changing behaviors
within the setting or changing the setting itself? How have approaches changed over
time, and how might we explain these changes? We ask what the health promoter
brings to this particular setting: the skills, capacities, resources, and relevant sensi-
tivities. This includes similarities or differences with key stakeholder groups (e.g.,
race, class, gender, physical ability, sexual orientation) that may act as points of
friction or affinity. An analysis of the context for change efforts must also grapple
with what supports must be in place (or barriers removed) outside the setting in the
broader socio-political, community, and/or economic context. This may necessitate
advocacy, coalition building, strategic partnerships or deepening and widening com-
munity participation.

The Social Context of Health Promotion Evaluation

Having briefly reviewed the first layer of social context in which determinants of
health are created and sustained, and the second layer of social context within which
interventions are inserted and unfold, a third layer of context must be addressed: that
in which the evaluation itself is conducted.

Evaluations do not take place in a vacuum: they are deeply shaped by context.
Context shapes the many assumptions that animate the evaluation, including what
is considered knowable and worth knowing, how it can be known, and what is seen
as doable within given time and resource constraints. It also shapes the agendas
of key stakeholders, including funders, intervention staff, and those targeted or
impacted by the intervention. There is always potential for stakeholders to hold
different perspectives on what is important and what is doable. And there are ways in
which stakeholders can intentionally or unintentionally selectively share or withhold
information, seek to discredit, derail, downplay or ignore the evaluation, or steer it
in directions more favourable to their perceived interests (e.g. Brousselle, 2004).
Evaluations often require the consent, cooperation, and permission of gatekeepers
who control access to certain settings and populations. This influences the evalua-
tion through subtle pressure to frame the evaluator’s stance in ‘gatekeeper-friendly’
terms or through effects on respondents to appear aligned with the gatekeeper (e.g.
employee candour when workplace health promotion evaluation requires implicit
endorsement of the workplace manager).

Evaluation research is inherently political (Shadish, Cook, & Leviton, 1991)
because programs are embedded within dynamic organisational, interorganisational
and community systems which may relegate evaluation research as secondary to
program delivery interests (Weiss, 1972). In the evaluation of health promotion
programs, researchers develop relationships with a variety of health profession-
als, practitioners, bureaucrats, politicians, and members of special interest groups
(e.g., teachers, nonprofit organisations, recreation workers, health and social policy
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makers, Aboriginal representatives, community members, parents). The nature of
relationships developed between evaluation researchers and program professionals
or advocates can range the spectrum from friendly to hostile.

Evaluation research is differentiated from other forms of research because it
takes place in an action setting, marked by competing agendas and power rela-
tions that can become extremely asymmetrical depending on the issue at hand.
Most service organisations see the first order of priority as implementing the pro-
gram; evaluating the program often is considered secondary to program deliv-
ery (Weiss, 1972). Weiss argues that researchers may try to change the order
of priority and for good reason. The mandate of the evaluation researcher is to
determine whether the program works, under what conditions and for whom (see
earlier discussion of Rossi’s definition of evaluation). Differences in perspective
on the primacy of program delivery versus program evaluation from different
stakeholders can lead to tensions. The evaluator must be sensitive to the politi-
cal landscape within which their program is embedded when making evaluation
decisions, otherwise their evaluation efforts can be undermined. Where multiple
stakeholders and agendas are implicated in complex interventions, evaluability
assessment may be warranted (Smith, 1989; see also Poland, 1996, for an appli-
cation in health promotion evaluation).

The uptake of research findings needs to be considered in any discussion of the
social context of program evaluation. Here too, contextual factors weigh heavily
on the possibilities for successful knowledge translation and uptake. The Ottawa
Model of Health Care Research Use is one example of a framework that explic-
itly addresses the nature of the practice environment and the need for an adequate
diagnosis prior to knowledge translation intervention (Logan & Graham, 1998;
Santesso & Tugwell, 2006).

While these and other issues have been raised in the evaluation literature, the
dimension of context that we address here is the politics of evaluation associated
with understanding and navigating competing stakeholder interests. These can be
seen as ‘extrinsic’ to the evaluation (something to be avoided, skillfully managed,
or factored in) or as ‘intrinsic’ to more participatory forms of evaluation research.
We have argued that all three layers of context – the context of the target phenomena,
the context of intervention, and the context of evaluation – can be essential to solid
program planning and evaluation. What is missing is a framework for identifying
which elements of context are most critical in each layer. This is discussed in the
next section.

A Framework for Understanding Key Dimensions
of Social Context

Interventions in health promotion are essentially complex, social interventions: they
are intentional change efforts inserted into pre-existing social relations. To quote
Pawson and Tilley (1997), “it is not programs that make things change, it is people,
embedded in their context who, when exposed to programs, do something to activate
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given mechanisms, and change” (cited in Stame, 2004, p. 62) Further, following
Pawson, Greenhalgh, Harvey, and Walshe (2004), we can assert that in many cases
in health promotion the interventions themselves are people. It is therefore neces-
sary to take into account how programs, as complex social interventions, manage
to embed themselves in these social contexts by aligning with existing incentive
structures and mobilizing key opinion leaders. Or, alternatively, how they fail to
take hold by generating unanticipated resistance, and attempts to discredit, resist,
reframe or ignore change efforts. One promising, and as yet underutilized approach
to unpacking how interventions work or fail in particular contexts (viz., which ele-
ments of context matter, and why), is critical realist evaluation.

A Critical Realist Approach

Critical realism is a logic of inquiry, drawing on the foundational work of Roy
Bhaskar (1979) whose central premise is that constant conjunction (empirical co-
occurrence) is an insufficient basis for inferring causality, and that what is required
is the identification of generative mechanisms whose causal properties may or
may not be activated, depending on the circumstances (Connelly, 2001; Julnes,
Mark, & Henry, 1998; Stame, 2004; Williams, 2003). It is a theory-driven approach
whose point of departure is in the distinctions made between the empirical (what
is observed), the actual (events and experiences that may or may not be observed/
observable), and the real (the domain of underlying causal mechanisms) (Williams,
2003). Further, mechanisms can coincide under real world conditions to produce
emergent properties that are contingent in time and space (Sayer, 2000).

From a critical realist perspective, context is not an undifferentiated social ether
in which programs and phenomena float, but rather it is a series of generative mech-
anisms in constant interaction with complex and contingent combinations of events
and actors. The notion of contingency stands in contrast to positivist notions of
universal logical necessity (natural laws, generalisable truths) by calling attention
to the uncertain nature of phenomena (viz., that propositions may hold true under
some circumstances but not others). The ‘ideal-typical’ positivist view is that the
causal relationship can be said to exist when A is always or very nearly always
followed by B. Such stance is consistent with relatively ‘closed’ systems, where
external factors can be ‘controlled for’. Yet we know factors which have ‘causal
powers’ often manifest only under particular conditions – hence the importance of
the total ‘situation’ or context.

Since underlying generative mechanisms may only be discernable on account of
the effects they generate and since such effects are contingent in space-time, critical
realist program evaluations must be grounded in theories that specify what gen-
erative mechanisms are triggered, or suppressed, by which intervention elements,
under which conditions. Generative mechanisms refer to program mediators that
interventions seek to modify. Weiss (1995, 1997) makes a strong case for devel-
oping sound program theory during the conceptualization and design phase of the
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evaluation so that program mediators can be prospectively assessed and understood
through multiple methods. Program theory can be made explicit through specifying
the inter-related sequence of events that are expected to occur and how they relate
to each other in space and time. Thus program theory is based on a series of micro-
steps that aims to make transparent the underlying logic and assumptions of a given
intervention.

Critical realism can be distinguished from two other meta-paradigms of social
research that are often found in program evaluation: post-positivism which is
associated with most controlled designs and quantitative evaluation methods, and
hermeneutics which is most closely associated with qualitative methods and designs.
Table 17.1 illustrates, in broad terms, how each of these differ in terms of key
assumptions about what is knowable (ontology) and how it can come to be known
(epistemology), the role of theory, and preferred choice of methods.

Critical realism is a logic of inquiry that privileges neither ‘objective’ facts nor
subjective lived experience or narrative accounts, but rather seeks to situate both
in relation to a theoretical understanding of the generative mechanisms that link
them together, as a basis for interpreting the empirical or observable world. It fol-
lows that the questions posed in critical realist evaluation are of a different order
from those derived from other evaluation approaches. As in other areas of social
research, how the question is framed has fundamentally important consequences
for what is found and consequent funding and intervention decision-making. In
much conventional evaluation research, the central animating question that drives
the study is either “which interventions work best?” (the best practice option), or
“what are the vital ingredients of success?” (generalizable recipe for success). The
question of context is largely ignored, except to specify what needs to be factored

Table 17.1 Three contrasting paradigms within which evaluations can be situated

Dimension Post-positivist Hermeneutic Critical realist

Ontology (the nature
of reality)

Verifiable evidence What people perceive to
exist

Appearances differ from
underlying
mechanisms (but
mechanisms leave
observable traces)

Epistemology (what
is knowable)

Knowledge
objectively
acquired through
rigorous
application of
method

Knowledge socially
constructed,
subjective

Knowledge actively
constructed from
facts, events &
experience

Theory Formal, predictive Understanding people in
their environments

Explain underlying
structures

Methodology Verification Interpretation of
meaning

Explanation based on
theory + observation

Methods Survey research
Modelling,
Manipulation

Depth interviews
Observation

Mixed methods
Case studies
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in or factored out of the model. From a critical realist perspective, the central eval-
uative question is not so much whether certain programs, or parts of, work, what
Stame (2004) refers to as ‘black box’ evaluation, but “to unpack the mechanism[s]
of how complex programs work, or why they fail, in particular contexts and settings”
(Pawson et al., 2004). It is precisely these how and why questions which are critical
to decision-making regarding which programmatic components are worth replicat-
ing in which other contexts and settings.

A key author in critical realist evaluation is Ray Pawson. Pawson and colleagues
have articulated a theory of interventions that they argue is essential to critical realist
evaluation (Pawson & Tilley, 1997; Pawson, 2006). It is the underlying interven-
tion theory which drives the purposive, theoretical sampling of a wide variety of
types and forms of evidence to shed light on the different generative mechanisms
thought to be at play, and the conditions under which their causal properties are
activated (or not), as well as how these combine to form emergent properties which
in turn impact upon and become absorbed into the social context. As a point of
departure, Pawson et al. (2004) identify a number of basic assumptions concern-
ing the nature of interventions that inform a critical realist approach to program
evaluation. First, they maintain that interventions are theories, which is to say that
they are constellations of hypotheses about what will happen, which are resourced
(funded, equipped, supplied with personnel) and inserted into existing social sys-
tems. Second, interventions are active: they work through stakeholder reasoning
and intentionality, and understanding these is key to understanding how outcomes
are achieved or thwarted. Third, intevention chains are long and thickly populated.
A series of stakeholders and social processes are implicated over time (and space),
and the chain of events can misfire or break down at any time, with unintended (and
sometimes unpredictable) results. When multiple stakeholder groups with different
power bases vie for influence, interventions can sometimes follow a very non-linear
path or even be thrown into reverse. This is the fourth tenet. The relative influence of
these actors to affect and direct implementation must therefore be considered as part
of any evaluation exercise. Fifth, interventions are embedded in multiple social sys-
tems. Individuals, interpersonal relations, organizations, and broader infrastructural
and policy elements are implicated, and the influence of factors at all these lev-
els need to be considered. Sixth, Pawson et al. (2004) characterize interventions as
“leaky and prone to be borrowed”. As actors struggle to achieve their interests and
optimize interventions in the face of sometimes unique local obstacles and setbacks,
processes of lateral communication and active agency cause programs to be copied
(in part or in toto), refined, reinvented, adapted from one context to the next. These
processes of informal adaptive learning are also underscored in the literature on
‘communities of practice’ (e.g., Brown and Duguid, 1991; Wenger, 1998; Wenger,
McDermott, & Snyder, 2002). These dynamic aspects can be difficult, but no less
important, to capture. Last, but not least, interventions are open systems that feed
back on themselves: in changing the conditions in which they operate, they also act
on themselves in ways that call for new adaptations, which in turn alter the condi-
tions of practice, in infinitum. Both intended and unintended consequences must be
considered.
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One of the advantages of a critical realist approach is that it requires us to
be explicit about our assumptions. Assumptions are often embedded and implicit
(Eakin et al., 1996). This also fits well with, but also extends in several impor-
tant ways, the use of logic models in health promotion program evaluation (Julian,
1997).

Drawing on the work of Sayer, Pawson, and others, we can thus (re)define context
as: the local mix of conditions and events, social agents, objects and interactions
which characterize open systems, and whose unique confluence in time and space
selectively activates, triggers, blocks or modifies causal powers and mechanisms in
a chain of reactions that may result in very different outcomes depending on the
dynamic interplay of conditions and mechanisms over time and space.

Pawson and colleagues concern themselves primarily with the social context of
intervention implementation, and secondarily with some of the politics of evaluation
itself. What we add here is a third dimension critical to the adequacy of program
design: the social context of the phenomena that are the target of change efforts.
Here, it is incumbent upon us to more fully address what we see as some of the key
enduring features of social context that evaluators need to pay closer attention to.

Key, Enduring Features of Social Context

In the same way that Pawson and colleagues offer a general conceptual schema
regarding the key characteristics of interventions that they believe have important
consequences for program evaluation, so too it’s incumbent upon us to identify a
few of the most salient features of the social to frame our general understanding of
the generative mechanisms at work in most social contexts. In doing so, we wish to
underscore that these take different forms in different contexts.

The Dialectic of Agency and Structure

Our first basic assumption is that phenomena are neither the result of unencumbered
agency nor purely of structural constraints and opportunities, but rather result of the
relationship between the two. Proponents of structural explanations emphasize the
power of structural conditions in shaping individual behavior (Cockerham, 2005).
Advocates of agency, on the other hand, accentuate the capacity of individual actors
to choose and influence their behavior regardless of structural influences. Rather
than view this as a dichotomy, we posit that health outcomes, behaviors, and social
relations are the result of both of these spheres in a dialectical relationship with each
other; each informing, producing and reproducing the other (Giddens, 1984). This
has been termed recursivity by Giddens (ibid).

Our earlier discussion of ‘collective lifestyle practices’ (Cockerham et al., 1997;
Frohlich et al., 2001) exemplifies how an understanding of the dialectical nature
of agency and structure translates into an understanding of the social context of
human behavior. As previously noted, practices are generated at the intersection of
social structure (norms, resources, policy and the institutional practices that organize
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society), and agency (individual action, volition and sense of identity). This is
expressed recursively, with the social structure influencing agency and agency, in
turn, influencing the structure.

We have noted that evaluation research is subject to the same contextual influ-
ences outlined in our earlier section on critical realist theory of interventions: eval-
uations are theories, active, long chains, non-linear, embedded in multiple social
systems, leaky, open systems with feedback loops. The blurred boundaries between
program and context identified by Potvin (2007) are relevant here, insofar as the
problematic they address (and to which, they argue, only critical realism has an ade-
quate response) reflects the inherently recursive and dialectical relationship between
intervention and conditions, program and context.

Power Relations

With few exceptions (e.g., Kuyek & Labonte, 1995; Eakin et al., 1996), power
relations are frequently acknowledged but rarely adequately unpacked in health
promotion. This is the more surprising given the emphasis that health promotion
places on empowerment (Rissel, 1994), and the relative sophistication with which
issues of power have been addressed in the sociological literature (Grabb, 2002;
Jones, 2003). Indeed, according to Jones (2003, p. 130), “a key to understanding
experiences of health and illness in late modern society is the operation of power
at different interacting levels”. Poland, Coburn, Robertson, & Eakin with members
of the Critical Social Science in Health Group (1998) argue that such analyses are
largely missing in contemporary debates in social inequalities in health which focus
more on identifying the bio-psychosocial pathways through which social hierarchies
impact on health than they do on explaining how social inequalities are produced
and maintained in the first place.

Drawing on the work of Michael Mann, Jones (2003) argues that power is exer-
cised by individuals and groups in a manner that is simultaneously diffuse (uncon-
scious, decentred) and authoritarian (commanding obedience), intensive (actors are
heavily invested in the exercise of power) and extensive (far-reaching in space and
time). He argues that issues of exploitation and adaptation are keys to understanding
how power is exercised.

In his review of sociological theories of inequality, from Marx and Weber to
Giddens, Edward Grabb (2002) goes further, proposing a framework that acknowl-
edges how power and exploitation operate via three key mechanisms, each of which
are further stratified in their effects by race, class, gender and other social cleav-
ages: control of material resources in the form of means of production, natural
resources, capital; control over human resources and labour power; and control over
ideas (ideology, hegemony, cultural dominance, control of media, ability to impact
representation and social meaning).

An analysis of power and how power relations come into play in the field invites
the practitioner to adopt a reflexive stance regarding her own role in reproducing
or resisting existing asymmetrical power relations. Kuyek and Labonte (1995),
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Poland (1992) and Boutilier, Cleverly, and Labonte (2000), address how health
promotion practitioners can transform their inherent ‘power-over’ marginalized
groups with whom they may be working into ‘power-with’.

Emplacement

“Every action is situated in space and time, and for its immediate outcome [is]
dependent on what is present or absent as help or hindrance where the events take
place” (Hagerstrand, 1984). In other words, social relations are contingent in time
and space. For contextualists, space or place becomes both ‘condition’ and ‘con-
sequence’ of human activity (Gregory, 1994, p. 92). Deriving from the work of
Hagerstrand (1984), and Giddens (1984), contextual theory is an approach which
helps us identify “relations of coexistence, connection or ‘togetherness’, rather than
the relations of ‘similarity’ that characterize compositional theory” (Gregory, 1994,
p. 90) that “remove different classes of being from their habitats and place them in
a classification system” (Hagerstrand, 1984 in Gregory, 1994). One of the protago-
nists of contextual theory, Simonsen (1991) has sought to codify the contextuality of
social life in terms of the trajectories of social actors across time and space, empha-
sizing how different kinds and units of time and space thread together to constitute
the social. He writes about the importance of situated life stories or biographies of
human agents bounded in time and space, as a methodology for accessing these
aspects of reality.

If contextual theory helps us understand how place matters for health promo-
tion, then the concept of culture of place helps us understand how these factors
come together in particular places to imbue them with a distinctive ‘feel’. Jary and
Jary (1995) note that culture of place encompasses the symbols, artifacts, manners,
customs, language, norms and systems of belief that make up ‘culture’ as the ‘way of
life’ of any society, setting or social grouping. A distinctive culture of place emerges
from the pragmatic and routinised interactions between engaged participants and
social processes (Poland et al., 2005). These are shaped by the ways in which
material objects (artifacts), social relations (socio-facts) and ideas (mentifacts) come
together in ways that are contingent in time and space (Gesler & Kearns, 2002). This
understanding of ‘culture of place’ as infused with technologically-mediated power
relations (Poland et al., 2005), allows us to represent in Fig. 17.1 the relationship of
culture of place, technology, and power to health promotion practice.

There are, understandably, many other generative mechanisms identified by var-
ious authors as being central to understanding the production, consumption and
social geography of health: neoliberalism (Coburn, 2000), capitalism (Navarro, 2000,
2004; Navarro & Muntaner, 2004), racism (Porter, 1993), class (Bourdieu, 1990),
to mention only a few. A detailed examination of each of these is beyond the scope
of this chapter, but the reader is referred to Grabb (2002) for a useful overview in
the context of explaining social inequality.



312 B. Poland et al.
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Health Promotion Practice

Fig. 17.1 Technologically mediated power relations, culture of place, and the constitution of health
promotion practice in space-time
Source: Adapted from Poland et al., 2005

Conclusion

In this chapter, we have tackled the thorny issue of context as it applies to the
evaluation of health promotion initiatives. We have argued that understanding con-
text is fundamental to understanding how interventions thrust into such contexts
(and seeking to be absorbed and routinised into these practice environments) are
received, modified, resisted, and reinvented from place to place. Furthermore, we
extend conventional discussions of context considerably by showing that context
needs to be considered at three nested and overlapping levels: (a) the context of
the target phenomena (what interventionists are seeking to change) as a basis for
assessing the adequacy of program conceptualization and design (does it address the
salient determinants and levers of change?), (b) the contexts in which interventions
are mobilized and (c) the contexts in which program evaluations are conducted, and
their results disseminated and taken up by others (or not). We have described critical
realism and core tenets of critical realist evaluation, as proposed by Pawson and
others. Our thesis is that critical realism allows a more sophisticated assessment of
the relationship between context and program, and it offers a third alternative to the
sometimes polarized debate about the relative merits of quantitative or experimental
versus qualitative approaches.

Furthermore, we have sought to identify several enduring features of social
relations as possible ‘generative mechanisms’ that can be said to act in each
context, albeit somewhat differently from site to site. Those mechanisms are the
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dialectical relationship between agency and structure, power relations, and pro-
cesses of emplacement. We show, drawing on some of our earlier work, how power
relations can be shown to be technologically mediated and constituted in, by and
through, and constitutive of, particular places, as embodied in ‘cultures of place’.

The complex and expansive nature of the social, together with the diversity of
disciplinary and epistemological perspectives that can be brought to bear on it, mean
that any chapter seeking to unpack social context will necessarily leave out as much
as it includes. We have not, for example, addressed participatory approaches (Green
et al., 1995; Israel et al., 2003; Macaulay et al., 1998, 1999) to evaluation, nor
initiatives for the development of reflexive practice (McCormack, Manley, Kitson,
Titchen, & Harvey, 1999; Schon, 1991), although we consider both highly relevant
to this discussion. Nevertheless, we believe that the way we have brought together
critical realism with an understanding of the overlapping levels of context implicated
in health promotion practice has the potential to contribute to the field.
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Chapter 18
Conclusion

David V. McQueen and Louise Potvin

In this book we have first and foremost attempted to demonstrate and illustrate that
health promotion poses unique problems for evaluation and that health promotion
evaluators have acquired a great deal of maturity in dealing with the challenges of
health promotion evaluation. Founded on an explicit set of humanist values, health
promotion cannot be evaluated in ignorance of those values without undermining its
potential to produce the desired effects. The contributors we solicited have convinc-
ingly demonstrated that it is possible to take health promotion values into account
when designing and implementing evaluation research projects. Furthermore, the
reflexive exercise that we asked them to perform, and report on, about their eval-
uation practice proved to be quite challenging. Indeed, beyond the application of
methods to collect, analyze and report on data, authors have shown that conducting
health promotion evaluation requires an in-depth knowledge of methods in order to
operate the adaptations made necessary by the nature of the interventions evaluated.
At the end of our project three issues seem worth exploring further—the richness
of health promotion practice across the Americas, the omnipresence of preoccupa-
tion with participation in health promotion evaluation, and the emerging theme of
equity.

Health Promotion Practice Across the Americas

At the outset of producing this book we sought to explore and understand, by both
analysis and example, the unique character of health promotion evaluation in the
Americas. We had two major assumptions: first, that health promotion in the Amer-
icas differed in many ways from that practiced on other continents and second, that
there would be significant difference in the practice and evaluation of health promo-
tion between the Anglophone North America and the non-Anglophone Americas.
These assumptions were based on the premise that health promotion and health
promotion evaluation are ultimately context-based practices.

D.V. McQueen
CDC, Atlanta, Georgia

L. Potvin, D. McQueen (eds.), Health Promotion Evaluation Practices in the Americas,
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We were also cognizant from our experience in the Americas that the academic
influences in the region were varied. In the United States there was a strong and
well-developed health education base to health promotion. This base emphasized
evaluation methods arising from social psychology and behavioral sciences; it also
heavily emphasized experimental and quasi-experimental designs in evaluation. The
literature that is most often cited originates from the United States with little import
from other scientific traditions. Indeed, the U.S. literature is rich in evaluations of
health promotion projects that aim at testing hypotheses originating from academia.
In the United States, Schools of Public Health and more than 30 CDC funded
academically-based Prevention Centers have an established tradition to carry out
public health research and programs that are otherwise mostly unavailable through
public organizations.

Because of the leading role and early involvement of Canadian scholars and
civil servants in the development of the Ottawa Charter, Canadian-based health
promotion had been much more influenced by concepts and principles stemming
from the European continent. Several Canadian scholars and practitioners became
early leaders and worldwide advocates of the Healthy City program and network
(see for example Hancock, 1993; Hancock & Duhl, 1986). Original attempts at
evaluating these projects raised many issues about the appropriateness and feasi-
bility of the experimentalist tradition. Given the complexity and diversity of the
social processes that needed to be implemented in the pursuit of healthy city objec-
tives, it was felt that evaluation should answer questions related to how those
projects were working and not be confined solely to attempting to isolate impact
(O’Neill, 1993). Also, evaluation research budgets in Canada were never com-
parable with those available through U.S. research funding agencies. Canadian
researchers who wanted to develop a knowledge base about health promotion inter-
vention had to rely heavily on partnerships with public health organizations and
negotiate with them how evaluation would improve their program. The Canadian
Health Initiative provides an interesting example on how such model was imple-
mented (Stachenko, 2001). In addition, the francophone part of Canada developed
partnerships and projects with other francophone countries creating networks and
health promotion practices that meet the specific circumstances of those popula-
tions. The “Reseau francophone international pour la promotion de la santé” is
an example of such intiatives (http://www.refips.org/accueil.php). The absence of
language barriers also facilitated access to the French literature not only related
to health but also to social scientists such as Michel Foucault, Pierre Bourdieu or
Bruno Latour whose impact on Western current conceptions of society and science
has been significant.

Further south, in the Spanish and Portuguese speaking areas, very different liter-
atures were influencing health promotion practice. Notably among these literatures
were the educational theories of Paulo Freire in Brazil, and the long tradition of
using critical theory (among which Marxism) to develop the social dimension in
social epidemiology. This literature emphasized knowledge as a social construct
and the resulting approaches to assessing interactions stemmed from a different
epistemology from that commonly used in North America.
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Contributors to this book borrowed heavily from all those literatures as can be
observed by examining reference lists at the end of each chapter. Methods devel-
oped by South American colleagues such as Program Systematization (Westphal &
Fernandez, 2008) had never been referenced in the Anglo-Saxon health promotion
evaluation literature until now. Also, the sociology of translation developed by the
French anthropologist of science Bruno relevant Latour (2001) proved to provide
a powerful and theoretically framework for problematizing and understanding the
use of evaluation research results. Thus it is not surprising that the chapters in this
book illustrate a much broader perspective on evaluation in health promotion than
is generally observed in the limited Anglophone literature. We have in fact several
“literatures” on evaluation. We hope that this incursion into those rich literatures
will trigger the curiosity of health promotion practitioners and evaluators and lead to
much more frequent and systematic imports of those ideas to highlight and debunk
health promotion evaluation dilemmas.

Distinguishing Community-Based Participatory Research
from Evaluation Based on Participation

The contrast between the various literatures mobilized by health promotion evalua-
tors across the Americas raises challenging questions for many of the fundamental
concepts in present day health promotion research and evaluation. One of the key
tenants of contemporary health promotion is the idea of participation. This is seen
in the large literature on so-called participatory research. It is not the point to review
this literature here, but, in summary, a fundamental ethos of health promotion is par-
ticipation (Potvin, 2007) and this ethos is tied to another guiding principle of action.
Fundamentally, in participatory action research (PAR), the idea is that, a group or
community in which research is occurring is an active participant in the research
process itself. By extension, evaluation research which is participatory must involve
the group or community that is being evaluated. This assertion implies that, much
of the health promotion evaluation traditionally practiced in North America violates
the emerged epistemological basis of health promotion. This is particularly the case
because the general experimental approach used requires that there be an objective
distance between the evaluator and the group being evaluated. As the underlying
epistemology moves from a basis in logical positivism to one involving reflective
theory, the meaning of the evaluation experience, and its practice, changes drasti-
cally (McQueen, 2007). In brief, PAR is an ill fit to the epistemology stemming
from logical positivism, but a better fit to alternative epistemologies. Perhaps this
is why the level of comfort for the health promotion practitioner increases as they
move away from the standard practice of evaluation based in logical positivism.

While the participatory action-based health promotion practitioners may become
more comfortable as they move to an alternative epistemology such as that presented
by Freire (1967), the world of public health research outside of health promotion
is discomforted. Because most in health promotion work within a setting where



322 D.V. McQueen, L. Potvin

evaluation is largely based on experimental method and a more traditional Western-
based positivist approach, there is the tendency to retreat to the comfort of models
that are understood by those providing the resources for evaluation.

Funding for evaluation is not a minor point. Earlier, the editors of the book Eval-
uation in Health Promotion (Rootman et al., 2001), following a careful discussion
and extensive review of the state of evaluation in health promotion, in a report of
the WHO European Working Group on Health Promotion Evaluation, supported
by WHO(EURO), Health Canada and CDC, called explicitly for 10% of resources
devoted to health promotion research and intervention to be set aside for evaluation
(WHO European Working Group on Health Promotion Evaluation, 1999). Without
specifying the type and character of evaluation it was recognized that evaluation
was rarely a part of health promotion practice and would be unlikely to become
such without it being specifically mandated by funding agencies. The exact words
were: “Analysis of previous experience supports the Working Group’s view that the
allocation of 10% of total programme resources is a reasonable standard to ensure
the development and implementation of appropriate evaluations in health promo-
tion. This does not, however, preclude the allocation of additional resources when
necessary”(WHO European Working Group on Health Promotion Evaluation, 1999,
p. 10). Almost ten years since this call, the provision of resources for evaluation has
rarely reached this level and funding remains a problem and a challenge. In partic-
ular this is a problem for those in the South American context where resources for
evaluation are very scarce and one reason why this book presented such a formidable
challenge to the authors.

However, there is another critical component of PAR in the Americas. The
question arises: “Is the evaluation component inherent in PAR an American phe-
nomenon?” More particularly is it a phenomenon that basically arises from the
American epistemology in the South? Certainly the evaluation of PAR, as noted
and illustrated in several chapters in this book (see for example Allard, Bilodeau, &
Gendron, 2008; MacDonald & Mullet, 2008), cannot mesh easily with a traditional
epistemology based in logical positivism. There is no well-defined and ontologi-
cally clear object of evaluation; there is no tight experimental design; knowledge is
contextual. It is clear that the weak theoretical base for health promotion has needed
re-examination (McQueen et al., 2007).

Equity and Evaluation

Participation is not the only shibboleth characterizing modern health promotion
practice. Equity as a concept is fundamental. The argument is simply that the pur-
suit of health promotion must be the engagement of research, projects and actions
that at a minimum do not reduce equity in a population and in best practice will
increase equity. If evaluation is an integral component of health promotion practice
it follows, ipso facto, that evaluation must also not disturb the equity balance in a
negative way. For example, the finding of an evaluation that such and such a practice
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is not supported by sufficient evidence to support further funding of such practice
may lead to withdrawal of resources from an intervention that is maintaining or
increasing equity in a population although there is no evidence that the direct object
of evaluation was improved. The methodology based in a positivistic epistemology
could easily lead to this outcome.

Also disturbing is the dearth of evaluation research conducted and reported on
with values of equity at the forefront. Evaluating equity in health promotion is com-
plex and technical (Giacomini & Hurley, 2008; Potvin, Mantoura, & Ridde, 2007).
It requires both a series of valid indicators to quantify inequalities and a normative
basis to qualify the degree of fairness of observed inequalities. Unfortunately there is
very little public discussion about what would represent a fair distribution of health
and its determinants across the various social strata that form a society. This lack of
public discourse would leave the evaluator interested in developing equity evalua-
tions in some sort of vacuum. Maybe leading this public debate in a way that would
lead to more clarity about what is acceptable or not in terms of health disparities is
one task that health promotion practitioners and thinkers should undertake. Potvin
et al. (2007) have already underlined that equity has remained a rhetoric in official
documents with very little translation into action.

Finally the technical difficulties of evaluating health promotion in terms of equity
are also a significant barrier. Technically, evaluating equity requires very large sam-
ples in order to estimate the interaction terms with sufficient statistical power. Such
samples are not often available or possible given the general lack of funding for
health promotion evaluation.

What Do We Have to Tell the Health Promotion
and Evaluation Communities?

Based on the chapters in this book, what recommendations do we have for those
in health promotion practice and for those concerned with the evaluation of that
practice? When we asked contributors to this book to reflect on their experience as
health promotion evaluators, many encountered a difficulty in the lack of relevant
tools available to describe and critically appraise evaluation practice. The diversity
of strategies used by our colleagues range from meta-evaluation (Hartz, Goldberg,
Figueiro, & Potvin, 2008), to systematic case-studies (MacDonald & Mullet, 2008),
to the presentation of practical tools that supported their practice (Allard et al., 2008)
to a more anecdotal report of their practical strategies to illustrate difficulties. There-
fore, it seems to us that one message for the overall evaluation community that
stems from our project is that outside of realm of the scientific method, evaluators
have very few tools to guide them to evaluate the quality of their practice. Indeed,
there exist evaluation quality assessment criteria but these are usually designed to
be applied when conducting meta evaluation (Stuffflebeam, 2001), and there is very
little methodological guidance when it comes to using those criteria on specific
projects. In addition, as illustrated by Hartz et al. (2008), many of those criteria
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are difficult to apply to health promotion and in order to appraise health promotion
evaluations one needs also to design more specific criteria.

Another message that this project conveys to the broader evaluation community
is that there is a lively and very active community of evaluators in the field of health
promotion. These evaluators work from the north to the south of the American con-
tinents and the range of interventions that are subject to evaluation is broad and
encompassing. Taken together, the practices that are discussed in this book testify
to the dynamism of the field. Health promotion evaluators are aware of facing very
specific difficulties in their work and they make significant efforts to develop and
implement innovative practices. We believe that those practices are a testimony that
it is possible to produce rigorous and useful knowledge while taking into account the
values and principles promoted in a field of intervention such as health promotion.
We hope that the examples developed in this book will be inspirational for evalu-
ators in other fields who are also struggling with the issue of conducting relevant
evaluations for social change programs that explicitly promote humanist values.

Finally, we believe that addressing head on the challenges that health promo-
tion, because of its nature, represents for evaluation is also relevant for many other
domains of evaluation. Health promotion is not the only intervention domain in
which programs are often chaotic and messy, and in which the knowledge base calls
for intersectoral work and partnership. In fact, the more open the system in which
various types of programs are operating, and the more explicitly value-oriented they
are, the more likely they are to present evaluation challenges that are akin to those
posed by health promotion and discussed in this book. We do not pretend to have
provided the final answer on how to conceive of the evaluation practice in order to
better meet those challenges. We believe however, that in the continuity of the work
of evaluators such as Schwandt (2005), Mark, Henry, and Julnes (2000), or Paw-
son and Tilley (1997), our mapping of those challenges and the possible directions
in which one can look for guidance is further broadening the debate in a relevant
manner.

Finally, we think that our project is important for the health promotion commu-
nity. In view of the various projects conducted by a diversity of organizations to
evaluate health promotion, the practitioners in the field might be under the impres-
sion that science, with its striving for rigor and pretension of objectivity represents a
threat to what they want to achieve in the field. We hope that this project has opened
up a window of opportunity for an increased dialog between researchers and practi-
tioners. We believe that this book is an empirical demonstration that some scientists
and evaluators made genuine efforts in order to develop an evaluation practice that
aims at increasing the relevance of the knowledge produced by evaluation for their
practice, because that knowledge is produced with the intervention principles and
values in mind and in conditions that would not automatically undermine those
values and principles.

There is still a long way to go for that dialog to be really fruitful. Our own prac-
tices as scientists have often promoted a greater divide between the messy world of
politics, actions and interventions and the pure world of ideas, scientific rigor and
theoretical elegance (Latour, 2005). And even when attempts are made to create
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that dialog, it seems that, as Latour (2001) tells us, the hierarchical conception of
knowledge in which we operate often leads to situations in which scientists sys-
tematically undermine the arguments brought forward from a different perspective.
There is a need for many more books similar to this one that would give practition-
ers an opportunity to discuss and expose their own perspectives and answers to the
dilemmas associated with increasing the relevance of health promotion evaluation
in the pursuit of the health promotion vision and project.
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Freire, P. (1967). Educação como prática de liberdade Rio de Janeiro: Jorge Zahar.
Giacomini, M., & Hurley, J. (2008). Issues in evaluating equity. In L. Potvin & D. V. McQueen

(Eds.), Health promotion evaluation practices in the Americas: Values and research. New York:
Springer.

Hancock, T. (1993). The Healthy City from concept to application. Implications for research. In J.
K. Davies & M. P. Kelly (Eds.), Healthy Cities. Research & Practice (pp. 14–24). London UK:
Routledge.

Hancock, T., & Duhl, L. (1986). (WHO Healthy Cities Paper 1). Healthy Cities: Promoting health
in the urban context. Copenhagen: FADL.

Hartz, Z., Goldberg, C., Figueiro, A. C., & Potvin, L. (2008). Multistrategy in the evaluation
of health promotion community interventions: An indicator of quality. In L. Potvin & D. V.
McQueen (eds.), Health promotion evaluation practices in the Americas: Values and research.
New York: Springer.

Latour, B. (2001). L’espoir de Pandore. Pour une vision réaliste de l’activité scientifique. Paris: La
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