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Face à la diversité des pratiques de l’évaluation participative, il 
n’est pas toujours facile de s’y retrouver, que ce soit pour l’ensei-
gner ou la mettre en œuvre. Aussi, l’objectif de cet article est une 
première tentative de vérifi cation de la validité du cadre d’ana-
lyse proposé par Weaver et Cousins (2005) afi n de caractériser 
les trois formes d’évaluation participative (pluraliste, pratique, 
émancipatrice). L’application de ce cadre à trois études de cas 
permet de proposer deux suggestions afi n d’en améliorer sa vali-
dité (détailler les valeurs de l’échelle et réfl échir à la pertinence 
de la place de la forme pluraliste) et une proposition de recherche 
(vérifi er les effets de l’évaluation émancipatrice).

Due to the diversity of practices in participatory evaluation, it 
is not always easy to teach or practice this evaluation approach. 
This article aims to provide a preliminary attempt to validate 
the Weaver and Cousins (2005) framework in order to character-
ize three forms of participatory evaluation (stakeholder-based, 
practical, empowerment). The application of this framework to 
three case studies resulted in two recommendations to enhance 
the framework validity (detailing the values of the scale and 
refl ecting on the relevance of stakeholder-based evaluation) and 
one research proposal recommendation (verifying the impact of 
empowerment evaluation).

Depuis fort longtemps, les experts et les universitaires 
s’ingénient à créer des catégories, à organiser le monde en groupes 
homogènes autour de frontières particulières. Mais pour que ces 
typologies soient utiles dans une perspective heuristique, encore 
faut-il qu’elles répondent à une triple exigence. D’abord, elles doivent 
permettre une synthèse appropriée réalisée à partir d’une myriade 
de caractéristiques. Ensuite, elles nécessitent d’être ancrées dans des 
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données et expériences empiriques claires (Meyer, Tsui, & Hinings, 
1993). Enfi n, elles ne doivent pas être perçues comme fi gées, elles 
peuvent évoluer, et si leurs caractéristiques sont a priori accentuées, 
ce n’est que pour forcer le trait nécessaire à la création wébérienne 
de l’idéal-type en mettant ainsi en évidence les éléments les plus 
fondamentaux pour « défi nir un type extrême par rapport auquel on 
peut hiérarchiser les différents cas concrets rencontrés » (Mucchielli, 
2004, p. 92). 

Ce besoin de création de typologies n’a évidemment pas fait défaut au 
champ de l’évaluation de programme. Patton a signalé dans son « eva-
luation alphabet soup » (p. 198) une centaine de types d’évaluation 
(Patton, 1987), qu’il a réduit plus tard à 58 (Patton, 1997). Stuffl ebeam 
(2001) suggère, quant à lui, de regrouper 22 types. Récemment, Alkin 
(2004) a proposé de retracer les racines des approches évaluatives. 
Le terme d’approche dans le présent article correspond à la manière 
dont le processus évaluatif se déroule, dont l’évaluateur et les parties 
prenantes au programme interagissent. L’usage du terme « type » 
d’évaluation est plutôt réservé aux objets ou critères de l’évaluation, 
soit l’effi cacité, la pertinence, et ainsi de suite (Ridde, 2004a). Aussi, 
tel que le comprendrait parfaitement Bourdieu (2001), il n’y a rien de 
surprenant qu’un champ pluridisciplinaire aussi vaste que celui de 
l’évaluation de programme ne dispose pas de défi nition consensuelle 
de la majeure partie de ses concepts.

Les défi s qu’engendre le besoin de proposer une défi nition de l’éva-
luation de programme semblent perdurer lorsque l’on souhaite en 
faire de même pour l’évaluation participative. Depuis l’avènement 
de la quatrième génération de l’évaluation de programme au milieu 
des années 1980 (Guba & Lincoln, 1987), agissant comme un premier 
niveau de typologie, force est de reconnaître le caractère labile de son 
contenu. La négociation est au cœur de cette évolution, redéfi nissant 
en profondeur le rôle des évaluateurs, et la multitude d’approches 
évaluatives qui y sont associées n’en facilite pas la compréhension 
(utilization-focused, illuminative, democratic, naturalistic, responsive, 
stakeholder-based, empowerment, collaborative, pluralist). Chaque 
auteur apporte sa pierre à l’édifi ce au risque que ce dernier ne s’écrou-
le un jour. Aussi, face à cette diversité de propos, de catégories, de 
typologies, et d’approches, il nous est apparu important de participer 
à l’entreprise de clarifi cation des pratiques participatives en matière 
d’évaluation par l’intermédiaire de la validation du cadre d’analyse 
proposé par Cousins et ses collègues (Cousins & Whitmore, 1998; Wea-
ver & Cousins, 2005). L’objectif de cet article est donc une tentative 
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de vérifi cation de la validité d’un tel cadre, compris comme un modèle 
utile pour caractériser les diverses formes de pratiques, à l’aide de 
son application à trois exemples d’évaluations participatives. 

CADRE CONCEPTUEL DE L’ÉVALUATION PARTICIPATIVE

D’emblée, il nous faut dire que l’évaluation participative n’est pas 
une pratique nouvelle qui aurait attendu d’être insérée au sein de 
la quatrième génération pour exister. Dans les années 1940, on évo-
quait déjà, sans la nommer, une telle approche (Weiss, 1998). Dans 
le monde du développement international, tant les organisations non 
gouvernementales (ONG) que les bailleurs de fonds appliquent ce type 
d’approche depuis fort longtemps, selon des formes évidemment très 
variées (Cracknell, 1996; Estralla, 2004; Scrimshaw & Gleason, 1992). 
Il est vrai que l’un des fondements de cette dernière, celui mettant 
l’accent sur la participation active et non fi ctive des acteurs sociaux 
ainsi que sur le renforcement de leurs capacités et de leur pouvoir 
d’agir (traduction d’empowerment, Le Bossé, 2003), s’approche de la 
notion de conscientisation chère à Freire, qui sous-tend la plupart des 
interventions de ces organisations. Ces préoccupations particulière-
ment présentes dans ce type d’organisation, dont il sera question dans 
les trois exemples offerts dans cet article, seraient un facteur facilitant 
l’utilisation du modèle d’ « empowerment evaluation » (Smith, 1998). 
On a vu également poindre dans les années 80 le développement 
d’approches participatives et rapides, « rapid assessment procedures » 
(Scrimshaw & Gleason, 1992), empruntant beaucoup à l’anthropologie 
et aux méthodes qualitatives. Les critiques à l’égard de ces approches 
ne manquent pas (Lavigne Delville, Sellamna, & Mathieu, 2000). 
Mais, si ces acteurs du développement international emploient l’ap-
proche participative depuis des lustres, ils ne font pas moins face à 
cette même diffi culté de caractériser leurs pratiques. Des experts de 
l’évaluation participative provenant du monde entier en sont arrivés 
à la conclusion suivante : « la grande confusion qui entoure le suivi et 
l’évaluation participatifs et les interprétations contradictoires dont il 
fait l’objet, le concept n’étant pas compris de la même façon par tout 
le monde » (Estralla, 2004, p. 288). 

Par conséquent, il n’existe pas de défi nition simple et universellement 
reconnue de l’évaluation participative. Nous avons proposé, dans 
un autre article, que l’évaluation de programme soit un processus 
permettant de porter un jugement sur de multiples objets, et leurs 
relations, d’un programme selon une démarche critique à l’aide d’une 
collecte systématique de données en vue de prendre des décisions 
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(Ridde, 2004a). L’évaluation participative, quant à elle, consiste en la 
mise en œuvre de ce processus évaluatif selon une démarche de par-
tenariat entre des évaluateurs et des personnes qui sont concernées 
par l’évaluation mais qui ne sont pas des évaluateurs. Cousins (2004) 
propose de qualifi er ces derniers de « non evaluator stakeholders » (p. 
321). Avoir recours à une telle approche peut se justifi er au regard 
de trois raisons particulières : pragmatique (accroître les chances de 
réussite du processus et de l’utilisation des résultats), politique (dans 
un souci démocratique, de participation citoyenne et d’émancipation), 
et épistémologique (il n’existe pas de réalité unique, la pluralité des 
points de vue est essentielle à la construction d’un argument) (Weaver 
& Cousins, 2005).

Patton (1997) a proposé de défi nir l’évaluation participative à partir 
de neuf principes, qui nous ont été utiles pour analyser un processus 
évaluatif en Afghanistan (Ridde, 2003). Cependant ces principes per-
mettent uniquement, à l’aide de l’étude du contenu, du processus, et 
des fi nalités de l’évaluation, de vérifi er qu’on est en présence d’une 
approche participative. Certains auteurs ont également déjà proposé 
des instruments de mesure du niveau de participation (Arnstein, 
1969; Naylor, Wharf-Higgins, Blair, Grenn, & O’Connor, 2002; Rifkin, 
Muller, & Bichmann, 1988). Un outil vient d’être proposé pour esti-
mer les diffi cultés, au regard de cinq variables, d’user d’une approche 
d’empowerment dans des interventions (Bernier, Arteau, & Papin, 
2005). Mais ces quelques propositions ne sont pas véritablement 
utiles pour distinguer la forme particulière que prend l’évaluation 
participative entreprise, puisque nous avons dit que ces dernières 
étaient très hétérogènes. Voilà pourquoi, Cousins et ses collègues ont 
proposé pour la première fois en 1998 (Cousins & Whitmore, 1998), 
puis peaufi né en 2005 (Weaver & Cousins, 2005), un cadre d’analyse 
qui différencie les formes d’évaluation participative (à l’origine plus 
largement les formes de « collaborative inquiry »). Nous ne revenons 
pas ici sur l’évolution de ce modèle que le lecteur trouvera dans les 
articles cités. Retenons dans le cadre du présent article qu’il décrit 
trois approches différentes en fonction de cinq dimensions caractéri-
sant les démarches d’évaluation participative. Les cinq dimensions 
sont défi nies dans le Tableau 1. Usant d’une échelle de type Likert, 
il est ainsi possible d’établir pour chacune de ces dimensions, une 
estimation de la situation empirique étudiée sur un continuum allant 
de 1 à 5. Les deux extrêmes des dimensions trois et quatre ont été mo-
difi és de l’original pour plus de cohérence entre les cinq dimensions.1 
Cette légère modifi cation permet ainsi de véritablement différencier 
les pratiques, les extrêmes des cinq dimensions allant dans le même 
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sens d’un processus apparemment profondément participatif d’un 
autre beaucoup moins. 

Tableau 1
Échelle des valeurs des cinq dimensions du processus de l’évaluation participative

   ÉCHELLE
 Dimensions du processus Questionnement   5   1

1 Contrôle des décisions  Comment la répartition des décisions  Parties  Évaluateur
 techniques techniques liées au processus  prenantes
  évaluatif est-elle effectuée?

2 Diversité des parties prenantes  Quelle est la diversité des participants  Variée Limitée
 participantes permettant d’accroître la pluralité des 
  perspectives?

3 Relation de pouvoir entre les  Quelle est la nature des relations de  Neutre Confl ictuelle
 parties prenantes participantes pouvoir entre les participants? 

4 Fluidité de la mise en œuvre  Comment est caractérisée  Fluide Rigide
 de l’évaluation l’administration du processus 
  évaluatif? 

5 Profondeur de la participation Quelle a été la profondeur de  Profonde Consultation
  participation des non évaluateurs 
  dans le processus?

L’application de ces cinq dimensions aux différentes pratiques de 
l’évaluation participative permet à Weaver et Cousins (2005) d’évo-
quer l’existence de trois formes d’évaluation participative.

• La première approche de l’évaluation participative est qua-
lifi ée de pluraliste, à défaut d’une meilleure traduction du 
terme « stakeholder-based evaluation » (Weiss, 1998). Cette 
manière de faire est conseillée lorsque l’on soupçonne l’exis-
tence de certains confl its de valeurs entre les différentes 
parties prenantes du programme. L’évaluateur, tout en ayant 
un grand contrôle sur le processus, doit s’assurer de compren-
dre et de prendre en compte l’ensemble des éléments liés au 
programme en ayant recours à une pluralité de perspectives 
et de points de vues afi n de conserver une « responsive dis-
position » (Stake, 2004, p. 30) à l’égard du contexte.

• La deuxième est l’évaluation participative de type pratique. 
Sa mise en œuvre vise essentiellement la résolution de pro-
blèmes particuliers, l’amélioration de programmes mis en 
œuvre, et la prise de décision organisationnelle. L’évaluation 
est réalisée dans le cadre d’un partenariat égalitaire entre 
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l’évaluateur et les parties prenantes, ces dernières étant 
essentiellement les personnes devant prendre les décisions. 
Les relations de pouvoir entre les acteurs sont relativement 
neutres, et les participants interviennent de manière inten-
sive au cours du processus.

• La troisième forme est celle de l’évaluation émancipatrice, 
qui cherche à faire en sorte que le processus évaluatif favo-
rise l’accroissement du pouvoir d’agir (empowerment) des 
parties prenantes, dans une perspective de justice sociale. 
L’empowerment s’entend ici selon sa défi nition individuelle 
et non communautaire ou organisationnelle (Ninacs, 2002), 
puisque l’accompagnement dans l’évaluation s’organise es-
sentiellement à l’intention des « non-evaluators ». Cette préci-
sion permet de répondre aux critiques formulées à l’encontre 
des tenants de l’« empowerment evaluation », car il ne serait 
jamais clairement indiqué « who is really empowered » (Scri-
ven, 1997, p. 168).

Weiss a également proposé l’existence d’un continuum de trois formes 
d’évaluation participative, soit « stakeholder evaluation », « collabora-
tive evaluation », et « empowerment evaluation » (Weiss, 1998, p. 99). 
Mis à part le fait qu’elle précise que « all three are on the participative 
side of the scale opposed to the evaluator-in-charge role that tended 
to prevail » (p. 99), elle n’est pas allée plus loin dans l’expression des 
dimensions et des échelles de mesures utiles pour la différenciation. 
Aussi, revenant aux cinq dimensions, il est maintenant possible d’in-
férer en fonction du schéma proposé par Weaver et Cousins (2005) 
que ces trois formes se distinguent par les cotes suivantes, servant 
ainsi d’étalon (benchmark) (Tableau 2).

Tableau 2
Proposition de cotes des dimensions du processus selon les formes d’évaluation 
participative

   Formes du processus
 Dimensions du processus Pluraliste Pratique Emancipatrice

1 Contrôle des décisions techniques 1 3 3

2 Diversité des parties prenantes participantes 4 3 5

3 Relation de pouvoir entre les parties prenantes  2 3 2
 participantes

4 Fluidité de la mise en œuvre de l’évaluation 4 3 2

5 Profondeur de la participation 2 5 4
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Le cadre conceptuel de Weaver et Cousins (2005) est évidemment com-
pris comme un modèle, autrement dit une « représentation simplifi ée 
d’un type de phénomène particulier en vue d’en faciliter la compréhen-
sion… il s’agit d’une réduction de l’objet d’étude à ses caractéristiques 
les plus signifi catives » (Mucchielli, 2004, p. 131). Pour nous assurer 
que le modèle permet véritablement « de distinguer sans disjoindre » 
suggère Edgar Morin (2005, p. 23) et de rendre intelligible la manière 
dont on procède dans les différentes formes d’évaluation participative, 
il faut s’assurer de sa validité. Pour cela, nous allons appliquer la 
version préliminaire du modèle à plusieurs cas. En effet, mis à part 
une timide tentative dans ce sens d’un universitaire relevant de la 
même faculté que les concepteurs du modèle (Maclure, 2006), seuls 
le créateur et ses collaborateurs ont aujourd’hui appliqué le cadre 
d’analyse (Cousins, 2005; Weaver & Cousins, 2005). 

TROIS EXEMPLES DE PROCESSUS D’ÉVALUATION PARTICIPATIVE

Les trois exemples d’évaluation participative que nous allons décrire 
dans la suite de l’article, puis analyser au regard de ce modèle, sont 
tirés de notre propre pratique évaluative. Nous les avons sélectionnés 
car ils paraissent, a priori, répondre à ces trois formes de l’évaluation 
participative. Ces illustrations sont très différentes en ce qui con-
cerne le contexte socioéconomique et le type d’évaluation, mais elles 
concernent toutes les trois des organisations non gouvernementales 
dans le domaine de la santé et des services sociaux. Nous résumons 
les caractéristiques de ces évaluations dans le Tableau 3 et précisons 
le contexte dans les lignes suivantes. Les deux premières évaluations, 
comme cela est habituellement le cas en développement internatio-
nal, sont de courte durée, mais pas incompatible avec une approche 
participative, allons-nous voir.

En Haïti, il s’agit de l’évaluation d’un programme d’une ONG pour la 
prise en charge de la malnutrition aiguë grave à travers une Unité de 
soins nutritionnels. En accord avec les recommandations internatio-
nales et la politique nationale de nutrition, l’ONG a décidé d’accentuer 
ses efforts d’interventions directement auprès des communautés. 
Elle a ainsi transféré cette Unité de soins de ses propres locaux vers 
l’hôpital départemental qui doit maintenant s’en occuper. À la suite 
de ce processus d’implantation de l’Unité, l’ONG organise à partir de 
2003 un processus de pérennisation qu’elle souhaite favorable à la 
pérennité de l’Unité au sein de l’hôpital. Des locaux sont construits 
à l’hôpital, le personnel est formé, des réunions sont organisées, un 
protocole d’accord entre l’ONG et le Ministère est signé, et ainsi de 
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suite. Fin octobre 2004, l’Unité fonctionne au sein de l’hôpital. L’ONG 
souhaite pouvoir se retirer de l’Unité entre 2005 et 2007. C’est dans 
ce contexte qu’elle décide d’effectuer une première évaluation qui vise 
à l’aider à porter un jugement sur le degré de pérennité de l’Unité en 
janvier 2005 et sur le processus de pérennisation démarré en 2003 
afi n de mieux préparer ce retrait envisagé à moyen terme.

En Afghanistan, il s’agit de l’évaluation d’un programme mis en 
œuvre par une ONG oeuvrant dans le pays depuis deux décennies et 
contribuant maintenant à sa reconstruction. Le programme évalué 
se déroule dans l’Est pour une durée de deux ans, avec la présence 
d’une quinzaine d’expatriés et de plus de 300 nationaux. Il s’agit de 
faire fonctionner trois hôpitaux régionaux et plusieurs dispensaires 
et de développer un réseau d’accoucheuses traditionnelles. Un sys-
tème d’approvisionnement en médicaments est mis en oeuvre. Des 
comités de santé villageois sont organisés. L’ONG décide d’effectuer 
une évaluation à la fi n du programme afi n de prendre en compte les 
éventuelles recommandations dans une nouvelle proposition qu’elle 
doit envoyer à son bailleur de fonds. Il nous est proposé de nous confi er 
ce mandat, puisque nous avons travaillé, en tant que responsable de 
projets et évaluateur à plusieurs reprises en Afghanistan depuis 1996. 
Après un processus itératif durant deux mois entre les responsables 
de l’ONG et l’évaluateur, il est décidé de réaliser une évaluation des 
processus. 

Au Québec, le projet dont il est question est mis en œuvre et piloté par 
un organisme communautaire dont la mission est de favoriser l’inté-
gration sociale, scolaire, professionnelle, et économique des jeunes. 
Le projet consiste, à l’aide de plusieurs travailleurs de rue, à assurer 
une présence préventive continue dans les milieux naturels des jeu-
nes de 12 à 25 ans. Le travail de rue s’organise dans ce projet selon 
une approche visant à favoriser la prise de pouvoir par les jeunes, 
l’autonomie et l’accompagnement étant des concepts centraux de cette 
approche. À propos du processus, il faut signifi er que l’intervention est 
globale. Les jeunes ne sont pas « découpés » selon une problématique 
(suicide, toxicomanie, etc.) et les travailleurs cherchent à répondre 
aux besoins exprimés dans leur globalité. Santé Canada, en tant que 
fi nanceur d’une partie de ce projet, demande à l’organisme de consa-
crer 10 % du budget à l’évaluation et suggère d’employer une approche 
participative. Il faut reconnaître que les évaluations des projets de 
travail de rue au Québec sont rares. Dans le cas présent, l’objectif de 
l’évaluation est de mesurer le degré d’atteinte des effets visés à court 
terme, c’est-à-dire de porter un jugement sur l’effi cacité.
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C’est donc à travers ces trois évaluations rapidement décrites dans 
le Tableau 3 que nous étudions les dimensions du processus retenues 
pour différencier les trois formes d’évaluation participative. Pour 
chacune de ces dimensions, l’analyse réfl exive que nous entreprenons 
nous permet d’attribuer une cote, à l’aide de notre propre analyse des 
processus, qui pourra nourrir la discussion qui suivra.

Une évaluation en Haïti 

Contrôle des décisions techniques (cote = 1) : Si le problème de la 
pérennité du transfert de l’unité de récupération nutritionnelle des 
bureaux de l’ONG vers l’hôpital départemental avait été évoqué dans 
le mandat de l’évaluateur externe, ce type d’évaluation était trop 
nouveau pour que les participants contrôlent l’ensemble des décisions 
techniques. Aussi, le cadre conceptuel adopté pour évaluer le proces-
sus de pérennisation et le degré de pérennité a induit un contrôle des 
décisions techniques qui est resté entre les mains de l’évaluateur.

Diversité des parties prenantes participantes (cote = 2) : Pour attein-
dre les objectifs de cette évaluation, l’évaluateur a dû s’assurer de 
disposer d’une pluralité de points de vue et interroger de multiples 
acteurs, ayant diverses professions et oeuvrant pour le compte soit de 
l’ONG, soit de l’hôpital. Mais, si les personnes interviewées étaient 
variées, la diversité de celles participant à l’évaluation était aussi 
faible qu’était réduite la profondeur de leur implication, ce que nous 
analysons ci-dessous.

Relation de pouvoir entre les parties prenantes participantes (cote = 2) : 
La nature particulière de ce projet et de son évaluation impliquait des 
relations relativement confl ictuelles entre les parties prenantes du 
projet. En effet, le transfert de l’unité de récupération nutritionnelle 
a posé de nombreux problèmes liés à son intégration dans un hôpital 
à un moment que le processus évaluatif a jugé inopportun. Cepen-
dant, cette relation confl ictuelle ne concernait pas les participants à 
l’évaluation puisque nous avons déjà dit que le degré de participation 
était relativement faible. 

Fluidité de la mise en œuvre de l’évaluation (cote = 4) : L’organisation 
de l’évaluation a été très souple et, malgré la courte durée consacrée 
au processus, il n’y a pas eu de diffi cultés particulières. Il faut cepen-
dant signaler le peu de motivation parfois rencontrée chez certaines 
personnes devant répondre à des questions associées à des confl its 
qu’elles avaient vécus. 
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Profondeur de la participation (cote = 2) : Les acteurs concernés par 
l’évaluation et le projet n’ont pas été que consultés par l’évaluateur. 
Certes, la profondeur de leur participation est restée faible, mais ils 
ont eu l’occasion de décider de la manière dont devait s’organiser 
l’évaluation et de s’exprimer sur le projet évalué lors des entrevues. 
Ils ont aussi pu donner leur avis sur le processus évaluatif lors d’une 
réunion tenue au début du processus, ainsi que sur les résultats 
préliminaires de l’évaluation à l’occasion d’un atelier organisé à la 
fi n de l’évaluation. Mais la collecte et l’analyse des données ainsi que 
la rédaction du rapport et les suggestions de recommandations sont 
restées sous la responsabilité de l’évaluateur.

Une évaluation en Afghanistan

Contrôle des décisions techniques (cote = 3) : Le contrôle des déci-
sions techniques a été également partagé entre l’évaluateur et les 
parties prenantes. Des discussions ont eu lieu entre le consultant 
et les responsables du projet à Kaboul et Paris, mais c’est sur le 
terrain que les décisions majeures se sont opérées. Pour que ce con-
trôle partagé puisse être possible, il a fallu démarrer le processus 
par l’organisation d’un atelier qui impliquait, durant quatre jours, 
ces deux parties. Ce moment a été mis à profi t pour former les non 
évaluateurs à la pratique et aux défi s de l’évaluation. Le produit 
de cet atelier a été la conception du plan d’évaluation. Toutes ces 
décisions ont été prises collégialement à la suite d’un consensus de 
groupe facilité par l’apprentissage préalable, la mise en pratique 
immédiate des connaissances acquises et les conseils prodigués par 
l’évaluateur. 

Diversité des parties prenantes participantes (cote 3) : Á l’aide des 
responsables du projet, nous avons sélectionné les six personnes 
devant constituer l’équipe d’évaluation. La seule consigne était de 
composer une équipe hétérogène. Il y a eu autant d’hommes que de 
femmes, une seule expatriée, trois médecins, deux sages-femmes et 
un administrateur d’hôpital, tous membres du personnel de l’ONG. 
La diversité était relativement importante sans pour autant être 
parfaite, puisque, pour des raisons pragmatiques liées à l’utilisa-
tion des résultats, il n’a pas été décidé d’intégrer dans l’équipe des 
membres issus de la population locale ou de l’administration encore 
embryonnaire à l’époque.

Relation de pouvoir entre les parties prenantes participantes (cote = 
4) : Les relations de pouvoir entre les acteurs du processus étaient 



THE CANADIAN JOURNAL OF PROGRAM EVALUATION12

relativement neutres, car tous étaient membres de l’ONG et particu-
lièrement intéressés à produire des résultats probants. Evidemment, 
la réunion dans une même équipe d’hommes et de femmes, ou de 
médecins et de sages-femmes, implique des relations de pouvoir qui 
ne peuvent être parfaitement neutres. En outre, ces six personnes 
ont, au cours du processus, été réparties en trois équipes de deux pour 
procéder à la collecte de données et l’analyse en fonction des objets 
traités. Cette stratégie a grandement réduit la naissance potentielle 
de confl it, puisque, par exemple, les sages-femmes évaluaient en-
semble la problématique relative à la santé maternelle sans que les 
médecins ne participent. Ces derniers avaient, cependant, l’occasion 
de réagir aux données lors d’un atelier de consensus entre tous les 
membres de l’équipe. 

Fluidité de la mise en œuvre de l’évaluation (cote = 4) : Deux événe-
ments auraient pu infl uer négativement sur la fl uidité de la mise en 
œuvre de l’évaluation, mais cela n’a pas été le cas. Le premier est le 
fait que cette démarche a été entreprise en plein milieu du Ramadan, 
moment de l’année où les musulmans doivent jeûner du lever au cou-
cher du soleil. Le second événement est lié à la guerre au terrorisme et 
à la chasse à Al-Qaïda que menaient les forces spéciales américaines. 
Aussi, en raison d’une alerte militaire, l’expatriée membre de l’équipe 
et le consultant ont dû être évacués en moins de deux heures, deux 
jours avant la fi n de la collecte de données. Cependant, comme pour 
témoigner de l’intérêt que portaient les membres de l’équipe et de la 
pertinence d’une telle approche, ce double événement n’a pu entamer 
la dynamique enclenchée. La venue de la quarantaine de personnes 
de partout dans le pays pour participer à la restitution fi nale n’a pas 
non plus posé de problème particulier.

Profondeur de la participation (cote = 4) : Nonobstant la remarque 
précédente concernant la diversité des participants (i.e., absence 
de la population), ceux qui ont réellement participé l’ont fait d’une 
manière très intense. On n’attribuera pas la cote maximale, car la 
décision de réaliser cette évaluation ainsi que le choix du type d’éva-
luation sont restés entre les mains des responsables. Mais hormis 
cela, les six personnes ont été parties prenantes de l’ensemble des 
activités évaluatives. Ils ont choisi les thèmes, défi ni les questions 
d’évaluation, développé les outils de collecte de données, interrogé les 
gens, étudié les documents et rempli les questionnaires, analysé les 
données, présenté les résultats lors du séminaire fi nal, et, enfi n, ils 
ont contribué à la rédaction du rapport fi nal puisque chaque équipe 
avait en charge la rédaction d’une de ses parties thématiques. 



13LA REVUE CANADIENNE D’ÉVALUATION DE PROGRAMME

Une évaluation au Québec

Contrôle des décisions techniques (cote = 5) : Après deux séances de 
travail ayant servi aux consultants à bien comprendre les besoins 
de l’organisme communautaire et le programme mis en œuvre, les 
décisions techniques (choix de l’objet, techniques de collecte, enjeux 
éthiques, etc.) ont été prises par les membres de l’organisme. Il 
a fallu cependant organiser un processus d’explication des enjeux 
méthodologiques pour que ces choix s’opèrent. L’un des travailleurs 
de rue, impliqué dans l’évaluation, ayant préalablement suivi une 
formation à l’évaluation, donnée dans un autre contexte par l’auteur 
du présent article, il a été possible de s’appuyer sur ses connaissances 
pour faciliter les choix techniques. 

Diversité des parties prenantes participantes (cote = 2) : Au cours de 
l’ensemble du processus, seuls les travailleurs de rue membres de l’or-
ganisme ont participé à l’évaluation. Certes, ils y avaient des hommes 
et des femmes, des anciens et des nouveaux, des travailleurs à temps 
plein et d’autres à temps partiel, mais ils avaient tous la même pro-
fession et presque tous la même formation. Puisqu’il s’agissait d’une 
première tentative évaluative et que les enjeux politiques et éthiques 
d’une telle démarche étaient importants, nous avions collégialement 
décidé de restreindre la diversité des parties prenantes. 

Relation de pouvoir entre les parties prenantes participantes (cote = 
5) : Sans pour autant ignorer la présence intrinsèque des relations 
de pouvoir dans toutes relations sociales, le corollaire de la descrip-
tion de la diversité, est qu’il n’existait aucune relation de pouvoir 
confl ictuelle particulière entre les parties prenantes du processus. 
Les participants relevant tous du même organisme et étant collègues 
de travail, la mise en œuvre de l’évaluation ne créait pas de confl its 
spécifi ques et nouveaux. 

Fluidité de la mise en œuvre de l’évaluation (cote = 4) : Les opérations 
de gestion et de logistique du processus ont été très fl uides. D’emblée, 
lorsque nous avons compris que la présence des évaluateurs externes 
dans les lieux d’activités du projet pouvait nuire à la qualité de l’éva-
luation et des données collectées, les participants ont été en mesure de 
s’adapter et de proposer des stratégies innovantes pour contrecarrer 
ces défi s. Ainsi, les entrevues auprès des jeunes ont été réalisées par 
les travailleurs de rue, en s’assurant qu’ils interrogeaient des jeunes 
avec lesquels ils n’avaient pas auparavant discuté et qui vivaient 
dans un autre lieu que celui de leur intervention habituelle. Toutes 
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les réunions et activités de groupes prévues pour discuter des ana-
lyses et des résultats de l’évaluation ont été très bien planifi ées et 
organisées. 

Profondeur de la participation (cote = 4) : L’analyse des données qua-
litatives a été entièrement effectuée par les participants. Pour cela, 
lors des séances de travail, ont été rassemblés cinq participants à trois 
reprises. Pour qu’ils soient en mesure de faire l’analyse, une réunion 
de préparation a été prévue, au cours de laquelle un guide d’analyse a 
été distribué et expliqué. Lors de cette réunion, la mise en application 
par les participants des méthodes d’analyse à l’aide des données déjà 
recueillies leur a permis d’intégrer aisément la démarche d’analyse 
proposée par les consultants. Les données associées aux portraits d’in-
tervention ont été analysées par les trois travailleurs de rue engagés 
le plus longuement dans le projet. En ce qui concerne l’analyse des 
données quantitatives, c’est la seule partie de l’évaluation accomplie 
par les consultants. Les résultats produits par cette dernière analyse, 
ainsi que le rapport fi nal de l’évaluation écrit par les consultants, ont 
été validés par les participants à l’évaluation. 

DISCUSSION

Avant de revenir à l’objet principal de cet article, précisons les limites 
de l’exercice que nous venons d’entreprendre.

Les limites de l’étude

D’abord, ces trois cas n’ont servi que d’exemples et d’illustrations. 
Il ne s’agit aucunement d’étude de cas en profondeur, tel que Yin 
(1994) le conseille pour l’étude de modèle conceptuel. Ensuite, la sé-
lection de ces trois cas, représentant a priori les trois formes d’éva-
luation participative, dépendait de notre propre compréhension 
du modèle initial et des processus d’évaluation correspondant aux 
trois exemples. Enfi n, le jugement concernant les cinq éléments a 
été porté par nous-même, évidemment infl uencé par notre connais-
sance des cotes étalons (Tableau 2) bien que nous ayons attribué les 
cotes sans nous y référer. Nous n’avons pas mis en œuvre de procé-
dure inter-juge qui aurait permis d’assurer une plus grande fi abi-
lité de l’analyse (Miles, Huberman, & Bonniol, 2003). Cependant, 
cette dernière a été en partie assurée par le fait que nous ayons 
vécu ces histoires évaluatives, garantie d’une parfaite compréhen-
sion des processus.
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Forces et faiblesses du modèle

Que nous apprend cet exercice d’application du modèle de Cousins et 
ses collègues ? Le Tableau 4 résume les cotes accordées aux dimen-
sions relatives aux trois processus et permet la comparaison avec 
l’étalon de Weaver et Cousins (2005).

Tableau 4
Comparaison des cotes étalons avec celles des processus des trois exemples

 Pluraliste Pratique Émancipatrice
 Dimensions du processus Étalon Haïti Étalon Afgha. Étalon Québec

1 Contrôle des décisions techniques 1 1 3 3 3 5

2 Diversité des parties prenantes  4 2 3 3 5 2
 participantes

3 Relation de pouvoir entre les parties  2 2 3 4 2 5
 prenantes participantes

4 Fluidité de la mise en œuvre de  4 4 3 4 2 4
 l’évaluation

5 Profondeur de la participation 2 2 5 4 4 4

Avant de discuter des forces et des améliorations à apporter à cet 
outil, il faut d’abord prévenir les utilisateurs futurs du modèle qu’ils 
n’auront un intérêt à l’employer que dans la mesure où ils veulent 
porter un jugement de type transversal sur le processus évaluatif. 
Autrement dit, si le modèle nous est apparu avantageux pour décrire 
le processus évaluatif à un moment donné, il ne peut pas rendre 
compte de la dynamique du processus et de ses dimensions, même s’il 
pourrait être envisagé d’appliquer le modèle à des périodes différentes 
pour cela. Dans notre tentative d’appréciation des cinq dimensions, 
nous avons eu certaines diffi cultés à donner une cote lorsque les élé-
ments associés à ces dimensions avaient évolué au cours du processus. 
Par exemple, les relations de pouvoir entre les parties prenantes du 
processus peuvent avoir changé dans le temps, variant d’une situation 
de neutralité à une situation confl ictuelle. 

Les forces du modèle résident dans sa simplicité d’utilisation et dans 
le découpage du processus en cinq dimensions. Mis à part le problème 
de l’évolution possible des éléments liés à la dynamique du proces-
sus, nous avons trouvé son application relativement commode. Pour 
pratiquer l’évaluation participative depuis plusieurs années, nous 
remarquons que ce modèle reste empiriquement solidement ancré, 
sa validité apparente (face validity) semble correcte. Le découpage en 
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cinq dimensions est sensé, et l’application des trois exemples précé-
dents nous permet d’émettre l’hypothèse, sans pour autant avoir la 
prétention de le confi rmer, d’une bonne validité de construit (construct 
validity) du modèle conceptuel. Il faut ajouter que le modèle réussit 
bien à rendre compte de la complexité de l’évaluation participative, 
sans être trop simple ou trop compliqué. Notre tentative précédente 
de réduire les neuf dimensions de l’évaluation participative proposées 
par Patton (1997) en trois éléments (contenu, processus, fi nalités) 
allait aussi dans ce sens (Ridde, 2003). Par conséquent, la personne 
désirant mettre en œuvre pour une première fois une démarche 
d’évaluation participative trouvera dans ce modèle un découpage 
heuristique des dimensions du processus auquel il devra apporter 
une attention particulière selon la forme d’évaluation qu’il comptera 
choisir. Cela étant dit, outre que nous avons déjà légèrement modifi é 
le modèle et fait en sorte que les cotes soient toutes orientées dans le 
même sens de la participation — inversant ainsi les cotes extrêmes 
des dimensions trois et quatre, expliquant ainsi les différences impor-
tantes entre l’étalon et notre exemple d’évaluation émancipatrice —, 
deux suggestions d’amélioration du modèle ainsi qu’une proposition 
de recherche nous semblent devoir être rapportées. 

Suggestions d’amélioration du modèle

Description détaillée des valeurs de l’échelle : La sensibilité du modèle 
à distinguer les trois formes d’évaluation participative en fonction des 
étalons suggérés n’est pas si évidente que cela, à tout le moins pour 
certaines dimensions. On s’étonnera, par exemple, que la profondeur 
de la participation et la fl uidité du processus ne soient pas au moins 
aussi importante dans la forme d’évaluation pratique que dans celle 
émancipatrice, tel que nos deux exemples paraissent le montrer. De 
même, il nous semble, contrairement à la supposition des auteurs, 
que l’évaluation émancipatrice laisse plus de place aux parties pre-
nantes dans le contrôle des décisions que la forme pratique, ainsi que 
les approches de Fetterman (2000) et son exemple québécois (Ridde, 
Baillargeon, Ouellet, & Roy, 2003) le laissent penser. La différence 
de notation importante entre le modèle et les exemples québécois et 
haïtiens concernant la diversité des parties prenantes participant à 
l’évaluation s’explique très certainement par le contexte particulier 
de ces deux évaluations. Deux raisons peuvent peut être éclairer 
ces quelques diffi cultés. La première réside dans le fait que les con-
cepteurs du modèle n’ont pas encore fourni de manière détaillée les 
éléments descriptifs de chacune des valeurs des échelles allant de 1 
à 5 pour les cinq dimensions. Aussi, le jugement que nous pouvons 
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porter peut parfois être sujet à caution, et nous devons prendre des 
décisions sans autre consigne que les deux valeurs extrêmes. C’est 
assurément ce même type de diffi cultés qui a fait que les utilisateurs 
du modèle de mesure de la participation, créé par Rifkin (1988), ont 
depuis décrit de manière précise les éléments de chaque degré de 
l’échelle (Ndure, Sy, Ntiru, & Diène, 1999). Cet exercice reste donc à 
faire pour le modèle étudié dans le présent article. La seconde raison 
a évoquer concerne le fait que ces étalons n’en étaient peut être pas et 
que les concepteurs du modèle souhaitaient simplement expliciter des 
différences pour illustrer les trois formes d’évaluation participative. Il 
faut donc prendre ces étalons avec circonspection et certainement plus 
se concentrer sur la capacité du modèle à différencier les pratiques 
que sur les cotes des dimensions, ce dernier point pouvant cependant 
être étudié dans une recherche subséquente.

Réfl exion sur la pertinence de la place de la forme pluraliste : Á l’ori-
gine, la troisième forme d’évaluation participative, stakeholder-based 
evaluation, n’existait pas dans le modèle. Ce n’est que dernièrement 
qu’elle a été ajoutée. L’application du modèle à nos trois exemples 
d’évaluation paraît remettre en cause la pertinence de cette nouveau-
té, dans les limites, évidemment, de cet exercice à caractère unique 
que nous venons d’effectuer. Il est vrai que cette approche évaluative 
a été ainsi qualifi ée, dès le début des années 1980, dans un ouvrage 
dédié à ce sujet dirigé par Bryk (Mercier, 1997). Mais l’on a beau 
chercher son existence dans la première et récente Encyclopedia of 
Evaluation (Mathison, 2004), on ne la retrouve pas comme une entrée 
spécifi que. Même l’auteur chargé de rédiger le chapitre consacré à 
l’évaluation participative n’en parle pas (King, 2004), préférant reve-
nir aux deux formes suggérées par Cousins et Whitmore (1998). Cette 
approche évaluative ne fi gure pas non plus dans celles proposées par 
Preskill et Russ-Eft (2005) pour la formation en évaluation. De sur-
croît, il nous semble que Weaver et Cousins (2005) aient commis une 
erreur de cote à l’égard de la dimension concernant la diversité des 
parties prenantes. En effet, ils paraissent avoir confondu la diversité 
des parties prenantes au processus d’évaluation avec la diversité des 
opinions prises en compte pour porter un jugement sur l’objet de l’éva-
luation. Voilà pourquoi nous avons accordé la cote de 2 au processus 
étudié en Haïti, puisque nous avons pris en compte une diversité de 
points de vues mais la diversité des participants à l’évaluation était 
très réduite, alors que leur modèle propose une note de 4, car « a 
range of stakeholder perspectives would be systematically taken into 
account » (p. 26). Somme toute, certains pourraient s’interroger sur 
l’existence même de cette forme d’évaluation au sein des évaluations 
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participatives puisqu’en réalité elle ne paraît pas si participative que 
cela car « stakeholder evaluation leaves the conduct of the study in the 
hands of the evaluator » (Weiss, 1998, p. 100). Les cotes accordées par 
Weaver et Cousins (2005), hormis l’organisation du processus, sont 
plus proches de 1 que de 5. Il s’agit là de l’illustration de l’exercice 
périlleux de la désignation de frontières. 

Proposition de recherche

En plus de proposer une double amélioration du modèle, le présent 
article permet d’entrevoir une piste de recherche intéressante au 
sujet de la vérifi cation des effets de l’évaluation émancipatrice. Ainsi, 
nous devons revenir sur les critiques et discussions à l’égard de ce 
type d’évaluation. Il est vrai que Weaver et Cousins (2005) n’as-
socient pas l’approche d’empowerment evalatuation de Fetterman 
(2000) à ce qu’ils nomment la « transformative evaluation », que nous 
avons traduit par l’évaluation émancipatrice. En effet, depuis que 
Fetterman a mis le terme « empowerment evaluation » à l’ordre du 
jour de l’association américaine d’évaluation en 1993, de nombreuses 
discussions et critiques ont émané de ses confrères (Cousins, 2005; 
Patton, 1997; Scriven, 1997; Weiss, 1998). Ce nouveau courant, qua-
lifi é par certains de mouvement, ne serait pas si nouveau que cela. 
Mal défi ni, l’usage du terme empowerment serait un abus de langage, 
son processus permettrait aux responsables de projets d’accroître 
leur pouvoir sur les bénéfi ciaires de ces derniers, la validité des ré-
sultats serait remise en cause, et ainsi de suite. Cousins et Whitmore 
(1998) n’attribuent pas non plus la paternité de l’approche de type 
empowerment à Fetterman, et Weaver et Cousins (2005) ne le cite 
pas dans leur article. Weiss (1998) ajoute même que « the terminol-
ogy of empowerment and stakeholder evaluation is relatively recent, 
but the ideas behind the terms have a long pedigree » (p. 100). Aussi, 
pour mieux vérifi er l’atteinte de l’objectif d’empowerment, ou, dans 
le langage de Weaver et Cousins (2005) d’auto-détermination, lors 
de la mise en œuvre de l’évaluation émancipatrice, nous croyons 
qu’il serait plus utile d’utiliser le cadre d’analyse de l’empowerment 
individuel de Ninacs (2002). Car il faut bien avouer que les cinq di-
mensions de Weaver et Cousins (2005) ne traitent que du processus 
évaluatif, mais pas des effets de ce dernier sur les participants. Pour 
Ninacs (2002), l’empowerment individuel correspond à une suite 
d’étapes s’opérant, tels quatre fi ls d’une même corde, sur quatre 
plans : la participation, les compétences techniques, l’estime de soi, 
et la conscience critique. Le passage par ces étapes, ainsi que leurs 
interactions, permet à un individu de passer d’un état sans pouvoir 
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à un état où il est en mesure d’agir en fonction de ses propres choix. 
L’appréciation des effets d’un processus d’évaluation participative 
de type émancipatrice devrait, tel que nous l’avons risqué une seule 
fois (Ridde et al., 2003), tenter de mettre à profi t cette proposition 
théorique pour répondre aux questionnements de Cousins (2005), « 
It would be of interest for EE [empowerment evaluation] evaluators 
to conceptualize outcomes of EE in this way and to demonstrate the 
links to EE processes » (p. 197). 

CONCLUSION

Proposer un modèle n’est jamais chose facile, et Cousins et ses collè-
gues ont eu le mérite de se lancer dans cette aventure depuis quelques 
années. Si nous avons souvent jugé utile leur distinction des formes 
d’évaluation participative à l’occasion de nos enseignements, peu de 
travaux empiriques ont encore été en mesure de valider cette propo-
sition. Le présent article est donc une contribution à cet exercice de 
validation, sans pour autant que les exemples et la démarche suivis 
n’aient d’autre prétention que de contribuer à une entreprise qui 
mérite encore de nombreux développements. Les trois exemples que 
nous avons pris ont fourni de nouvelles indications d’étalons utiles à 
la différenciation des formes d’évaluation participative tout en révé-
lant quelques limites du modèle qui pourra être amélioré dans des 
exercices subséquents. Il faudrait notamment appliquer de nouveau 
le modèle à d’autres études de cas afi n de valider la présence de l’éva-
luation pluraliste et suggérer, puis tester, des défi nitions précises de 
chacune des cotes des cinq dimensions. Cela permettra assurément 
de suivre les fameux conseils de Lazarsfeld à propos de la méthode de 
l’idéal-type puisqu’il suggérait dans les années 60 que l’on considère 
« chaque caractéristique typique comme une dimension pour laquelle 
il convient de trouver des “indicateurs” et de composer des “échelles” 
évaluant le positionnement de chaque cas concret sur les différents 
axes de l’espace total » (Mucchielli, 2004, p. 92). 
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NOTE

1 La dimension quatre évoquait au départ la question de la « wield-
iness » du processus et les extrêmes proposés étaient « unwieldy vs 
wieldy ». Dans une seconde version, les auteurs ont employé le terme 
de « manageability » avec les extrêmes de « unmanageable vs manage-
able ». Nous avons tenté de traduire ces concepts par la « fl uidité » 
du processus, traduction nous paraissant la moins mauvaise mais 
certainement sujette à discussion.
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Evaluating multiple-member partnerships is always a challenging 
task. This article is based on our experiences using a participatory 
approach to evaluating a community-based health promotion re-
search project. “Mujer Sana, Comunidad Sana—Healthy Women, 
Healthy Communities” was partnership-based, multi-sector, mul-
ticultural, and participatory. We describe our experiences working 
with participatory methods to evaluate the partnership per se. 
Three evaluation frameworks were applied sequentially by the 
authors and provided insight into the functioning of the partner-
ship in a complex and changing environment. Our experiences 
suggest that, through the process of participatory evaluation, 
the partnership itself also changed in ways that were not fully 
captured at the time of the original project evaluation. We refl ect 
on the process with questions that might help other groups to 
consider ways to evaluate partnerships in community-based, 
participatory health research projects with minority and majority 
community partners. 

L’évaluation des partenariats multiples présente toujours plu-
sieurs défi s. Cet article présente nos expériences dans un projet 
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communautaire de recherche participative en promotion de la 
santé basé sur un partenariat multi-secteurs et multiculturel : 
Mujer Sana, Comunidad Sana (Femmes en santé, collectivité en 
santé.) Nous décrivons nos experiences avec la méthode participa-
tive pour évaluer le partenariat en soi. Trois cadres d’évaluation 
furent utilisés en séquence et nous ont donné la possibilté de 
réfl échir sur le fonctionnement du partenariat dans une réa-
lité complexe et dynamique. Nos expériences suggèrent que le 
partenariat lui-même a subi des changements qui n’étaient pas 
entièrement saisis au moment de l’évaluation originale du projet. 
Nous réfl échissons sur le processus en soulevant des questions 
qui pourraient aider d’autres groupes qui envisagent évaluer 
des partenariats dans des projets communautaires de recherche 
participative de santé avec des partenaires de communautés 
majoritaires et minoritaires.

In recent years formal partnerships among diverse enti-
ties have become common in community health promotion (Alexander 
& MacDonald, 2000; Best et al., 2003; Buckeridge et al., 2002; Nay-
lor, Wharf-Higgins, Blair, Green, & O’Connor, 2002). Many funders 
require evidence of partnership prior to supporting new initiatives, 
and have high expectations about what partnerships will achieve. The 
nature of these partnerships varies along many dimensions: purpose 
and goals of the partnership; history of relations among partners; 
number of partners; the extent of participation, role, and responsibil-
ity of each member within the partnership; and the mandate, scope, 
size, and structure of different partner organizations. Few organiza-
tions assess the added value that working in partnership may offer 
to their projects, or evaluate the partnership dimension in and of 
itself (Bilodeau, Chamberland, & White, 2002; Naylor et al., 2002). 
Chiasson (1998) emphasizes that partnerships are fundamentally 
participatory experiences, and therefore any evaluation of a part-
nership must inherently include at least an implicit defi nition, and 
evaluation, of the participatory process among the partners.

This article stems from the authors’ experiences as partners in a 
multi-sector, multicultural, participatory health promotion research 
project: Mujer Sana, Comunidad Sana (MSCS)—Healthy Women, 
Healthy Communities. Our experiences suggest that applying a par-
ticipatory evaluation framework to a participatory health promotion 
research project had a direct impact on the project’s processes and 
outcome, and on the partnership itself, that was not fully captured in 
the original evaluation fi ndings. This observation inspired the authors 
to review and assess their application of participatory methods to 
evaluate the partnership throughout the course of the project. 
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We begin with an overview of the MSCS project and the participatory 
research approaches that guided the partners, including some of the 
challenges that the literature led us to anticipate in participatory 
research and evaluation. We describe the sequential application of 
three frameworks to evaluate the partnership itself, during and after 
the project. In a fi nal section, we refl ect on the process, with ques-
tions that might be useful to other groups who are considering ways 
to evaluate partnership in similar multicultural, community-based, 
participatory research projects.

OVERVIEW OF THE MSCS PROJECT AND PARTNERSHIP

Mujer Sana/Comunidad Sana (MSCS)—Healthy Women/Healthy 
Communities was born from a combination of community need, good 
ideas, organizational experience, motivated individuals, and avail-
able funding. MSCS aimed to increase the capacity of women in the 
Hispanic community to participate in their own preventive health 
care, and also the capacity of majority “mainstream” organizations to 
provide cancer screening for ethno-racial minority women. The project 
involved training 11 lay members from a minority Hispanic immi-
grant population in a large eastern Canadian city (Ottawa) to work 
with Spanish-speaking women in their own homes and communities. 
As lay health promoters (LHP), they addressed cultural and linguistic 
barriers in the context of preventive health care education. The LHPs 
also became participatory researchers and assisted in the design and 
implementation of the research component of the project. 

For three and a half years, MSCS lived the complex process of estab-
lishing and maintaining multiple partnerships (MacLean, Plotnikoff, 
& Moyer, 1998). Four core partners had equal responsibilities for 
the success of the project. Other community partners were included 
in a number of ways, especially through active participation in an 
advisory committee. 

The four core partners had different mandates, structures, sizes, 
linguistic capacities, working relationships, community locations, 
resources, and skills. The lead partner was LAZO, a Latin American 
women’s group focused on community development, with a 12-year 
history of small projects bridging gaps between isolated women and 
health service providers. This group was the key link to the target 
population for this project: marginalized women from a minority 
(Hispanic) ethno-racial community in Ottawa. Operating in Span-
ish, LAZO had a strong network within the community, a practice of 
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mutual support among members, and a desire to maximize opportu-
nities to work for change. It was also committed to continuing as a 
volunteer-based collective community action group. 

A second partner, Centretown Community Health Centre (CCHC), 
provides primary care and health promotion in a downtown Ottawa 
neighbourhood. Although primarily staffed by and serving the ethno-
racial majority population, CCHC had a history of positive working 
relationships with LAZO, and a mandate for local community devel-
opment. Recognizing the need to focus on underserved and minority 
communities, this partner was willing to be the offi cial home of the 
lay health promotion activities. The health centre provided another 
key element—access to preventive primary care for women—and 
administrative supports to the project.

A third partner was a small multi-lingual and multi-ethnic commu-
nity-based consulting group, Gentium Consulting, experienced in 
participatory research with women, immigrant groups, and marginal-
ized populations, as well as health promotion research with majority 
populations. Taking a lead role in participatory research methods, 
this partner provided a capacity development approach to health 
promotion research and to evaluation. Gentium was also committed 
to facilitating participatory approaches to help organizations increase 
their ability to serve the community and work for change. 

The Community Health Research Unit (CHRU), a Government of 
Ontario-funded Health System-Linked Research Unit joining the 
University of Ottawa and Ottawa Public Health, was the fourth 
partner. The CHRU contributed to the project through staff with 
experience in health promotion capacity-building models and health 
services research directed at both majority and minority populations. 
This partner was also able to provide an ethical review of the project, 
access to literature and databases, and support for the transfer of 
knowledge and dissemination strategies. 

CHALLENGES OF MSCS

Multiple Partner Project

Evaluating multi-sector initiatives, community coalitions, networks, 
and similar collaborative partnerships can be challenging on many 
levels (Nasser, 2003). Public health efforts often “assume that pro-
grams designed, implemented, and owned by community coalitions 
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will be far more effective than those developed by a single public or 
private group” (Butterfoss & Francisco, 2004, p. 108), despite limited 
availability of systematic research evaluating their effectiveness 
(Granner & Sharpe, 2004).

However, the work of multiple partner initiatives is often “complex 
and messy and does not easily fi t the criteria for an experimental 
design evaluation” (Wallerstein, Polascek, & Maltrud, 2002, p. 361). 
Different sectors tend to use different criteria to understand what is 
meant by success; delays between initiating activities and detecting 
results are frequent; activities and goals purposefully shift over time 
as membership and conditions evolve. 

Even with apparent agreement on the overall goals of an initiative, or-
ganizations and individuals may have different visions of the desired 
changes and of the strategies needed to improve social and health 
conditions of the target populations (Lawrenz, 2003). When multiple 
sector initiatives are couched in terms of “partnership,” additional 
issues may emerge (Chiasson, 1998) that can evoke emotive responses 
around mutual trust, responsiveness, and fl exibility. Evaluating the 
work of community-based partnerships also calls for understanding 
power relationships between community and evaluators (McHardy, 
2002; Wallerstein, 1999). When the evaluators are part of the com-
munity, as with MSCS, these dynamics can become more complex 
and involve challenges different to those experienced by “outsiders” 
in community-based participatory research (Minkler, 2004).

Partnership among Minority and Majority Organizations

Additional challenges arise in multicultural or cross-cultural settings, 
when partners from different sectors (such as research institutes, 
community organizations, or primary care practices) also come from 
diverse ethno-racial backgrounds and countries of origin, speak dif-
ferent languages, and experience different levels of economic security 
(Strachan Lindenberg, Solorzano, Munet Vilaro, & Westbrook, 2001). 
These partnerships often require work across minority-majority di-
mensions of gender, class, and cultural and linguistic differences to 
overcome institutional and social racism (Johnson, 1996; Thomas, 
2002). For evaluations of multicultural initiatives to be sensitive, 
accurate, and practical, evaluators are challenged to maintain own-
ership within the minority community, build trust and respect, and 
increase cultural competency (Edberg, Wong, Woo, & Doong, 2003; 
House, 1992; Maciak, Guzman, Santiago, Villalobos, & Israel, 1999; 
Pisano, 1993; Tortu, Goldsamt, & Hamid, 2002). 
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A high level of participation from minority communities is important 
in meeting the above challenges. The evaluation literature describes 
a few health promotion multiple-partner initiatives with active par-
ticipation from ethnic minority communities. For example, in the LA 
VIDA partnership case study, Maciak et al. (1999) report on a process 
evaluation of a multi-level health promotion coalition in which His-
panic women and community organizations were equitably involved. 
Overall, however, few studies have examined a participatory research 
project across minority/majority communities while at the same time 
addressing both the effectiveness of a multiple-partner coalition and 
the project outcomes (Edberg et al., 2003; Stone, 1992). 

Participatory Research Project 

Introducing a participatory research framework into the evalua-
tion of a multi-sector, multicultural partnership inevitably adds a 
further layer of complexity. This was the case with the participatory 
partnership evaluation discussed in this article. Participatory re-
search is not only a methodological alternative; it is situated within 
a particular political and ideological context. It can generate intense 
feelings among practitioners (Potvin, Cargo, McComber, Delormier, 
& Macaulay, 2003), many of whom explicitly value relationships that 
are inclusive, equal, harmonious, accepting, cooperative, sensitive, 
supportive, and that emphasize truthful, accepting, sincere, and 
comprehensible communication (Stringer, 1996). Others also value 
empowerment, community self-determination, activism, and the 
struggle for social justice (Barnsley & Ellis, 1992; Freire, 1983, 1997; 
Gutierrez, 1986; Meyer, Torres, Cermeño, MacLean, & Monzón, 2003; 
Park, Brydon-Miller, Hall, & Jackson, 1993). 

Some evaluators have suggested that participatory research projects 
do not always succeed in achieving the type and extent of participa-
tion they seek in practice. McHardy conceptualizes the negotiation of 
participation in evaluation as a “dance of collaboration” across exclu-
sions, inequities, and “isms” that divide participants and evaluators 
(McHardy, 2003). VanderPlaat, Samson, and Raven (2001) describe 
a Canadian trend toward egalitarian strategies and empowerment-
oriented evaluation in which participants’ research skills and capac-
ity to take action increase, although these do not always result in 
emancipatory social action. The literature also includes examples 
of projects where community participation is limited or restricted, 
collaboration is eroded, and power dynamics impede egalitarian re-
lations. The amount of grassroots participation, in particular, varies 
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considerably in process evaluations of participatory community-based 
health promotion work (Chrisman, Senturia, Tang, & Gheisar, 2002). 
There is relatively little literature evaluating the process of collabora-
tive research itself, as noted by Buckeridge et al. (2002). 

Butterfoss and Francisco (2004) emphasize that evaluation can play 
a key role in the development and maintenance of coalitions and 
working alliances, despite these diffi culties. There are few models, 
however, on which to base participatory evaluation of multiple partner 
initiatives, or participatory evaluation of a (relatively small) part-
nership per se. For example, in a national study of 63 partnerships, 
Weiss, Andersen, and Lasker (2002) identify an important relation-
ship between partnership synergy and the leadership dimension of 
partnership functioning, but do not address whether “leadership” is 
expressed in fundamentally different ways when a partnership is 
based on a framework of participatory action research. Fawcett et al. 
(1997) describe a case study of a 100-member coalition, using a com-
prehensive system for evaluating community coalitions. They report 
on dimensions of coalition function, which could represent partner-
ship, but focus on these more as process than outcomes. Dimensions 
of coalition function among 100 members may not automatically be 
applicable to smaller and more intimate partnerships with fewer 
members, as was MSCS. 

Wallerstein et al. (2002) refer to a “third strand” of new literature on 
evaluating coalitions, focused on the development of “participatory, 
empowerment, or collaborative models of evaluation for community-
based initiatives used to foster self-determination” (p. 363). From 
this strand, a new theory of community-based evaluation for coalition 
work is emerging that has led to the development of several tools, 
workbooks, checklists, and guides for use by community evaluators. 
The following sections of this article describe the authors’ evolving 
experiences using several tools, identifying both strengths and limita-
tions in their application to a participatory evaluation of the MSCS 
partnership.

DEVELOPING PARTICIPATORY EVALUATION FRAMEWORK FOR 
PARTNERSHIP

Original Plan for Evaluation 

From the outset, the MSCS project was conceived within a participa-
tory action research framework that integrates social investigation, 
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reciprocal education, and action toward social change (Green et al., 
1995). The target populations for the health promotion and social 
change activities were Spanish-speaking community women, as well 
as organizations and health service providers. Women from the His-
panic community participated in all stages of the project: design, 
program implementation, administration, data collection, analysis, 
and dissemination. This participation is fully described in Estable, 
Meyer, Corsone, and Cermeño (2002) and in Meyer et al. (2003).

In this context, MSCS also used participatory methods for ongoing 
evaluative feedback about project implementation. There are many 
traditions within participatory evaluation (Cousins & Earl, 1995; 
Fetterman, 2000; Green et al., 1995; Kaiser, 2000; Upshur & Barreto-
Cortez, 1995; VanderPlaat et al., 2001; Whitmore, 1998). The MSCS 
partners sought to apply a participatory approach to both the project 
and the partnership that links evaluation to social action, and fosters 
commitment to transfer knowledge to those with least power in the 
project and the community (Bosio de Ortecho, 1991; Morris, 2002; 
Stoecker, 1999). The MSCS participatory action research approach 
to the project and to its evaluation is described in detail in the fi nal 
project report (Estable, Meyer, & Torres, 2003).

The original evaluation plan for MSCS involved both process and 
short-term outcomes. The evaluation was to be conducted by all 
members of the project team, including the Lay Health Promoters. 
The partners paid particular attention to ensuring that participa-
tion was not hindered by language differences, unequal economic 
resources, styles of working in meetings, organizational structures, 
and constraints or different understandings about bureaucracy and 
community (Meyer et al., 2003). The Community Capacity Building 
model (CCB) (Moyer, Coristine, MacLean, & Meyer, 1999), which 
describes integrated partnership among key players in health promo-
tion, was used to provide a framework for evaluation. 

In the case of MSCS, evaluation of the partnership per se was not a 
central focus at the design stage, but was implicitly included in some 
of the process measures (Chiasson, 1998). The original indicators in-
cluded those frequently used to assess the success of a multiple-part-
ner initiative, such as type of community groups involved, the number 
of meetings attended, and the diversity of organizations participating 
in discussions of results (Thorlby & Hutchinson, 2002). Other process 
measures included the degree of commitment felt toward the project 
from participating organizations, their readiness to work together 
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on joint programs, and the sustainability of working relationships 
among key organizations. Another set of success indicators covered 
the following issues: the empowerment of the minority participants, 
the acceptance and integration of the minority community within 
the service delivery system, the transferability of the Lay Health 
Promotion model to other ethnoracial minority communities, and the 
removal of barriers to service access (Estable et al., 2003).

At project end, all partners were pleased to fi nd that the MSCS 
project had surpassed original outcome objectives (Estable et al., 
2003) for health promotion activities. Could we say the same about 
the partnership? Had we captured the complex dynamics of multiple-
partner, community-based participatory initiatives such as MSCS? 
These questions inspired the authors to review and assess what had 
been learned about applying participatory methods to evaluate the 
partnership itself during the course of the project.

Evaluating the MSCS Partnership Itself

From the outset, all partners periodically reviewed evaluation tasks 
and strategies for MSCS. As project activities intensifi ed, ideas about 
indicators for the partnership began to extend beyond those originally 
anticipated using the Community Capacity Building model, to include 
more direct examination of how the partnership itself was working. 
For example: Eighteen months after the project began, the partners set 
in motion a participatory process for refl ective self-evaluation that fo-
cused on the functioning of the partnership itself. The project partners 
generated many evaluation questions. Two types of questions emerged. 
One set was largely descriptive. The partners wanted to understand 
how we had been working together, including our level of participation, 
communication, and decision making. We wanted to know what chang-
es had happened in our partnerships at this point, comparing these 
to our original expectations about each other. We wanted to examine 
whether or not alliances in the community were being strengthened. 
The other set of questions was more analytical and included an effort 
to understand the challenges in developing partnerships among four 
diverse organizations. Questions emerged about the extent to which 
different partners were in fact allies in the process of barrier removal. 
This led the partners to review the concepts, theories, and analytic 
frameworks that we were using to develop and understand the part-
nership. Other evaluative activities throughout the project generated 
further questions about the partnership itself and about the validity of 
indicators of successful participatory partnership. 
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Although the project formally fi nished in March 2003 and the of-
fi cial partnership was dissolved shortly thereafter, links among the 
partners continued for some time. New funding was (unsuccessfully) 
sought to maintain project activities. This gave the partners an op-
portunity to consider whether, and how, they wanted to continue to 
work together. In this context, one year after the MSCS project was 
completed, the authors undertook a post-hoc evaluation of the par-
ticipatory partnership itself, applying three different frameworks to 
the partnership dimension of the project (see Figure 1). We began 
by reviewing the strengths and limitations of our application of the 
Community Capacity Building model (Framework I) to an evalua-
tion of the success of this participatory partnership with multiple 
agents. 

Using a Community Capacity Building model to evaluate the 
partnership (Framework I)

The partners chose the Community Capacity Building model because 
it appeared “directly applicable to the planning, implementation, and 
evaluation of community-based programs which have capacity-build-
ing objectives” (Moyer et al., 1999, p. 212). The model identifi es four 
stages of building community capacity in establishing community-
based health programs. 

Stage 1: Identifying common ground, working cooperatively, 
and establishing self as a community player with an issue-
based agenda. 

Stage 2: Working in partnership on a common project.
Stage 3: Working across the community with multi-agency/

multi-sectoral partners.
Stage 4: Sustaining the project over time.

It is expected that organizations will progress through these four 
stages, with different goals, activities, and products, as they develop 
effective and sustainable working relationships and address health 
promotion issues in the community. Progress is infl uenced by prac-
titioner and contextual factors, and by program goals as set by the 
lead agency (Moyer et al., 1999).

The Community Capacity Building model is constructed from the 
perspective of the initiator of a project, assuming that the practitioner 
who initiates the partnership is located within a well-resourced in-
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Figure 1
Partnership Evaluation Frameworks—Chronology
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stitution, typically a public health unit. The initiator is described as 
a health practitioner, with an agency mandate to develop partner-
ships with other community agencies or the community at large. 
Practitioners play a leading role and engage with community agents 
at each stage, building relationships and projects that lead to in-
creased community capacity. Moyer et al. recognize that, despite the 
“expectation that the community will be a full partner in identifying 
and solving community problems. Experience suggests this may not 
happen” (1999, p. 211).

We found the Community Capacity Building framework very use-
ful in a number of ways. It helped us to conceptualize partnership 
development as a process over time, and named a number of impor-
tant dimensions that helped partners understand partnership work. 
Reviewing descriptions of initiators’ tasks helped us to consider 
leadership functions and identify the characteristics of champions. 
The stages of partnership development were applicable to some of 
the partner dyads, and were useful to assess the stage at which new 
partners were becoming involved. The model also helped to identify 
some of the barriers to sustainability. 

However, some unexpected limitations (see Figure 1) arose from the 
fact that MSCS was not initiated by a public health practitioner, but 
rather by agents within the minority community. These minority 
community champions, working as volunteers, had a mandate from 
their community organizations to approach a majority organization 
to develop a partnership. Their role was to sensitize the community 
health centre to the needs of their community, to identify organiza-
tional barriers that might hinder appropriate service delivery, and to 
try to overcome them. Without a public health practitioner as initiator, 
the actual processes of the MSCS project did not fi t as neatly into the 
Community Capacity Building stages. 

We found it diffi cult to include multiple entry points and account for 
the relationships among all the actors. Neither could we easily take 
into account differences in partners’ working languages, mandates, 
resources, accountability, sense of commitment, and organizational 
structures; nor was there a way of addressing what happens inside 
organizations as a result of working together in a partnership. It 
was also diffi cult to incorporate participatory research as a central 
dimension. These considerations limited our ability to fully assess 
the MSCS partnership using our original framework.
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Self-evaluation by partners using indicators of participatory 
research (Framework II)

Review of initial assumptions about building community capacity 
through the MSCS project brought out questions from all partners 
about the participatory nature of the project. If there were differences 
among partners about the purpose or extent of participation, this 
could infl uence both partnership development and project outcome. 
The authors proposed to examine how various partners had under-
stood the participatory dimension. All partners agreed.

We found it useful to apply as Framework II (see Figure 1) the Royal 
Society of Canada (RSC) guidelines for appraising the extent to 
which research projects align with principles of participatory research 
(Green et al., 1995). The guidelines were originally developed “to ap-
praise whether proposals for funding as participatory research [in 
health promotion] meet participatory research criteria” (p. 41), with 
a suggestion that they could also be used as a checklist by researchers 
planning participatory research projects. Green et al. (1995) empha-
size that the guidelines leave considerable room for local adaptation 
according to the relative importance each combination of collaborators 
would attach to each dimension. We took the RSC guidelines one step 
further, and applied them to assess the extent to which an actual par-
ticipatory research project had met participatory research criteria.

The guidelines describe six dimensions of participatory research. Each 
dimension includes a set of questions and fi ve possible reply catego-
ries. For example, to assess participation related to the origin of the 
research, the fi rst question is: “Did the impetus for the research come 
from the defi ned community?” Respondents select from fi ve possible 
reply categories, ranging from “issue posed by researchers or other 
external bodies,” through “impetus shared about equally between 
researchers and community” at the mid-point, to “issue posed by the 
community.” A single score is generated for each item.

The RSC guideline questions, with some very small modifi cations, 
were distributed to partners. All partner organizations participated 
in a self-assessment of the nature of their participation in the project, 
some developing more than one set of answers to refl ect different 
perspectives within the organization. The results provided a snapshot 
of each partner’s understanding of the participatory nature of the 
research component of the project.
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Overall, the MSCS project met, in part, all six of the RSC criteria for 
participatory research. For example, indicators related to the nature 
of the involvement of the participants suggested that partners agreed 
that efforts were made to arrive at detailed and explicit defi nitions 
of the community, that the community was provided with many op-
portunities to participate, and that the project paid moderate to high 
degree of attention to removing barriers to participation for those who 
have been under-represented in research in the past.

However, there were noticeable differences in the way that partners 
scored many of the items. To help us interpret this variation, the 
authors looked for items with high consensus among partners, and 
for items where partners’ perceptions about the participatory nature 
of the project strongly differed. Figure 2 illustrates the extent of the 
consensus among partners for each of the six dimensions. 

Items related to action and empowerment appeared to have least 
consensus. For example, partners assessed the community’s poten-
tial for action in very different ways. Two partners (LAZO, CHRU) 
indicated there was moderate to high alignment between the research 
process and the community’s action potential; other partners saw the 
alignment as limited. There was also considerable variation among 
partners when asked whether the research process had refl ected 
a commitment to actions arising from learnings. The Community 
Health Research Unit saw no commitment to action beyond data 
collection, analysis, and writing a report for the funding agencies. 
LAZO’s assessment was closest to this: a low commitment. The com-
munity health centre respondents rated researchers and community 
participants as moderately committed to actions, while respondents 
from the community research fi rm, Gentium, assessed researcher 
and community commitment as moderate/high. 

Questions related to the purpose of the research also indicated that 
partners had widely different views about the extent to which MSCS 
provided opportunities for community members to learn more about 
individual and collective resources that lead to more community 
empowerment, and whether empowerment was a priority objective 
of the project. 

This exercise suggested there might be important differences in the 
way that partners interpreted the meaning and practice of the term 
“participatory,” especially in relation to the dimensions of community 
action, community empowerment, and community leadership. Differ-
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Figure 2
Partner Assessment of Participation
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ences in partners’ conceptual frameworks could account for different 
perceptions about the relative success of the partnership itself. For 
instance, partners who perceived participation as leading to actions 
for social justice at a community level may have been using a particu-
lar set of criteria to assess the success of partnership. In comparison, 
partners for whom the purpose of participation is primarily to broaden 
the information-gathering capability of the researchers/evaluators 
might have a quite different set of partnership successes criteria. 
As another example: differences in partners’ understanding of who 
initiated the research project may have led to different senses of 
accountability to the community, echoing some of Minkler’s ethical 
challenges in community-based participatory research in relation 
to developing a community-driven agenda and dealing with insider-
outsider tensions, racism, limitations of participation, and use of 
fi ndings for action (Minkler, 2004).

In summary, the RCS guidelines were a useful tool that provided a 
snapshot of partners’ understanding of the participatory nature of the 
research component of MSCS, but did not explain why the different 
understandings existed. 

Evaluating the partnership through “Key Moments” analysis 
(Framework III)

The Community Capacity Building model and the Royal Society of 
Canada’s guidelines for participatory health promotion research 
provided some insights about evaluating the development of the part-
nership and the extent to which it was participatory. During those 
analyses, we realized that another step was necessary (Figure 1), 
because the partnership itself had been affected by the participatory 
evaluation process that we sought to apply in the MSCS project. 

The authors used multiple methods (examined project documents; 
identifi ed and synthesized partnership indicators from literature; 
interviewed other members of partner organizations) to review how 
the participatory evaluation activities had affected the development 
of the partnership. Working with a detailed project chronology, cer-
tain events and times stood out as crucial to the evaluation of the 
partnership; we called these “key moments.”

The approach to key moments emerged spontaneously, as the authors 
sought a way to make sense of multiple data over time. Other authors, 
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however, have also worked with similar constructs. For example, 
Vanderplaat et al. (2001) describe awareness of a series of “critical 
moments” that led them to fuller understanding of participatory 
action research within the context of an empowerment evaluation. 
Fawcett et al. (1997) describe a similar method for overlaying “criti-
cal events” on monitoring data in an evaluation of a substance abuse 
coalition, during which process they acquired insights into the way 
that the partnership had evolved. 

Similarly, the authors also returned to the MSCS data around selected 
key moments, to ask what impact the participatory evaluation proc-
ess appeared to have had on the progress of the partnership per se. 
Figure 3 summarizes the development of the key moment partnership 
analysis framework, and its application to this project. 

Key moments in the history of the partnership are those for which the 
authors could identify all seven criteria in Figure 3 through project 
documents. Through a process of group discussions and reviews of 
the timeline and documents, consensus was reached on 10 key mo-
ments in the partnership evaluation that occurred during and after 
the formal life of the MSCS project.

Some of these are similar to events in other descriptions of partner-
ship development; others centred on unique challenges faced by 
an initiative with a relatively small number of partners. Some key 
moments were a product of the evolving and dynamic relationship 
between the community and the partners, and resulted in changes to 
the structure of the partnership, as well as the project. Some were a 
result of unexpected events, such as the moment in which the partner-
ship reacted to the fi rst research fi ndings: the health survey revealed 
higher compliance rates for cancer screening among Hispanic women 
than originally anticipated, and also a number of other health and 
social needs, originally not included as a central focus, but to which 
the partnership attempted to respond. 

Although the formal partnership consortium dissolved after three 
years, the authors identifi ed key moments that occurred after this 
time. For example, engaging the community in a continuing change 
process included presenting fi ndings to the community for validation, 
in a series of community forums after the funding had ended; this 
had unanticipated positive impact on the leadership role and internal 
functioning of one partner (the community group, LAZO), but also 
affected the sustainability of the partnership over time. 
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Figure 3
Key Moment Partnership Analysis Framework and Application
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Key Moment Analysis Example

The following example illustrates the way in which we worked with 
one key moment, using the questions summarized in Figure 3 to 
refl ect on the impact that the partners’ commitment to participatory 
evaluation, and diverse understandings of participation, had on the 
partnership itself.

Key Moment: Responding to minority partner needs through 
changes to training course

1. What motivated the focus on the partnership at this time (e.g., key 
decisions, outside/inside pressures)? The training program was origi-
nally conceived as collectively developed, participatory, skills-based, 
hands-on training, based on egalitarian exchanges of knowledge and 
skills among adult learners. All partners were committed to respond 
to community needs in a participatory process. When LAZO members 
pointed out that that formal learning and accreditation opportuni-
ties for women from the minority community were highly valued and 
very scarce, the partners responded by deepening and expanding 
the training program into two university-level credit courses. This 
required re-allocation of resources among partners, which was suc-
cessfully negotiated.

2. How did partners participate in the evaluative process? MSCS 
partners had to develop additional assessment criteria to evaluate 
the individual academic performances of Lay Health Promoters at the 
university level. (From the point of view of project outcomes, all LHPs 
passed the course successfully; 3 of the 11 are currently continuing 
post-secondary education in related areas.) For reasons of timing, 
skills, and linguistic capacity, two partners (LAZO and Gentium) be-
came primarily responsible for this task. This foreshadowed increas-
ingly asymmetrical involvement from core partners in the training. 
Adopting an academic evaluative process also introduced a hierar-
chical relation among people who had previously worked collectively 
in the same minority organization, with subsequent impact on the 
partnership itself. The LAZO co-investigator, who had been appointed 
by the group as its representative on the project coordination team, 
now also faced the task of formally evaluating other members of her 
group, using standards and methods that were to some extent exter-
nal to the project needs. Because evaluating the academic perform-
ance of individual participants was not suffi cient or pertinent to all 
the evaluation dimensions that were of interest to MSCS, a panoply 
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of additional training evaluation activities and methods (questions 
developed by learners and instructors, facilitated bilingual meetings 
of the whole group and sub-groups, taped interviews, anonymous 
questionnaires, standard learning outcome measures, discussion and 
review of data summaries, and analyses among all partners) were 
also used, yielding abundant data and telling a more complex and 
multiple-stranded story about the success of the training component 
than would otherwise have been visible to the partners. 

3. What lessons were learned about benefi ts and challenges? The 
active participation of all partners in this fi rst attempt to apply re-
fl ective, participatory evaluation methods also had an impact on the 
partnership itself. It generated insights about barriers and strategies 
to facilitate participation of Hispanic community members in part-
nership activities, with the intention of equalizing power relations 
between minority and majority partners. Participation in the post-
training evaluation activities increased all partners’ understanding of 
training and evaluation, and generated innovative ways of assessing 
learning and measuring skills and knowledge, contributing to empow-
erment. The time devoted to this set of activities was considerable, 
however, and challenged resources of all partners.

4. What was the impact on the partnership and the partners? This 
moment set a precedent for the continuation of a participatory ap-
proach to evaluating both process and outcome, for working in both 
languages, and for allocating considerable resources to facilitate 
participation. This latter expectation created many tensions as the 
project progressed. The two bilingual partners were severely taxed by 
the expectation that all materials and meetings would be in English as 
well as Spanish. An unrealistic expectation was created that the com-
munity health centre could continue to provide the same level of sup-
port during the program implementation phase. Similarly, the health 
research unit partner, while committed to participatory processes, 
had limited resources allocated to this project: heavy participation in 
one aspect led to reduced activity in another, and to renegotiated tasks 
within the partnership. In contrast, the two partners with the fewest 
material resources (LAZO and Gentium) had the greatest fl exibility in 
allocating them to the project, due in part to different accountabilities 
and relations to the Hispanic community, and in part to the number 
of actual participants in project activities, such as decision-making 
meetings. Some partners were more concerned than others when 
participatory processes and funded project deadlines did not coincide. 
Deeper conversations among partners followed, about perceived and 
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actual “sense of commitment” to the project and to the community. 
Unexpected power dynamics across language and organizational lines 
were made visible, and the debate about the meaning of participation 
within and among member organizations continued. 

5. How did the partnership change as a consequence? Issues that 
surfaced during this key moment fed into a formative evaluation 
process, which took place at the transition point between training 
and implementation (another key moment). In the short term, im-
plementation was delayed.

Despite a commitment of individual partners to continue with a par-
ticipatory process for program development to ensure a greater sense 
of ownership by all partners in the program implementation, struc-
tural constraints and administrative requirements of the partnership 
as a whole tended toward a different and less fully participatory proc-
ess. In retrospect, the evaluation processes linked to the university 
courses created tensions between competing understandings of the 
participatory ideal: between an egalitarian model of participatory 
partnership and an asymmetrical model.

DISCUSSION

Although participation is generally considered to be a good thing in 
evaluation, “the blanket use of the term ‘participation’ has masked 
the heterogeneity evident in its realization in practice” and there 
is often “a lack of transparency in participatory methods in evalua-
tion” (Gregory, 2000, p. 179). In this article, we have tried to make 
our application of participatory methods transparent, including the 
evolution of our modifi cations to various approaches and tools. We 
found several tools to evaluate partnerships, and some to evaluate 
participation. All had limitations and were to some extent diffi cult 
to apply in practice to the unique conditions of this egalitarian, 
multicultural, participatory, health promotion research partnership. 
Their sequential application, however, helped us to focus discussion 
on the evaluation of a participatory partnership. Each of the three 
frameworks we describe in this article provided unique insights.

The Community Capacity Building (Moyer et al., 1999) model helped 
us to conceptualize the partnership as a process over time and encour-
aged us to pay attention to the dimension of leadership in building the 
capacity of the community. It did not fully describe the way that small 
minority community groups penetrate large majority institutions 
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seeking to make change through a participatory research process, 
using mutual empowerment or bi-directional championship, and left 
us asking: Where to fi t in minority community members/partners from 
marginalized groups who empower themselves seeking partnerships 
with majority organizations? This fi rst framework appeared better 
suited to describing situations where there is a single initiator from 
the majority organization, rather than several champions from the 
minority community initiating change.

The RCS guidelines for participatory research (Green et al., 1995) 
also had both benefi ts and limitations when applied to the MSCS 
partnership. This second framework helped us to describe succinctly 
many of the dimensions of partnership important to MSCS, especially 
in the context of Canadian health promotion initiatives. Individual 
partners were able to generate responses independently and quickly. 
The checklist format made it easy for us to identify areas where there 
were important differences and similarities in partners’ assessments 
and interpretations, which led to a fuller discussion of the meaning 
of participation. There also were limitations. We found it diffi cult 
to maintain the distinction between “researcher” and “community” 
required by the guidelines, and found them problematic for use in par-
ticipatory research with multiple partners. Unless used repeatedly, 
the guidelines miss the dimension of change over time. The quantita-
tive appearance of the tool made some users question whether it could 
capture qualitative dimensions of participation. Finally, the abstract 
and complex language required considerable interpretation as well 
as translation with the participants in this project.

Analyzing key moments through a set of questions specifi c to the 
participatory partnership was our third framework. It is known that 
layers of complexity involved in multiple intervention programs such 
as MSCS can have impact on partnership processes (MacLean, Diem, 
Bouchard, Robertson-Palmer, & Edwards, in press). Collaborative 
processes can themselves engender considerable ambiguity, which in 
turn infl uences the collaboration (Buckeridge et al., 2002). The quali-
tative key moments approach yielded a very rich and multi-faceted 
chronology of the partnership’s development and generated important 
insights, including that the partnership itself was changed in some 
important ways through participatory evaluation. 

An evident limitation of this framework is the considerable time 
required for analysis, based as it is on detailed review of project 
documents, repeated iterations of both chronology and particular 
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“moments,” and lengthy discussion among partners. One of the MSCS 
partners, the Centretown Community Health Centre, had insuffi cient 
time to fully participate in the key moments analysis: they neverthe-
less provided essential input to various drafts of this article. 

CONCLUSIONS

Recognizing that increased understanding of community-based par-
ticipatory evaluation is achieved through an ongoing and iterative 
process, we share a fi nal set of questions that emerged from our evalu-
ation of this partnership project. These questions might be useful to 
other groups who are considering ways to evaluate partnership in 
similar projects.

Can we conduct a participatory evaluation when partners have 
different understandings of what participation is for? 

We are not sure. Our experiences are similar to those of others in-
volved in democratic and participatory evaluation activities. They 
raise issues of differing world views, paradigms, and the meaning of 
power (Chiasson, 1998; Murray, 2002; Patton, 2002). At times, our 
partnership seemed to stall as we spent time trying to understand 
each other’s objectives and how to achieve them. We often were un-
able to incorporate results of ongoing evaluation that would have 
required us to invest resources in specifi c components. This was in 
part a result of different visions about the long-term outcomes of the 
participatory project. At some points, although we seemed to agree 
on the goals of the particular initiative, we had different ideas of 
what the specifi c changes to activities should be to achieve them. At 
other points, for some partners, the key objective was to complete the 
project and move on, hoping that enough change had been achieved 
so that others could take over and move it in new directions. For 
other partners, the desired change was ongoing involvement in the 
social and political empowerment of the community, a process that 
continues well after program funding ends. 

Should we do participatory evaluation on an outcomes-based project? 

Hughes and Traynor (2000) remind us that striking the balance be-
tween outcome and process when evaluating community-based activi-
ties and social interventions is not a new concern. We know that it 
can be done, but it takes a lot of time and effort. It may not be worth 
the investment unless there is careful negotiation and allocation of 
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resources to this component throughout. For instance, if a funding 
body approves a participatory research project, it should be advised 
that timelines and specifi c outcomes are likely to change consider-
ably. In a participatory project, process measures may confl ict with 
outcome measures. Process objectives may lead to different outcomes, 
but if outcome objectives are changed, the project may be perceived as 
a failure. Striving to meet outcome expectations will generally have 
primacy over achieving participation objectives, thus compromising 
the participatory evaluation. 

If the project outcomes show success, need we also evaluate the 
partnership?

The partners have no consensus regarding this question. Some of 
us feel that achieving successful outcomes in a partnership project 
means that it worked. It may not have worked the way the partners 
originally expected, but the success of the project is a witness to the 
success of the partnership. Others think that it is important to evalu-
ate partnership separately from project outcomes because it will help 
understand other dimensions of the project that might lead to ongoing 
or future work with those partners. It also will help explain why this 
partnership was successful, so that others can learn from it.

How much information needs to be collected to permit evaluation of 
the partnership? 

Our partnership spent a lot of time generating and analyzing written 
documents. We chose this method to ensure that we would have a clear 
and fi xed frame of reference for remembering and interpreting what 
we had decided to do. Reviewing our detailed, complex, and lengthy 
bilingual partnership agreements confi rms that it was a useful but 
insuffi cient exercise. Writing down an agreement is only a fi rst step. 
Such documents need to be revised and interpreted in practice. They 
need to be discussed, analyzed, and rewritten again, and again. We 
have also learned that to increase the chance of equal participation 
from all participants (minority and majority) in a bilingual project, 
all information has to be available in both languages and in multiple 
formats (oral, print, electronic), so it is equally accessible to all. 

Can evaluation be participatory if partners have signifi cantly 
different economic, organizational, and linguistic resources?

The requirement of participatory evaluation may place a heavy bur-
den on the poorest and least secure partners if the evaluation is to 
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be truly participatory (El Ansari & Phillips, 2004), and may require 
them to negotiate participation in different ways than more powerful 
partners (McHardy, 2003). In the MSCS project, the burden of transla-
tion, interpretation (of language, bureaucratic rules, administrative 
procedures), explaining process, getting people to join up, arranging 
meeting times, obtaining community buy-in, trying out innovative 
strategies, resolving internal confl icts, increasing political awareness 
and analysis, responding to the public, and supporting learners was 
excessively felt by those partner organizations who had the least 
fi nancial security and fewest resources. Individual members of the 
minority community with other part-time jobs and infl exible hours, 
as well as family commitments, also felt the burden of fl exible avail-
ability and time resulting from their participation in the process. The 
project, and the evaluation, benefi ted enormously from this participa-
tion, but the cost was high.

Is participatory evaluation of a partnership worth the time and 
effort?

From the perspective of empowering the minority partner to be at 
the table as an equal partner with the majority partner(s) when as-
sessing the partnership, the answer is yes. This model provided an 
opportunity for the minority partner to challenge and to be challenged 
by the majority partner(s) and vice-versa. However, the participatory 
approach takes time and effort away from other activities that the 
partners want to undertake, including participatory evaluation of 
the project itself. Differences in resources and time availability have 
been described as a challenge for the creation of equal, non-hierar-
chical research partnerships between universities and communities 
(Buckeridge et al., 2002; Suarez-Balcazar, Harper, & Lewis, 2005). 
The MSCS partnership was not primarily a university-community 
research partnership; nevertheless, there were considerable differ-
ences in the time available for participatory processes, including 
participatory evaluation. 

We are not sure if the benefi ts of a participatory evaluation of the 
partnership outweigh the disadvantages. We think that partnership 
itself should be evaluated; however, there may be less participatory 
but equally useful ways. The process we followed to evaluate this par-
ticular multicultural, multiple-partner participatory health promo-
tion research project was unique, to the extent that each participatory 
partnership is unique. Conceivably, all the frameworks, including the 
“key moments” approach, may be used in more or less participatory 



THE CANADIAN JOURNAL OF PROGRAM EVALUATION50

ways, to guide community-based health promotion programs through 
transitions or key moments.

Did participatory evaluation of the partnership contribute to 
sustainability?

Sustainability (Stage Four of the CCB model) was an expectation 
for the MSCS partnership. Alexander et al. (2003) enumerate many 
threats to the long-term sustainability of community health part-
nerships; and there are numerous tools, manuals, and articles that 
describe how partnerships can be developed and strengthened. In 
reviewing our process, we realized that the MSCS partners did many 
of the things that the literature suggests partners should be doing, 
from developing detailed and explicit agreements about roles and 
responsibilities, to specifying ideological frameworks, to creating 
multiple and fl exible opportunities for interpersonal contact to build 
trust. Despite this, the MSCS did not receive ongoing funding after 
the demonstration stage, and was unable to continue as a lay health 
promotion program.

The impact that participatory evaluation had on the partnership could 
not be assessed at the project’s end. However, three years after the 
project formally shut down, the partners continue to support each 
other in various ways. All four core partners acknowledge that the 
participatory nature of the project strengthened their inter-relation-
ships and commitment to supporting the minority partner to increase 
the Hispanic community’s capacity to participate in their own preven-
tive health care. The minority partner organization was enabled to 
review its internal structure, and has a renewed mandate from the 
Hispanic community for continuing health promotion and community 
development in the area. The majority partners acknowledge that 
their capacity to understand the barriers that marginalized minor-
ity communities face in accessing health services has increased, and 
continue to seek ways to remove those barriers in the work they do. 

We conclude with the refl ections of a minority community group 
participant, one year after the project had fi nished: 

From the point of view of the group, the achievements 
are also enormous. And that is because people look at 
what we achieved, from the outside, and they go: “Wow!” 
People on the outside see what we did, not the struggles 
and problems and fi ghts inside the group. And maybe 
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in the end that is what matters the most, to have that 
result. And only now are we seeing, now we are getting 
the fruits of our labour. All sorts of mainstream services 
and organizations now know of LAZO, they invite us to 
participate in community committees about things like 
violence and improving the services in the city for women. 
And this is what you only can see now, some time later, 
looking back. [Translated from Spanish by authors.]
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UNDERSTANDING CULTURAL COMPETENCE 
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VIOLENCE WITHIN IMMIGRANT COMMUNITIES”
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This article examines the topical concept of cultural competence 
for evaluators by presenting refl ections on the evaluation of 
“Breaking the silence: A project to generate critical knowledge 
about family violence within immigrant communities” as a case 
example. Experiences of the internal evaluator in relation to 
cultural competency are explored and implications for practice 
are presented. Including suffi cient time to build relationships, 
facilitating a learning process, and developing evaluator compe-
tencies are among the salient themes presented. 

Cet article examine le concept courant des compétences cul turelles 
pour les évaluateurs en utilisant comme étude de cas l’évalua-
tion de : « Briser le silence : Un projet qui vise à développer des 
connaissances critiques relatives à la violence familiale au sein 
des communautés immigrantes ». La compétence culturelle liée 
aux expériences de l’évaluateur interne est explorée et des im-
plications pour la pratique sont présentées. Les thèmes saillants 
comprennent : un temps suffi sant pour établir les relations, la 
facilitation du processus d’apprentissage, et le développement 
des compétences de l’évaluateur. 

The practice of evaluation has become an integral compo-
nent of program development and management, from both a funding 
and an operational perspective (Bozzo, 2002; Callahan, 2004; Ottier, 
2005; Sieppert, 2005). Furthermore, there is growing recognition by 
evaluators about the importance of acknowledging the role of culture 
in program evaluation and agreement that culture can shape how we 
view and understand an issue (Bent-Goodley, 2005; SenGupta, Hop-
son, & Thompson-Robinson, 2004; Springett, 2003; Symonette, 2004). 
Although the number is on the rise (see Thompson-Robinson, Hopson, 
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& SenGupta, 2004), there exist only a few examples of cross-cultural 
evaluations in the literature (Letiecq & Bailey, 2004). The purpose of 
this article is to add to our understanding of cross-cultural competency 
in evaluation and present implications for current practice. The origi-
nal paper emerged from my participation, over an 18-month period, 
in a cross-cultural project exploring issues around family violence 
specifi c to immigrant and refugee communities. Beginning with an 
exploration of the concept of cultural competency, this article presents 
guiding questions, draws on the “Breaking the Silence” project as a 
case example, and concludes with lessons learned and implications 
for culturally competent evaluation practice. 

CULTURAL COMPETENCE AND EVALUATION

Ethnicity, race, religion, belonging to a specifi c association, or being 
part of a certain community brings together individuals who encom-
pass similar values and common beliefs and adhere to norms, customs, 
and the like—in essence a shared culture. King, Neilsen, and Colby 
(2004) describe culture as encompassing the norms that people adhere 
to and live by, and patterns that human groups share. Cultural com-
petence is having an “appreciation and recognition of other cultural 
groups and acceptance of the inherent differences that exist among 
them” (Thompson-Robinson et al., 2004, p. 1). Cultural competence 
involves considering the uniqueness of each group, and planning and 
designing appropriate and relevant program evaluations, standards, 
and measures. Displaying cultural competence is to demonstrate an 
“active awareness, understanding, and appreciation for the context 
at hand” and avoiding a one-size-fi ts-all approach when evaluating 
a program (SenGupta et al., 2004, p. 12). It includes incorporating 
responsive and inclusive ways to conduct evaluation by representing 
the experiences and beliefs of the people involved as well as consid-
ering relevant historical, contextual, and social factors in program 
design, delivery, and evaluation (SenGupta et al., 2004). 

The Canadian Evaluation Society Guidelines for Ethical Conduct 
state that “evaluators should be sensitive to the cultural and social 
environment of all stakeholders and conduct themselves in a man-
ner appropriate to this environment” (Canadian Evaluation Society, 
n.d.). The American Evaluation Association’s Guiding Principles for 
evaluators state: 

To ensure recognition, accurate interpretation and re-
spect for diversity, evaluators should ensure that the 
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members of the evaluation team collectively demon-
strate cultural competence. Cultural competence would 
be refl ected in evaluators seeking awareness of their own 
culturally-based assumptions, their understanding of 
the worldviews of culturally-different participants and 
stakeholders in the evaluation, and the use of appro-
priate evaluation strategies and skills in working with 
culturally different groups. Diversity may be in terms of 
race, ethnicity, gender, religion, socio-economics, or other 
factors pertinent to the evaluation context. (American 
Evaluation Association, 2004)

The summer 2004 issue of the American Evaluation Association’s New 
Directions for Evaluation focused specifi cally on cultural competence. 
The following defi nition was proposed:

Cultural competence in evaluation can be broadly defi ned 
as a systematic, responsive inquiry that is actively cog-
nizant, understanding, and appreciative of the cultural 
context in which the evaluation takes place; that frames 
and articulates the epistemology of the evaluative en-
deavor; that employs culturally and contextually appro-
priate methodology; and that uses stakeholder-generated, 
interpretive means to arrive at the results and further 
use of the fi ndings. (SenGupta et al., 2004, p. 13)

The above defi nition stresses the importance of being aware of the 
cultural context in which the evaluation is taking place by recognizing 
political, social, and historical factors that may infl uence evaluation 
questions, methodology, and the use of fi ndings by stakeholders. 

When exploring what it means to work as a culturally competent 
evaluator, I question if cultural competence is a way of working, 
knowing or simply being. Can any evaluator be or become culturally 
competent? Hood (2001) maintains that evaluators from a similar 
cultural background are more likely to have “direct experiences” 
with their own racial and cultural group and therefore likely to build 
relationships at a faster pace. Although Hood’s point is intuitively 
sound, it is not uncommon for programs to be evaluated by people 
who have different experiences from program users (Yarbrough, 
Shulha, & Caruthers, 2004). Evaluators of a similar background 
to participants may not be available or programs may include rep-
resentation from a number of different cultural groups (Letiecq & 
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Bailey, 2004). By conducting a participatory evaluation, evaluators 
recognize multiple perspectives of knowledge, act as facilitators, and 
“assume that participants in the evaluation process create shared 
meaning” (King et al., 2004, p. 68). In accordance with an increase 
in participatory evaluation in general (Birch & Jacob, 2005; Green 
& Mercer, 2001; King et al., 2004; Torres, Preskill, & Piontek, 2005; 
Whitmore, 1998), it seems reasonable to conclude that working from 
a participatory approach with evaluator as facilitator, and including 
stakeholders in the evaluation process, has the potential to achieve 
culturally competent practice. 

The idea of evaluator as facilitator of the evaluation process suggests 
refl ection on how our own experiences infl uence the way we evalu-
ate, connect with participants, and offer insight about a program 
(Patton, 2002). Based on the experience of conducting a participa-
tory evaluation of a women’s program in South Africa, Burke (1998) 
asked herself questions about her dual role as a white Canadian 
woman and an evaluator of a program in a Third World country. 
In searching for my own cultural competence, I too asked myself, a 
white mainstream Canadian woman, how my experiences, evalua-
tion training, and assumptions infl uenced the way I approached a 
cross-cultural evaluation. In the next section, I present a summary 
of a project that took place in Western Canada and describe cultural 
competence as a conscious way of working and learning; something 
that develops through experiences working with diverse populations 
and with refl ection.

CASE EXAMPLE: UNDERSTANDING CULTURAL COMPETENCE 
THROUGH THE EVALUATION OF “BREAKING THE SILENCE: A 
PROJECT TO GENERATE CRITICAL KNOWLEDGE ABOUT FAMILY 
VIOLENCE WITHIN IMMIGRANT COMMUNITIES”

The case example and lessons learned sections address the following 
guiding questions:

1. In relation to program planning and evaluation, what activi-
ties refl ect cultural competence?

2. What lessons can be drawn from this case example to contrib-
ute to our knowledge of culturally competent evaluation?

This case example was prepared by reviewing project evaluation docu-
mentation and as a result of discussion with participants. Included in 
the presentation of the case example is an overview of family violence 
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specifi c to an immigrant and refugee context, the project’s background 
and objectives, the evaluation’s guiding framework and use of theory, 
and a summary of the process and outcome evaluation. In general, 
having an awareness of context is important when making sense of 
information and specifi cally when considering the impact of culture. 
In other words, this project required refl ection about how the issue of 
family violence may be different when considering the immigration 
and settlement context. This next section provides a brief overview 
of family violence specifi c to immigrant and refugees. 

Context

Individuals immigrating to a new country bring with them values 
and beliefs about families, roles, and responsibilities and a unique 
cultural heritage (Ortiz, 2003). Adjusting to and learning a new 
system, leaving behind a family support network, gender role expec-
tations, isolation, language barriers, and a lack of knowledge of the 
legal system are some of the challenges facing immigrants in a new 
country (Alberta Children’s Services, n.d.; Erez & Copps Hartley, 
2003; Moracco, Hilton, Hodges, & Frasier, 2005). In essence, the act 
of immigration and settlement in a new country and dealing with 
associated challenges can heighten stress and, without support, 
may result in situations of increased family tension or intensify the 
potential for family violence. 

A complex issue involving personal beliefs, values, cultural, eco-
nomic, and societal pressures, family violence can include physical, 
emotional, fi nancial, and spiritual components (Offi ce for the Pre-
vention of Family Violence, 1994). Some families may have expe-
rienced violence prior to coming to a new country, while for others 
family violence may be a recent development when faced with the 
additional  stressors of immigration and settlement. Issues of family 
violence may go unreported or unaddressed for a number of reasons. 
For example, the victim may be embarrassed, feel frightened, fear 
potential retaliation or loss of partner, or be wary of police involve-
ment (Valente, 2002). If reported, some victims may have diffi culty 
accessing culturally relevant services or face discriminatory treat-
ment (Bent-Goodley, 2005; Moracco et al., 2005). For instance, a com-
munity-based evaluation found family violence requires individuals 
and families to draw on personal supports and agency resources to 
address the issue, but cultural and linguistic barriers make access-
ing mainstream services more diffi cult for members of ethno-cultural 
communities (Edmonton Chinese Community Services, 2001). With 
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funding to develop and evaluate programs as well as offer support 
to families, immigrant-serving agencies and partners are well posi-
tioned to learn more about the understudied issue of family violence 
in immigrant and refugee communities (Bent-Goodley, 2005; McFar-
lane et al., 2002; Public Legal Education and Information Service of 
New Brunswick, 1996). 

Project Background

A group of 18 members from nine immigrant and refugee communities 
and participating agency representatives, called the Legacy team,1 
received funding to conduct a project to generate knowledge about 
family violence within immigrant communities, and develop and pilot  
a curriculum. Throughout this project, participants explored gender 
roles, power issues, and factors within the immigrant/refugee expe-
rience that may affect family relationships. I served as the internal 
evaluator and project coordinator. I shared the coordinating role with 
a professional who has a strong background in providing services 
around family violence. As a member of the Legacy team, my role 
included facilitating discussions and encouraging active participa-
tion in the evaluation process (Cockerill, Myers, & Allman, 2000). 
My approach and intent was to facilitate a participatory evaluation 
in a culturally competent way. 

The purpose of the evaluation was to document project activities as 
well as to provide opportunities for group refl ection leading to ad-
justments and improvements along the way. A project-coordinating 
group comprising three members (including myself) met bi-weekly 
to discuss project planning and evaluation-related issues to bring 
forward to the larger team for discussion. The Legacy team, as a 
collective, was part of the evaluation by contributing refl ective com-
ments on the project as well as participating in evaluation-related 
activities. For example, content for written reports was based on our 
discussions, and drafts were circulated to Legacy team members for 
feedback and suggestions. Furthermore, the evaluation provided the 
forum for Legacy team members to discuss whether the initial project 
goals and objectives were being accomplished. 

The three objectives of the “Breaking the Silence” project were:

• build capacities of resource people, elders, and family me-
diators in the community in order to better support families 
affected by family confl icts, disintegration, and violence; 
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• develop culturally and linguistically relevant information 
about family violence and services; and

• break the silence by fi nding appropriate opportunities for dis-
cussion about family violence within immigrant and refugee 
communities. 

Framework and Theory

At the time of my participation in this project, I was enrolled in doc-
toral studies in the Department of Human Ecology at the University 
of Alberta and was introduced to the Precede-Proceed model (Green 
& Kreuter, 1999). I brought forward this model for consideration by 
the Legacy team, identifi ed the social cognitive theory as a potential 
guide for the planning and evaluation of this project, and subse-
quently received support from participants for their use. As such, 
constructs from the social cognitive theory and the Precede-Proceed 
model provided the framework for the planning, implementation and 
evaluation of this project.

In designing the implementation and evaluation, the model and 
theory selected were appropriate for use in cross-cultural settings 
(Resnicow, Braithwaite, Dilorio, & Glanz, 2002). The Precede-Proceed 
planning and evaluation model has a strong component of participa-
tion to identify problems and defi ne appropriate solutions (Resni-
cow et al., 2002). The Precede-Proceed model has been widely used 
in health promotion, health care, schools, and community settings 
in both planning and evaluation (see Green & Kreuter, 1999). The 
Precede-Proceed acronym stands for Predisposing, Reinforcing and 
Enabling Constructs in Educational/Environmental Diagnosis and 
Evaluation. There are nine phases in this planning model: social as-
sessment, epidemiological assessment, behavioural and environmen-
tal assessment, educational and ecological assessment, administrative 
and policy assessment, implementation, process evaluation, impact 
evaluation, and outcome evaluation. Precede is based on the premise 
that educational diagnosis precedes an intervention plan (Carlson 
Gielen & McDonald, 2002). 

Specifying a theory to frame a project evaluation elicits certain con-
structs to consider over others and can be used to guide program 
development and evaluation. Employing theory supports the idea 
that, based on certain actions, change is likely to occur (Chaytor 
& Carter, 2005). Social cognitive theory considers the interaction 
between environment and social change. Constructs from the social 
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cognitive theory lend themselves well to explaining change in diverse 
cultural settings and are “well suited to elucidate human personal 
development, adaptation and change” (Bandura, 2002, p. 271). Two 
key theoretical constructs were made explicit in this evaluation: 
observational learning and collective effi cacy. 

Observational learning: A construct from the social cognitive theory 
posits that people learn from other people by observing them, a form 
of indirect teaching. By including credible role models (Baranowski, 
Perry, & Parcel, 2002)—in this case other Legacy team members and 
professionals working in the justice system and social services—it 
was the intention of the project that Legacy team members learn 
from each other through discussions and sharing of experiences. 
Therefore, when a Legacy team member received reinforcement from 
other members upon sharing the approach of working with a family 
experiencing family violence, another member was more likely to 
develop confi dence to use a similar approach when encountering a 
comparable situation. The goal was not to create “one view” or “one 
unifi ed response” around the complex issue of family violence, but to 
work together to hear each member’s voice and explore commonalities 
and differences within specifi c communities.

Collective effi cacy: The belief of Legacy team members in their ability 
to facilitate change, produce an effect, and delay or prevent undesired 
consequences—in short their “collective effi cacy”—was considered in 
the evaluation. Collective effi cacy is not simply the sum of all mem-
bers’ personal effi cacy (the individual’s belief that he or she possesses 
the power to make a change), “rather, it is an emergent group-level 
property that embodies the coordinative and interactive dynamics of 
group functioning” (Bandura, 2002, p. 270). Members had a shared 
involvement in the project that defi ned their status as a group. A 
strong sense of cohesiveness appeared to exist among the Legacy 
team members from a variety of cultures, likely as a result of a shared 
purpose and years of working together prior to this project. 

The construct of collective effi cacy has practical applicability. One way 
to measure collective effi cacy is by having group members arrive at an 
agreement on their perceived level of it (Bandura, 2000). Admittedly, 
members were at different stages in their own understanding of fam-
ily violence; however, we generally agreed this project was making a 
difference and specifi c examples were shared. For instance, Legacy 
team members said that when working with families they now more 
readily recognized signs of family violence than before their involve-
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ment in this project, and felt that they were gaining the necessary 
skills to begin to either address it or recognize the Legacy team as 
a forum where concerns could be brought forward for discussion. 
However, this deliberative approach of assessing agreement about a 
group’s level of collective effi cacy has its limitations. Related to con-
ducting a culturally competent evaluation, issues of power, distorting 
of others’ thoughts, and pressures for conformity must be taken into 
consideration. Moreover, “assessment by constructed consensus may 
itself change the effi cacy beliefs” (Bandura, 2000, p. 76). Neverthe-
less, introducing the idea that the project is a group endeavour rather 
than the responsibility of one individual seemed to provide a sense 
of collective purpose for members of this project. 

Although the model and theory adopted provided a comprehensive 
planning and evaluation framework, it required time, expertise, and 
resources to implement. Alternatively, some of the Precede-Proceed 
assessment phases were not fully completed or I took on the evalua-
tion-related tasks because I saw them as being part of my role, mainly 
because I had the background in evaluation. Considering the guiding 
question of activities that refl ect a cultural-competent evaluation 
and to ensure meaningful participation, this highlights for me the 
importance of including stakeholders in recommending and select-
ing an appropriate framework, theory, and methods (beyond simply 
asking for agreement on what is being proposed by the evaluator). 
According to Christie (2003), Layne (1999), Naylor, Wharf-Higgins, 
Blair, Green, and O’Connor (2002), and Springett (2003), some current 
evaluation practices may be consultative at best, rather than truly 
participatory. The balance from consultative to participatory can be 
shifted by spending suffi cient time discussing the goals of the evalu-
ation, roles and responsibilities, setting realistic timelines, engaging 
stakeholders in method-related decisions, and providing training and 
support in the planning stages and throughout the evaluation. 

Process and Outcome Evaluation

The main data collection strategy for this project was the synthesiz-
ing of the monthly discussions. Conversations and group discussions 
where members could explore their views helped to create a feeling of 
trust between them (Gardner, 2003). The monthly discussions were 
a regularly scheduled form of focus group. Evaluators and research-
ers have used focus groups in evaluations exploring the impact of 
culture (Zulli & Frierson, 2004) and in research on family violence 
and among diverse populations (Miedema, 1999; Yoshihama, 2002). 
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For example, when exploring the experiences of battered women in 
Japan, Yoshihama (2002) noted that a benefi t of using focus groups 
was the “intersubjectivity” that emerged through developing a shared 
understanding of family violence as a social issue. In turn, the shared 
understanding seemed to lessen the sense of isolation originally felt 
by participants (Yoshihama, 2002). 

The “Breaking the Silence” process evaluation served to character-
ize the group, describe the implementation, and document project 
changes and the rationale for such changes. The outcome evaluation 
phase involved examining the original objectives and assessing the 
extent to which they were met by means of keeping track of hours 
spent on various activities, individual and group interviews, and a 
fi nal questionnaire. Upon the completion of the funding period, Legacy 
team members had spent approximately 50 hours over an 18-month 
period formally discussing how family violence is defi ned and viewed 
in Canada (see Appendix for a summary of topics). As a result of this 
project, statistics about family violence cases in the justice system 
involving individuals from different cultures are now being tracked 
by the Edmonton John Howard Victims Assistance program (court 
support for cases dealing exclusively with domestic violence). After 
a fi le review conducted by the staff of the program in 2004, it was 
found that approximately 32% of their current caseload are identifi ed 
as being immigrants or refugees (a caseload consists of close to 100 
fi les). Curriculum encompassing a set of methods to deliver content 
and profi le the most relevant way to integrate exploration of the issue 
of family violence in participating communities was developed and 
piloted. Finally, to give focus to the project, a Legacy team member 
developed a continuum of care and action. Table 1 describes a con-
tinuum from prevention, to assisting people in crisis (safety plan, 
emergency supports), through to long-term support. 

A list of completed activities, however, does not necessarily provide 
suffi cient support to conclude meaningful change has taken place. 
Questions remain, such as: As a result of the work of the Legacy team, 
are communities currently discussing the issue and recommending 
changes or supports within their own structure? If so, are there other 
reasonable explanations for this change or can it be attributed to this 
project? Additional evaluation of the curriculum and assessing at-
tainment of longer-term outcomes remains to be done. Furthermore, 
additional research is needed to understand the nuances of diverse 
cultures as they relate to family violence and the impact of stereotypes 
and discrimination (Bent-Goodley, 2005; McFarlane et al., 2002). 
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LESSONS LEARNED AND IMPLICATION FOR PRACTICE: TIME TO 
BUILD RELATIONSHIPS, FACILITATING A LEARNING PROCESS, 
AND DEVELOPING EVALUATOR COMPETENCIES

In answer to the guiding question posed at the beginning of the case 
example, a number of lessons can be drawn. In this section, I present 
three themes, suggest evaluation-related considerations, and note 
implications for future practice. 

Time to Build Relationships

Perhaps one of the more salient lessons is the fi rsthand knowledge I 
gained about the importance of investing the necessary time to build 
relationships with participants and other stakeholders. The concept 
of “time” is important “in the sense of allowing time … that there is 
time to build trusting relationships … (because) when projects cover 
sensitive topics it may not be easy for people to contribute honestly 
with a stranger” (Gardner, 2003, p. 71). Furthermore, stakeholders 
like to contribute to evaluations in different ways and therefore 
evaluations should be fl exible to accommodate various levels of par-

Table 1
Continuum of Care and Actions

Deepening our understanding of the issues:
A learning circle among community leaders and resource people
1. Changing gender roles and parents roles – issues of gender equality and children’s rights.
2. Confl ict between “individual-based” rights versus more traditional values about collectives and owner-
 ship
3. Need to develop new “problem solving” for maintaining family harmony.

 Newcomers
 Young couples
Intended  Expectant couples
audience Mothers and fathers
(For WHOM) Youth

Strategies Community education  Early detection  Crisis Post-crisis Long-term
 and prevention and intervention support support support
Actions
(WHAT) Part of settlement  Culturally relevant Collaborative Victims Counselling
 orientation—Canadian  mediation and support  Assistance Legal 
 laws that affect families intervention with shelters Programs support
 Marriage Preparation Confl ict analysis and police   Financial
 Prenatal Classes and problem- (spousal   support
 Parenting group solving skill violence
 Youth groups development teams)

Developed by Yvonne Chiu, Multicultural Health Brokers Cooperative, 2004, as part of this project.
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ticipation (Gardner, 2003; Green, Mulvey, Fischer, & Woratschek, 
1996). In support of allowing suffi cient time, Letiecq and Bailey 
(2004) remarked on the need to allocate signifi cant upfront time to 
build trusting relationships with individuals who may mistrust or be 
suspicious of outside evaluators. A challenge to ensuring “suffi cient 
time” and an implication for practice is justifying and negotiating the 
extra amount needed with funding agencies (Letiecq & Bailey, 2004; 
Ottier, 2005). In the case of the Legacy team project, we requested 
and received two extensions (equaling approximately one year) before 
submitting fi nal reports to the funders. Activities consistent with 
being a culturally competent evaluator are advocating for suffi cient 
time in the planning stages of the evaluation, engaging in dialogue 
with stakeholders by discussing an appropriate evaluation frame-
work, and identifying opportunities for participation throughout the 
evaluation process. 

Alternatively, results of a non-culturally competent evaluation, as 
seen by members of the Legacy team in past evaluations, are evalua-
tors who get upset or angry when using their cultural lens and become 
negative about the slow change process. Legacy team members advise 
that change can be slow but this does not mean that nothing is being 
done. In short, culturally competent evaluators have a role to promote 
and engage in dialogue through in-depth discussions working toward 
fi nding a shared meaning by taking the time necessary to develop 
an understanding of the participants and the project (King, Stevanh, 
Ghere, & Minnema, 2004; Lee & Walsh, 2004).

Facilitating a Learning Process

Ensuring time to build relationships relates to the theme of facilitat-
ing a learning process throughout the evaluation. When evaluating a 
project exploring family violence in a multicultural context I surmised 
that the process of collaboration throughout the evaluation was as 
important as measuring outcomes. Cross-cultural evaluation is a 
mutual type of work, a process and not just an end product (Legacy 
team discussion, May 2005). Cultural competence includes an attitude 
of being open-minded, fi nding out the reasons behind the way things 
are, and having an acceptance and willingness to learn. Evaluators 
who get excited over the “exotica” of different cultures may miss 
identifying relevant issues. Alternatively, those who are rigid and 
look only through their own lens may miss a collaborative learning 
opportunity. Ultimately, as a Legacy team member pointed out, a 
culture exists with being an evaluator and we bring certain assump-



71LA REVUE CANADIENNE D’ÉVALUATION DE PROGRAMME

tions, values, and beliefs to the table. Therefore, learning throughout 
the evaluation takes place both ways. 

Culture changes and does not remain static amidst the practice of 
program development, implementation, and evaluation. Culturally 
competent evaluators are fl exible and adapt to that change, all the 
while trying not to rush the process. For example, at one point in the 
evaluation I had to ask myself whose agenda I was trying to push 
forward. At times, my structured approach, with specifi c timelines, 
seemed inconsistent with the exploration of the issue of family vio-
lence by Legacy team members. As part of the process evaluation, 
twice during the project we respectfully discussed what was working 
and what could be improved upon. As a result, I decided to become 
less structured in my facilitation of discussions, relied less on a 
set agenda as a list of items and questions to work through, and 
participated in a more free-fl owing discussion. I also became more 
relaxed about group discussions not always starting and ending on 
the agreed-upon time and less concerned about the comings and go-
ings of people throughout our scheduled time together. I recognized 
that it was the participation that was important. Concepts like a fi xed 
and fi rm start/end time and structured agendas should be relevant 
to the context and the ebb and fl ow of the group. 

In short, including a number of different ways to collect data, pro-
viding opportunities for refl ection by discussing how the project is 
unfolding, and making assumptions explicit by acting as a bridge to 
build understanding amongst participants are activities consistent 
with being a culturally competent evaluator. Fortunately, evaluators 
have a myriad of skills and approaches, which include technical, 
interpersonal, and facilitation skills (Stevahn, King, Ghere, & Min-
nema, 2005) to draw on to ensure that the evaluation is culturally 
appropriate. With each new experience, we gain a new appreciation 
of which skills and approaches to apply. 

Developing Evaluator Competencies

To explain the third theme, I draw on the work of Stevahn et al. (2005) 
and their analogy of evaluators being like well-equipped travelers 
bringing all the tools necessary for a successful trip. After years of 
work, the authors established a taxonomy of Essential Competencies 
for Program Evaluators. King et al. (2001) conducted an exploratory 
study designed to assess the level at which evaluators from differ-
ent backgrounds perceived the importance of Essential Evaluator 
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Competencies. The list of competencies was originally identifi ed in 
a class of advanced graduate students and further developed by the 
authors. A group of 31 diverse individuals involved in the fi eld of 
program evaluation engaged in a “Multi-Attribute Consensus Reach-
ing Process” about proposed competencies. Participants rated the 
importance of having “cross-cultural skills” (a competency listed under 
the cluster of General Skills for Evaluation Practice) at 90.32 (within 
a range of 50–100). This rating is about midway for that cluster, as 
compared to the highest rating given to “logical and critical thinking 
skills” at 97.58 and the lowest “computer application skills” rated at 
84.84. Included in the study was a sample of qualitative responses. 
When discussing cross-cultural skills, a respondent identifi ed the 
need for evaluators to develop group facilitation and cross-cultural 
skills when working with community groups and believed that too 
much emphasis is put on teaching technical skills and not enough 
placed on interpersonal ones. As an evaluator who was evaluating 
a project at the same time as trying to understand what it means 
to be culturally competent, I agree that additional instruction and 
dialogue in the area of cross-cultural skills would be benefi cial as 
part of evaluation training. 

More recently, Stevahn et al. (2005) presented a revised taxonomy in 
an effort to arrive at an agreement of overall essential competencies 
for evaluators. The authors suggest that adopting this revised tax-
onomy will improve training opportunities, promote the advancement 
of research on evaluation, and work toward the professionalization of 
the fi eld. Included in the revised taxonomy is “demonstrating cross-
cultural competence” (number 6.6, replacing “cross-cultural skills”), 
listed under the category of interpersonal competencies. To name 
only a few related competencies in that category, the list also includes 
facilitation of constructive interpersonal interaction, use of verbal/
listening communication skills, and refl ective practice (see Stevahn 
et al., 2005, for a complete list). Based on the growing recognition of 
the importance of cross-cultural competency in evaluation, an impli-
cation for practice is that this topic and associated issues should be 
included as part of the curriculum offered by educational institutions 
with programs in evaluation and added to the Essential Skills Series 
offered by the Canadian Evaluation Society. 

CONCLUSION

In considering our own assumptions around culture and engaging 
in discussions with participants when planning and undertaking 
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evaluations, the perspectives of the people we are working with will 
be recognized by means of culturally and contextually appropriate 
evaluations. This article presents information about a signifi cant and 
relevant topic for evaluators and highlights a number of important 
considerations. Including a message of having an awareness of simi-
larities and differences among various cultures, this article provides 
a review of literature on cultural competence, addresses a gap by 
contributing a case example of a cross-cultural evaluation, and adds 
to our understanding of related issues. Furthermore, this case ex-
ample supports the idea that an evaluator of a different background 
from that of participants can competently evaluate a program within 
a cultural context using a participatory approach. In answer to the 
guiding questions posed at the introduction of the case example and 
based on the literature reviewed, there are many ways to demonstrate 
cultural competence in evaluation. Namely, evaluators should include 
suffi cient time to build relationships; offer a variety of opportunities 
for participation; engage in co-learning about the issue by facilitat-
ing a learning process; consider historical, political, and contextual 
factors that may infl uence the evaluation; and ultimately draw on a 
myriad of skills and related competencies appropriate to the specifi c 
culture and context of each evaluation. 
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APPENDIX

A Summary of Legacy Team Discussion Topics

Participants spent time contrasting Canadian views to that of their 
homeland. Factors within the immigrant/refugee experience impact-
ing on family violence were identifi ed. Gender roles and power issues 
were discussed from the perspective of both men and women in the 
group. The following is a summary of some of topics that guided the 
monthly discussions: 

• How can dialogue around family violence begin within com-
munities? What steps can be taken to identify each commu-
nity’s comfort level with the issue? 

• What trends are we seeing in regard to family violence? 
Discussions suggested that gender dynamics, cross-cultural 
relationships, abuse from parents and in-laws, and marriages 
where one spouse has been in Canada 5–10 years prior to 
the other were emerging trends.

• Youth-specifi c focus group. The youth members stated that 
they must be part of the solution and that we all must work 
together to address the issue of family violence. 
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• A discussion, facilitated by SAFE Place Shelter, and Offi ce 
for the Prevention of Family Violence, provided an overview 
of the cycle of violence, available services, and an overview 
of the immigrant experience. Specifi cally mentioned were 
isolation, eroded self-esteem, loss of connection with family, 
culture shock (lasting 1–2 years), exploitation at home and 
work, and diffi culty accessing legal services—all factors that 
give power to the abuser. An abuser can assert control by giv-
ing misinformation about immigrant status or threatening to 
take away sponsorship or landed immigrant status. Culture 
barriers include experiences from home country, limited legal 
resources, lack of protection, lack of community support, and 
overall violence. Gender differences were also discussed. 

• How can we break the silence? In sum, we can break the 
silence by sharing information, addressing secrecy, looking 
at the environment and individual situations, valuing trust, 
and building relationships. 

• A discussion was held to explore various cultures’ relation-
ship with the justice system. There remains some mistrust 
based on experiences from home countries and the manda-
tory charging policy in regards to family violence. 

• Two formal discussions were facilitated specifi cally for men to 
share their experiences and thoughts around family violence. 
Participating men suggested the importance of supporting 
“family harmony” and sharing stories of resolution. 

• A resource-sharing meeting was held with discussion about 
how best to integrate a family violence curriculum into exist-
ing programs.
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In this article we describe our experiences using a Community-
Based Participatory Research orientation (CBPR; Minkler & 
Wallerstein, 2003) with a group of community professionals in 
healthcare institutions. The purpose of the project was to design, 
develop, deliver, and evaluate an online dementia care program 
for registered and non-registered healthcare workers in long-
term care homes who work with residents with dementia. The 
Demand-Driven Learning Model (DDLM; MacDonald, Stodel, 
Farres, Breithaupt, & Gabriel, 2001) was used to guide this proc-
ess. The CBPR approach allowed multiple views, attitudes, and 
experiences to strengthen the content, delivery, and evaluation 
of the program. By addressing some of the issues involved in the 
process, we hope that our experiences documented in this article 
will help others develop research partnerships with community 
professionals, as well as plan, implement, and evaluate collabora-
tive online healthcare training programs.

Dans cet article, nous décrivons les expériences que nous avons 
vécues dans le cadre d’un projet communautaire de recherche 
participative (Community-Based Participatory Research, CBPR; 
Minkler & Wallerstein, 2003) avec un groupe de professionnels 
de la communauté oeuvrant dans des établissements de soins 
de santé. Le projet visait à concevoir, élaborer, mettre sur pied, 
et évaluer un programme en ligne pour les travailleurs de soins 
de santé autorisés et non autorisés oeuvrant dans des établis-
sements de soins de longue durée auprès de patients souffrant 
de démence. Le modèle d’apprentissage fondé sur la demande 

The Canadian Journal of Program Evaluation Vol. 21 No. 2 Pages 81–104
ISSN 0834-1516 Copyright © 2006 Canadian Evaluation Society 



THE CANADIAN JOURNAL OF PROGRAM EVALUATION82

(Demand-Driven Learning Model, DDLM; MacDonald, Stodel, 
Farres, Breithaupt, & Gabriel, 2001) a servi à guider le processus. 
L’approche de recherche participative CBPR permet d’intégrer 
des points de vue, des attitudes, et des expériences multiples pour 
renforcer le contenu, la prestation, et l’évaluation du programme. 
En abordant certaines des questions inhérentes au processus, 
nous espérons que les expériences que nous décrivons dans cet 
article aideront d’autres à forger des partenariats de recherche 
avec des professionnels de la communauté et à planifi er, à mettre 
en œuvre, et à évaluer des programmes de formation participatifs 
en ligne dans le domaine des soins de santé.

In healthcare, continuing education (CE) for clinical staff 
is necessary to maintain competency and ensure a high quality of care. 
In long-term care (LTC) homes, many barriers hinder the delivery of 
CE, such as the logistical and budgetary constraints of releasing staff 
from their work for extended periods of time (even half an hour can 
be a challenge), diffi culties in reaching healthcare professionals who 
work the evening and night shifts, and limited fi nancial resources to 
pay for educators and materials. Research into effective CE designs 
and activities can provide educators with solutions for overcom-
ing these barriers. However, our experience has demonstrated that 
researchers and evaluators often face diffi culties encouraging pro-
gram personnel (persons responsible for CE programs in healthcare 
facilities) to take notice of research or program evaluation fi ndings 
regarding CE. Patton (1997) suggested that a collaborative effort 
between the community and academics is the best way to foster the 
use of research reports and their fi ndings for program development. 
In this research we examined a collaborative inquiry project involving 
community professionals and university-based researchers.

Community-Based Participatory Research (CBPR) is increasingly 
being acknowledged as a valuable collaborative research orientation 
(Gallagher, Easterling, & Lodwick, 2003). CBPR projects typically 
act upon important, community-identifi ed problems such as dispari-
ties based on age, race, or class and build on strengths and resources 
within the community (Israel, 2000; Wallerstein & Duran, 2003). The 
intent of the collaboration between the researchers and those affected 
by the research (those experiencing the disparity) is to balance differ-
ences in power and hierarchy, as well as to create an environment for 
the inquiry that fosters authenticity in the data that more accurately 
refl ects the community’s reality, fosters a sense of empowerment, and 
facilitates mutual learning. The knowledge constructed by and with 
the community helps cultivate change and social well-being (Minkler 
& Hancock, 2003).
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Advocates of CBPR identify the “community” as a grassroots organi-
zation that impacts upon a marginalized society where social change 
is required. However, Easterling, Gallagher, and Lodwick (2003) sug-
gested that “community-based” is not rigidly defi ned. They indicated 
that some projects are community-based only in the sense that the 
interventions are placed in the community setting, whereas others 
refl ect signifi cant input from the community members. Similarly, 
Israel et al. (2003) proposed that there is not just one way to conduct 
CBPR and that “each partnership will develop its own approach to 
inquiry and change, along with principles that are appropriate to 
working together in their specifi c context” (p. 71). 

In this inquiry, we refocused the defi nition of community. We adopted 
a CBPR approach appropriate for the context of working together as 
a “community of professionals.” Instead of the more typical partner-
ship of academics and those experiencing disparity in CBPR, our 
inquiry involved a group of academic, university-based researchers 
and a group of community-based professionals (healthcare managers, 
administrators, hospital-based evaluators, and educators) respon-
sible for CE in LTC homes. It was these community professionals 
who identifi ed a practical problem: how to provide CE to healthcare 
providers in LTC who provide services to persons with dementia. The 
community professionals contacted university-based researchers with 
expertise in curriculum design, program evaluation, and eLearning to 
help them overcome the barriers of providing CE to their staff in LTC 
homes. This article explores the application of CBPR principles to this 
partnership between the academics and the community professionals. 
By addressing some of the issues involved in this process, we hope 
that our experiences will help others develop collaborative research 
endeavours aimed at online CE programs in healthcare.

WHY USE CBPR?

There are several reasons why university-based researchers and 
community healthcare groups choose to participate collaboratively 
in research projects. Involving the end-users of the research data, 
in this case community-based professionals, in the actual research 
process means they will be more likely to integrate the results into 
new policies, procedures, and education programs for their care fa-
cilities (e.g., LTC homes). Research outcomes therefore become more 
relevant to the community members than would be the case for more 
mainstream, traditionalistic approaches to research (Morrison & 
Lilford, 2001; Patton, 1997). 
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Furthermore, in CBPR the research problem is viewed from multiple 
perspectives, leading to a better understanding of the issue being 
investigated (Gallagher et al., 2003; Karim, 2001). By grouping a 
variety of partners, a wide range of attitudes, beliefs, experiences, 
thoughts, and opinions are uncovered (Sohng, 1995). University-
based researchers and community professionals contribute unique 
strengths and share research-related responsibilities within the social 
and cultural dynamics of the partnership (Gibbon, 2002). Diversity 
of members in a CBPR project is considered an important aspect of 
creating outcomes that are relevant and useful to the community 
(Cousins & Whitmore, 1998). CBPR provides an educational oppor-
tunity for partners to develop a collective consciousness, as well as 
share skills in addressing the issues at hand (Minkler & Hancock, 
2003). The goal is to enable community-based participants to fully 
immerse themselves in the research process and to understand the 
underlying concepts or evidence-based theories behind their inter-
ventions. They are then better positioned to promote social change. 
Simultaneously, the university-based researchers are able to come to 
a better understanding of the community of interest and its chang-
ing realities.

Despite the many benefi ts of CBPR, it is not without its challenges 
and shortcomings. Real collaboration takes time: time to engage in 
meetings, complete accountability processes, and resolve problems. 
Using a collaborative CBPR orientation often requires that partici-
pants deal with competing interests and confl icting schedules. The 
delicate balance between democracy and effi ciency can be compro-
mised when one has to choose between equal participation and loom-
ing deadlines (Stoecker, 2003). Weaver and Cousins (2004) described 
this dilemma as assessing “manageability” or having to make a choice 
between achieving complete diversity on the researcher-community 
team and the unwieldiness of working with a large committee. Com-
promise is often necessary.

While acknowledging the inherent diffi culties of CBPR, the approach 
does present important benefi ts to both the community profession-
als and the university-based researchers. The cultural differences 
of both groups are acknowledged and sensitive strategies can be 
collaboratively developed in which the roles and expectations are 
clearly outlined (Agency for Healthcare Research and Quality, 2003). 
Full advantage can be taken of the knowledge, experiences, and per-
spectives of individuals in the community as they provide input on 
training needs, development of evaluation instruments, data collec-
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tion and analysis, and the ultimate interpretation of the program’s 
impact on individuals and the community as a whole. Thus, the 
research process becomes a collaborative, co-learning, community-
building experience. 

THE CBPR PROCESS IN THIS INQUIRY

Members of the Community of Inquiry

Since 2001, eLearning has been an interest of the lead community 
organization, SCO (Sisters of Charity of Ottawa) Health Service, a 
corporation with two teaching chronic-care hospitals and two LTC 
homes. Three members of the SCO Health Service (one of whom is 
the fourth author of this article) identifi ed a problem common to 
many LTC homes. They found that LTC providers were faced with 
having to deal with challenging behaviours of residents suffering from 
dementia that led to staff burnout, stress, and high turnover rates. 
Differing expectations of elderly patient care, lack of team integration, 
and perceived lack of training to be able to deal with the demands 
of the job contributed to this. The community professionals felt that 
this situation could be partially ameliorated with staff education via 
eLearning. In line with CBPR principles, they contacted a professor 
(the fi rst author) in the Faculty of Education at the University of 
Ottawa who was conducting research on eLearning. The purpose 
was to discuss the feasibility of their planned bilingual (French and 
English) dementia care training program and to consequently pursue 
a grant. A research group was formed with the SCO professionals, 
the professor, and a Ph.D. student (the third author) conducting re-
search in the area of eLearning in healthcare. Together, they agreed 
to conduct a project involving front-line workers in LTC homes car-
ing for persons with dementia that would be mutually benefi cial to 
both the community and university-based researchers. The focus of 
the research was to identify the factors that facilitate or undermine 
effective online learning and performance for healthcare teams, as 
well as to identify lessons learned that can be used to improve future 
online learning initiatives.

This small start-up group submitted a Letter of Intent for a  CANARIE 
eLearning Research Grant and was successful in obtaining an invita-
tion to apply. Additional experts joined the project (i.e., two psycholo-
gists who could provide information on the content of the training 
program and representatives from the E-learning Centre at the 
University of Ottawa, the Royal College of Physicians and Surgeons 
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of Canada, the Network of Centres of Excellence in E-Health, and 
the Consortium National de Formation en Santé). Tasks for writing 
the proposal were distributed to different members of the group. It 
was decided that SCO would be responsible for providing the course 
content and that the eLearning Centre would produce the program. 
The university-based researchers advised the group to use a com-
prehensive framework to guide them in the design, development, 
delivery, and evaluation of the eLearning program and proposed the 
Demand-Driven Learning Model as a quality standard (DDLM; Mac-
Donald, Stodel, Farres, Breithaupt, & Gabriel, 2001; see Figure 1). 
The core research group identifi ed three LTC homes offering French-
language services (one in Ottawa, Ontario, and two in Moncton, New 
Brunswick), as well as three LTC homes offering English-language 
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services (one in Ottawa, one in Medicine Hat, Alberta, and one in 
Edmonton, Alberta). Representatives from each home were included 
in the research team. The proposal was successful and the project 
was funded by CANARIE.

Once the project got underway, the fi rst task was to divide members 
of the large research team into three working groups depending on 
individual expertise. The administrative team comprised three indi-
viduals: the principal investigator, a project manager, and a part-time 
administrative assistant. Together they were responsible for managing 
the project, participating in the meetings of the other workgroups, and 
completing relevant documents for the granting agency. The pedagogy 
team comprised 11 individuals including content (dementia) experts, 
eLearning specialists/instructional designers, and university-based 
researchers. The evaluation team comprised three individuals: two 
academics (a professor and a post-doctoral fellow who is the second 
author of this article) and an SCO program evaluator. Throughout 
the project, the lines were blurred between academic and community 
perspectives, as is probably true in most CBPR endeavours. Division 
of labour is an important aspect of a CBPR partnership. Due to time 
constraints and varying expertise, it was often necessary to assign 
certain aspects of the research to one person or a small group. While 
this may seem to be contrary to CBPR, it was done at the suggestion 
and consent of the research team. All members of the research team 
were informed and involved in the process while a core group led the 
research activity. This division of labour is a compromise that keeps 
projects on track (Weaver & Cousins, 2004).

Conducting the Needs Assessment

According to the DDLM (the model the research group opted to use 
to guide the design, development, delivery, and evaluation of the de-
mentia care training program), the fi rst step of the project required 
identifying the needs of the targeted learners in all six homes in the 
project. The learners were front-line staff (registered and non-reg-
istered) taking care of persons experiencing dementia. The process 
of planning the needs assessment was led by the university-based 
researchers who drafted the questions and collated the feedback from 
the other pedagogy team members. Since the pedagogy team was 
distributed across Canada, communication occurred by e-mail and 
telephone conference. Several iterations of the needs assessment ques-
tions were sent back and forth. Although developing the questions 
in collaboration took longer than if the researchers had developed 
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the questions on their own, it was felt that the process led to a set of 
questions that would obtain more relevant and useful information to 
guide the development of the program.

The university-based researchers conducted three in-depth focus 
group interviews with seven healthcare providers who would be 
participating in the program once it was developed and two of the 
site coordinators who would serve as the on-site support persons for 
the learners during the implementation of the program. Through this 
process the stakeholders were able to provide input to the pedagogy 
team regarding the design, development, and delivery of the dementia 
training program. The results are published elsewhere (MacDonald, 
Stodel, & Coulson, 2004). 

Designing and Developing the Program

Designing and developing the program involved choosing what con-
tent to include, writing the content, developing the learning exercises, 
and putting the material online. The course facilitator, a content 
expert, and a psychogeriatric nurse were responsible for putting to-
gether the fi rst drafts of the content and ensuring it was appropriate 
for an online delivery format. We encountered diffi culties fi nding a 
course facilitator who had an understanding of eLearning and the 
content and who was bilingual. The course facilitator who was hired 
had the last two qualifi cations, though this was her fi rst experience 
with eLearning. Consequently, feedback on her draft modules from 
the pedagogy team at weekly meetings was essential. The course 
facilitator was grateful for, and receptive to, the feedback and she 
learned quickly; the second and subsequent modules required only 
minor editing before going to the programmer and instructional de-
signer. The need to rework the modules, however, slowed down the 
development of the content. 

To ensure the content was authentic, as indicated in the DDLM, the 
course facilitator drew on her experiences working with front-line 
personnel who provide care to individuals with dementia, noting, 
“I have listened to the needs and challenges that healthcare pro-
viders experience on a daily basis. Their feedback determined the 
priorities for including this particular content.” This demonstrates 
the connectivity between the academics, who provided the guiding 
principles with the DDLM, and the community professionals, who 
provided appropriate content, that was essential to the quality of 
the fi nal product. 
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Ensuring the content was comprehensive, another DDLM component, 
was harder to achieve due to two types of time limitations. First, the 
pedagogy team was very aware, based on their experience and the 
needs assessment, that the learners would have diffi culty fi nding time 
away from their work to engage in the program. Therefore, the learn-
ing had to be portioned into small sections that could be completed 
in 30 minutes. The course also had to fi t into an eight-week period, 
therefore limiting the amount of content that could be included. Sec-
ond, due to timelines imposed by the funding agency and problems 
hiring qualifi ed project staff, the pedagogy team had limited time to 
develop the content. Thus, the pedagogy team had to deal with com-
peting tensions. Content experts were advocating for certain content, 
while other community representatives sometimes presented differing 
views on what needed to be learned. On the other hand, academics 
were concerned with respecting pedagogical principles and the quality 
of the course design. Each member had equal opportunity for provid-
ing input into the content. The ensuing decisions refl ected varying 
perspectives and, according to the CBPR process, were more likely 
to be relevant to the end-users of the program.

After the pedagogy team reviewed and approved each module, the 
English text was sent for translation into French and given to the 
instructional designer to be put online. The instructional designer 
developed the online program using WebCT, the online course man-
agement system adopted by the University of Ottawa. However, the 
pedagogy team quickly realized that, while having many advantages, 
this system limited certain aspects of course design and evaluation. 
There was a lot of discussion throughout the project, from the design 
phase until well after the completion of the program, about using a 
different system. Time constraints and the initial decision of work-
ing with the University of Ottawa’s eLearning Centre prevented the 
research team from exploring alternatives to WebCT. This situa-
tion relates back to the concept of “manageability” brought forth by 
Weaver and Cousins (2004); perhaps a greater diversity of potential 
partners may have offered more choices regarding technology. How-
ever, meeting deadlines and anticipating the diffi culties of working 
with an even larger research team weighed more heavily than the 
need for diversity. 

Working within the constraints of the course management system 
was only part of the challenge faced by the pedagogy team. The 
collaborative approach was very time consuming—something that 
has been noted in the literature (Easterling et al., 2003). The in-



THE CANADIAN JOURNAL OF PROGRAM EVALUATION90

structional designer commented on the enormous amount of time 
the CBPR process added to the development of content, which left 
him approximately two weeks to transform each of the four modules 
into an online format. This is a process that has been documented to 
take between 6 and 12 months (Casimiro & Patry, 2004; Casimiro et 
al., 2005). The instructional designer questioned the effi ciency of the 
collaborative process adopted in this project:

There were too many people trying to reach a consensus 
and we all know that a consensus is a utopia. I don’t mind 
asking and answering questions to make things clearer; 
at a consultant phase it’s great as it makes us question 
our approach. But at the decision phase, the expert [in-
structional designer] should have the fi nal say.

He postulated the lack of effi ciency was because “the roles of the 
people involved were not well-defi ned.” Comments made by other 
members of the pedagogy team seem to concur with this observation. 
Some felt there was reluctance for individual members to take own-
ership of the project—or be allowed to take ownership. Suggestions 
and comments would be made and acknowledged but sometimes not 
followed through with, either because of time constraints or because 
team members expected others to take care of it. For example, the 
instructional designer related, “Even though, right from the start, 
I told the team what the maximum amount of content reasonable 
for our time frame was, it constantly came back too big.” Similarly, 
another member highlighted that it would take the learners too long 
to complete the modules and stressed that learners must be honestly 
informed about the time commitment required by the project prior to 
their consent and participation. In the end, nothing was done to ad-
dress this problem. Others reported fi nding the program hard to navi-
gate and suggested changes be made in the online layout. However, 
neither the quantity of the content nor the navigation issues were 
addressed before the program was offered, and both were identifi ed 
as weaknesses of the program by the learners in their evaluations 
(MacDonald, Stodel, & Casimiro, 2006).

Whose role was it to make sure these comments were respected? It 
appeared that no one took the lead to rectify these specifi c concerns 
or they were swept aside due to time constraints and thus no changes 
were made. Consensus was not reached by the pedagogy team on 
many of the decisions made once the production phase started. Rather, 
compromise was the decision method of choice especially as the 
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deadlines loomed closer. Our CBPR decision-making process allowed 
the team to discuss the issues but did not allow the group to reach 
consensus or force anyone to take action. Lack of role identifi cation, 
inaction, or compromise can lead to confl ict in CBPR and could have 
been responsible for the dissatisfaction voiced by various members 
of the pedagogy team throughout the production phase (Macaulay 
et al., 1999).

We feel a signifi cant factor in lack of “project ownership” was that 
the principal investigator (PI) had to leave the project suddenly at 
the beginning of the production phase. This temporarily compromised 
the project’s leadership. The position was fi lled by an individual who 
was unfamiliar with the project and new to eLearning. While CBPR 
calls for democracy, leadership is necessary for the smooth running 
of the project. This leader should bring expertise in optimizing group 
functioning such as defi ning roles and orienting the group toward 
action. This person should also ensure equality among members and 
aim for consensus. This role is different from a project coordinator, 
who is essential for organizing meetings, writing minutes, and follow-
ing through with administrative tasks. We found that both positions 
were essential components of CBPR.

Delivering the Program

The program was delivered to 95 learners at six sites in three provinc-
es across Canada. Forty-nine (52%) enrolled in the French-language 
program and 46 (48%) enrolled in the English-language program. 
Learners were expected to spend two hours each week, at their con-
venience, reading the content and completing the learning activities. 
Each site had a coordinator whose role was to support the learners in 
their learning and with the technology. These site coordinators were 
an integral part of the pedagogy team. 

Throughout the delivery of the program, the site coordinators met 
with the pedagogy team for 30 minutes each week via teleconference. 
The purpose of these meetings was twofold. First, at these meetings, 
site coordinators were reminded of timelines set out for the learn-
ers to complete the different online activities. Second, it provided 
the site coordinators with an opportunity to provide feedback to the 
pedagogy team regarding the learners’ experiences and progress 
with the program. These meetings were instrumental to the success 
of the program. 
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Because of the regular feedback from the site coordinators, the peda-
gogy team was able to expediently address some of the problems and 
concerns that arose. For example, it quickly became apparent that 
the program required much more than two hours a week to complete. 
The site coordinators reported that, in reality, some of the learners 
were spending up to fi ve or six hours a week on the program and 
felt frustrated and overwhelmed. As a result, the pedagogy team im-
mediately adapted the program by reducing the number of required 
exercises and extending the deadlines for completing the program. A 
number of site coordinators attested that the learners immediately 
felt less pressure once the amount of work was reduced, as they were 
able to spend more time on each aspect of the program rather than 
having to rush through it.

This connection to the learners’ needs via the site coordinators al-
lowed the research team to develop insight into the redesign of the 
dementia care training program and the development of new eLearn-
ing programs. Consequently, both the expanded group of community 
professionals and the university-based researchers obtained valuable 
information on eLearning program delivery to guide them in future 
endeavours. In fact, having everyone provide input into the direction 
of the program blurred the lines between the community and the 
researchers (Gaventa, 1981).

Evaluating the Program

One of the community’s reasons for developing a partnership with aca-
demics was to develop relevant evaluation strategies for the program. 
The university-based researchers therefore led the evaluation, using 
the DDLM and its companion evaluation tool (MacDonald, Breith-
aupt, Stodel, Farres, & Gabriel, 2002) as a guide. While evaluating 
the program required specifi c knowledge of evaluation and online 
data collection procedures, the pedagogy team were invited to provide 
input on the process and give feedback on the development of the 
evaluation instruments. This process resulted in the development 
of relevant evaluation tools tailored to the needs of learners in LTC 
homes. As a result, the community professionals obtained the evalu-
ation tools they required and the university-based researchers were 
able to adapt their tools to suit the healthcare fi eld. Both formative 
and summative evaluations were conducted in French and English 
using qualitative and quantitative methodologies. Data were collected 
from the following sources:
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Pre-program survey. The pre-program survey was designed to solicit 
information from the learners regarding their perceptions of comput-
ers, eLearning, and teamwork, as well as demographic information. 
To create this survey, the evaluation team provided a draft version to 
the pedagogy team who then added, deleted, or modifi ed questions to 
create items that better served their organizations or their learners. 
The fi nal product was a 21-item survey that the learners completed 
the fi rst time they logged on to the program. 

Temperature check. As advocated in the DDLM, a constant feedback 
loop was established between the learners and the pedagogy team 
regarding the content, delivery, service, structure, and outcomes of the 
program. The evaluation team presented the pedagogy team with an 
abbreviated version of the DDLM companion tool that would serve as 
a “temperature check” that the learners would complete at the end of 
each module. The pedagogy team was invited to submit feedback on 
the survey, and as a result questions were added, deleted, or modifi ed 
based on the comments. Members in the healthcare fi eld provided 
valuable input that made the survey more context-specifi c.

The length of the temperature check was hotly debated by the team. 
It was essential that a balance be obtained between the limited 
amount of time the learners had to complete the modules and the 
need to collect enough information so the program could be adapted 
where necessary to provide context-relevant learning opportunities for 
the learners. The team decided that it was more important that the 
learners spent their limited time engaging in the learning activities 
rather than completing long surveys. The fi nal version included 20 
questions on a 4-point Likert scale and 2 open-ended questions. 

Originally, the learners were asked to complete a temperature check 
online after each module. However, it became apparent through the 
telephone conferences with the site coordinators that the learners 
were fi nding the program to be more demanding and time-consum-
ing than expected. After the third week many were behind in the 
program and only some had completed the temperature check for 
the fi rst module. The team responded by removing the temperature 
checks for the remaining three modules. The information obtained 
from the fi rst temperature check was used to refi ne and improve the 
remaining modules in the program.

Post-program survey. The evaluation team also felt it was important 
to include a post-program survey in the evaluation. They presented 
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the complete version of the DDLM evaluation tool to the pedagogy 
team who removed and reworded certain questions to make the 
tool more context-specifi c. The fi nal survey comprised 41 4-point 
Likert questions and 4 open-ended questions that addressed the fi ve 
DDLM constructs: content, delivery, service, structure, and outcomes. 
Learners were required to complete the online survey after they had 
completed the program. Again, the length of the survey was debated 
among the pedagogy team members. However, upon reviewing it, no 
one was willing to drop any of the questions. 

In-depth interviews. To obtain a rich description of the participants’ 
experiences with the program, specifi cally in terms of the DDLM 
constructs, in-depth semi-structured interviews were conducted with 
10 learners, all 6 site coordinators, the course facilitator, and the in-
structional designer. Knowing the importance of management buy-in 
for this program to be viable in the future, the pedagogy team also ex-
pressed the need to interview the higher management of the six LTC 
homes to gather their impressions of the value of the program for their 
organizations. Once again, the evaluation team drafted the interview 
guides and then solicited feedback from the pedagogy team. 

As is typical, the evaluation team had a lot of work to do in the fi nal 
stages of the project. They conducted, transcribed, and analyzed all 
the interviews, compiled and analyzed both the quantitative and 
qualitative data from the pre-program survey, temperature check, 
and post-program survey, translated French data into English where 
necessary, and wrote the fi nal report—a 200-page document (MacDon-
ald & Stodel, 2004). During this phase most members of the pedagogy 
team were unable to help for a variety of reasons, most commonly lack 
of time. However, since the evaluation team included one community 
professional as well as the two academics, and they received input 
from the remainder of the pedagogy team, the evaluation did refl ect 
the CBPR process. Each decision was reached collaboratively and 
weighed the needs of the learners—a reality best understood by the 
community—against the outcomes needed for the funding agency—a 
reality best understood by the university-based researchers.

Disseminating Findings

CBPR should be an equal partnership throughout the research proc-
ess, which includes disseminating the fi ndings. There should be equal 
opportunities among the partners to co-author publications resulting 
from the research process (Israel et al., 2003). In this project, the 
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university-based researchers found that when they invited commu-
nity members to co-author the fi nal report they got little response, 
despite recurrent concerns voiced throughout the project regarding 
authorship. Perhaps this was due to individuals’ time constraints 
and competing responsibilities with other projects. Perhaps different 
phases of the project were attractive to different team members based 
on their expertise, experience with that type of work, work mandates, 
and career motivations.

Wishing to keep in line with the philosophy of equal power in CBPR, 
the university-based researchers debated putting the names of every-
one associated with the project on the fi nal report. However, the list 
would have been too long. A compromise was made by listing all the 
organizations involved in the project (in itself a list of 10 names) 
and providing a special mention to members of the community who 
actually collected, analyzed, or participated in the writing of some 
aspect of the report.

The input that was received from community professionals defi nitely 
enhanced the quality of the fi nal papers. Working collaboratively pro-
vided multiple lenses and richer information because the community 
professionals provided a different view from that of the university-
based researchers. This article involved a collaborative effort between 
three university-based researchers and one community member. The 
collaborative approach added to the amount of time necessary to 
complete the manuscript, yet it added to the quality and accuracy of 
the paper on several fronts. First, both university- and community-
based members’ perspectives of the CBPR process were refl ected. 
Second, healthcare-specifi c research and references were added to 
supplement the review of literature. Third, details on the process were 
clarifi ed and elaborated. Fourth, the workload was shared between 
the authors. In the end, the process of collaborating in the publication 
process was a positive experience in which co-learning took place and 
a stronger article resulted.

Although community professionals’ involvement in writing academic 
papers was limited, they made great efforts to disseminate the fi nd-
ings to various groups. The university-based researchers created a 
PowerPoint presentation and two professional posters comprising 
a project overview and the fi ndings that they made available to the 
community. Several community members have used, or have plans to 
use, these materials at conferences and/or to make presentations in 
their local healthcare communities. This highlights another benefi t of 
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CBPR for the community; while these individuals may not have had 
the time or the interest to prepare the presentation material, they 
are actively participating in the dissemination process by using the 
materials created by the university-based researchers. 

DISCUSSION

In this project we applied the CBPR model to a collaborative inquiry 
project with university-based researchers and community profession-
als, instead of the usual group of community members experiencing 
disparity of knowledge, education, and/or funding. Although several 
of the community professionals were experienced at, and capable of, 
conducting research and disseminating the fi ndings without the as-
sistance of the university-based researchers, they felt the need to de-
velop a partnership with academics who had specifi c expertise in the 
area of interest. The purpose was to strengthen their research position 
in the fi eld of eLearning and gain information on quality eLearning 
design. In turn, the academics wished to apply their knowledge to the 
healthcare fi eld but lacked the intimate knowledge of this group of 
learners. Consequently, they benefi ted from the input of the commu-
nity professionals and gained valuable knowledge of the content area 
(dementia care) and healthcare culture. In addition, they were pro-
vided access to a rich data source. Even though the university-based 
researchers had much to gain from the partnership, this project was 
instigated and led by members of the community—key characteristics 
of CBPR (Minkler & Hancock, 2003; Stoecker, 2003). 

Sullivan et al. (2003) stated that in CBPR all members should have 
decision-making power to avoid tokenism. We believe that this project 
respected this principle by including all partners and hearing all 
voices. The collaborative partnership allowed the research problem 
to be viewed from multiple perspectives and resulted in a better 
understanding of the various issues being investigated (Gallagher 
et al., 2003). Both the community and academics were involved in 
the project from the proposal writing stage and continued to work 
together through to the evaluation. The weekly meetings between 
and among the pedagogy team and site coordinators provided a forum 
for open communication on a timely basis. The ideas that stemmed 
from the discussion were invaluable when redesigning the program 
for future offerings. 

Our experiences in this project also made it clear that the internal 
workings of healthcare organizations, such as a change in PI, can 
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have a profound impact on the project. In this case, academics who 
were less affected by the organizational change and oblivious to the 
internal politics of the healthcare organization were able to keep the 
project moving during the transition. However, the research team 
as a whole had diffi culty in defi ning roles and taking ownership of 
the project. We feel that in a CBPR project it is essential there is a 
“champion leader” who follows up on issues discussed by the research 
team. However, this job is often a double-edged sword—a balance be-
tween hearing and incorporating members’ suggestions and meeting 
deadlines. In this project, were there “opinion leaders” with subtle 
power who did not agree? Was taking on the task of fi xing a problem 
too great and the rewards for doing so too little? Or was it just a time 
issue? Did the fact that the meetings were conducted via telephone 
conference and not face-to-face have an impact? Was it because the 
key decision makers were new to eLearning? The original PI was not 
only invested in the project but had experience with educational tech-
nology. A change of project leadership has been reported as a common 
problem with CBPR, whether dealing with a grassroots community 
or a community of professionals, and can actually cause a project to 
collapse (Macaulay et al., 1999). The fact that this research team was 
able to overcome the loss of their leader and meet the set research 
objectives is a testament to the conviction of the community and the 
academics on the importance they attached to this project.

With regards to time constraints, Stoecker (2003) addressed the is-
sue of trade-offs between effi ciency and democracy in CBPR when 
one has to decide between maximizing participation and meeting 
a grant deadline. In this project we felt the pressure of timelines 
to get the program online and completed by a specifi c date, and we 
acknowledge that compromises were made regarding the quality of 
the design. Our experience suggests that taking a CBPR approach 
signifi cantly increases the amount of time required to complete the 
project, though the research team felt it was a worthwhile trade-off 
given the contributions made by each member. From an eLearning 
perspective, it is critical that the content be developed early in the 
process. A common fallacy is that once the content is developed it can 
be put online quickly.

Stoecker (2003) also suggested that it is unrealistic to expect that 
those involved in a CBPR project be equal partners in the process. 
His claim appears to be grounded in concerns for the time demands 
on community members. Indeed, as Israel et al. (2003) have sug-
gested, efforts were made to involve community members in the 
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publications resulting from the research process, but few wanted to 
get involved as they did not have the time to do so. Sullivan et al. 
(2003) recommended that communities receive concrete benefi ts in 
return for their involvement in research partnerships, noting that 
without such tangible benefi ts the partnership may not be advanta-
geous to the community. In this case, the community can rely on its 
experience and on the publications to guide future eLearning program 
development. They can also use the presentation material to continue 
to disseminate the fi ndings.

We also realized that CBPR is all about communication. Working in 
a large team means that many relationships need to be developed 
and maintained. In this project we found that relationships could 
be delicate at times. Constructive criticism about the program was 
sometimes taken as a personal affront to the individual responsible 
for that aspect of the program and hard feelings resulted. Our ex-
perience revealed that it is imperative team members present their 
concerns and suggestions in a sensitive manner. This point becomes 
even more poignant when communication between members is via 
e-mail where tone, emotion, and other non-verbal cues are lost. In 
the case of this project, misunderstandings in communication caused 
some minor confl icts, but effective communication also allowed the 
rifts to be resolved. 

Clarifi cation of members’ roles at the beginning of the project is also 
critical. In writing this article it emerged that the evaluation team 
was ill-defi ned. Each of us had a different view of whom the evalu-
ation team comprised. Further, one of the pedagogy team members 
who had expertise in online pedagogy and eLearning applications 
in healthcare—a skill set very relevant to this project—felt that her 
expertise was not used as much as it could have been. Perhaps this 
was because her role was poorly defi ned at the start of the project. Not 
only was this a frustrating experience for her, but she also predicted 
many of the problems experienced during program delivery.

The project resulted in an educational opportunity for all involved 
(Minkler & Hancock, 2003). The community professionals succeeded in 
offering a generally well-received eLearning program to help health-
care providers manage persons with dementia. They also enhanced 
their skills for designing, developing, delivering, and evaluating a 
successful eLearning program by using the DDLM. The university-
based researchers learned more about healthcare in general, and 
dementia care specifi cally, obtained further appreciation for working 
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individuals’ needs for learning online, and became aware of the values 
and complexities of CBPR. Further, the university-based researchers 
also profi ted by gaining access to data for research purposes. 

CONCLUSIONS

There is a growing interest in participatory and related approaches to 
evaluation that involve collaborative working relationships between 
members of the evaluation and program community (Patton, 1997; 
Whitmore, 1998). In the current study, evaluation was embedded 
within a comprehensive collaborative design and development project. 
In this context, we conclude that the adoption of a CBPR orientation 
with a community of professionals is not only benefi cial but also 
desirable to enable those responsible for educational endeavours to 
take notice of research or program evaluation fi ndings regarding 
the development of a successful eLearning program. The CBPR al-
lowed multiple views, attitudes, and experiences to strengthen the 
program. By describing the complexities involved in this process in 
this article, we reveal both the challenges and achievements inher-
ent in designing a quality online learning event using this approach. 
Moreover, by addressing some of the details involved in this process 
and sharing the lessons we learned, we hope that our experiences 
help others plan CBPR partnerships with community profession-
als and develop and evaluate collaborative eLearning programs for 
healthcare providers. 

LESSONS LEARNED

1. Select the collaborative team strategically so that team members’ 
strengths, knowledge, skills, and expertise complement one another. 
Involve members of healthcare organizations and universities to al-
low the research problem to be viewed from multiple perspectives. 
This will result in a better understanding of the various issues being 
investigated and will lead to a better eLearning program. 

2. Clarify members’ roles at the beginning of the project. This will help 
utilize team members’ expertise and help eliminate possible frustra-
tions and misunderstandings in the division of labour.

3. Conduct weekly meetings between and among the pedagogy team and 
site coordinators to provide a forum to include all partners’ voices. 
This provides invaluable input into designing the program and its 
evaluation. 
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4. Develop and maintain relationships throughout the project. It is 
imperative team members present their concerns and suggestions 
in a sensitive manner. This point becomes even more poignant when 
communication between members is via e-mail where tone, emotion, 
and other non-verbal cues are lost.

5. Aim to reach consensus on decisions rather than compromise. This 
will ensure equality in the voices heard and promote member par-
ticipation. It also minimizes the risk of confl ict.

6. Choose a team champion in eLearning to lead the CBPR project. This 
person must attend the meetings to hear team members’ suggestions 
and be able to follow up and implement appropriate suggestions in a 
timely manner.

7. Use an eLearning model such as the DDLM as a quality standard to 
design, develop, deliver, and then evaluate the program.

8. Hire a curriculum designer to take the raw content produced by the 
content experts and adapt it to ensure appropriate pedagogy strate-
gies for online learning are respected. 

9. Allow enough time to transform the content into an appropriate 
eLearning format that is engaging for the learners. We recommend ap-
proximately eight weeks per unit (topic) depending on the length.

10. Extend the application of CBPR to a “community of professionals.” 
It is possible to respect CBPR principles with community profession-
als who are not necessarily representing a grassroots community. 
In this project, the community professionals were empowered with 
the knowledge and skills necessary to design, develop, deliver, and 
evaluate eLearning programs for healthcare providers.

11. Provide concrete benefi ts for community members in return for their 
involvement in research partnerships. Such incentives increase par-
ticipation in all aspects of the research, increase the amount of per-
sonal time community members are willing to invest in such projects, 
and provide direct advantages to the community. 
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COMMENT FAVORISER LA RÉUSSITE 
D’UNE DÉMARCHE D’IMPLANTATION 
D’UN PROGRAMME AU SEIN D’UN 
MILIEU D’INTERVENTION : 
LEÇONS TIRÉES D’UNE ÉTUDE DE CAS
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Université de Sherbrooke
Sherbrooke, Québec 
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Au moyen d’une étude de cas, cet article décrit la démarche d’im-
plantation d’un programme de nature cognitive-comportementale 
au sein de huit unités d’hébergement d’un Centre jeunesse du 
Québec. Les objectifs sont de mieux comprendre les étapes qui 
mènent à la consolidation de l’implantation du programme et 
d’identifi er les facteurs structurels qui favorisent la progression 
de la démarche d’implantation et ceux qui l’entravent. Des en-
tretiens qualitatifs et une analyse documentaire ont permis de 
découper ce processus d’implantation en sept phases : la réticence, 
la formation, l’exploration, la résistance, l’application, la récon-
ciliation, et l’intégration. L’analyse révèle aussi que plusieurs 
facteurs structurels ont eu une infl uence notable sur le processus 
d’implantation évaluée dans la présente étude de cas. Ces facteurs 
incluent : les occasions d’échange, les qualités du programme à 
implanter, le contexte organisationnel, et le climat des équipes 
d’intervenants. Ces facteurs constituent en quelque sorte la char-
pente sur laquelle repose la démarche d’implantation. Cette étude 
de cas servira possiblement à d’autres démarches d’implantation, 
en leur permettant de mieux prévoir les diffi cultés reliées à la 
démarche d’implantation de même que les mécanismes néces-
saires pour y remédier.

Using a case study methodology, this article describes the process 
of implementing a cognitive-behavioural program in eight resi-
dential facilities in a Centre jeunesse du Québec. The objectives 
were to better understand the steps required to consolidate the 
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implementation of the program and to identify structural factors 
that facilitate and impede the progress of successful implementa-
tion. Documentary analysis and qualitative interviews allowed 
deconstruction of the implementation process into seven phases: 
initial reluctance, training, exploration, resistance, application, 
reconciliation, and integration. The analysis shows that several 
structural factors have a noteworthy infl uence on the implemen-
tation process in this case study: the opportunities for discussion, 
the quality of the program to be implemented, the organizational 
context, and the team social climate. These factors largely shape 
the framework of the implementation process. The results of the 
case study may be useful in other implementation processes, al-
lowing identifi cation of potential diffi culties and the mechanisms 
required for their resolution.

L’application de pratiques d’excellence en matière 
d’intervention psychosociale devient une volonté répandue. En effet, 
les milieux d’intervention sont de plus en plus soucieux d’implanter 
des programmes dont l’effi cacité est reconnue, ou du moins dont les 
effets sont prometteurs (Hibbs & Jensen, 2005). Bien que les fonde-
ments théoriques et empiriques des programmes probants soient 
bien documentées, leur application quotidienne au sein d’un contexte 
d’intervention représente un défi  de taille. C’est alors qu’entrent 
en jeu les préoccupations liées à la qualité de l’implantation des 
programmes (Dusenbury, Brannigan, Hanse, Walsh, & Falco, 2005; 
Gottfredson & Gottfredson, 2002; Rossi, Lipsey, & Freeman, 2004). 

Plusieurs facteurs peuvent faire en sorte qu’un programme ne soit pas 
appliqué selon les critères prévus par ses concepteurs. Par exemple, 
la qualité de l’implantation risque d’être menacée si le personnel ne 
change pas sa méthode de travail ou s’il résiste à la mise en oeuvre 
de nouvelles pratiques, si les ressources matérielles ou professionnel-
les nécessaires ne sont pas suffi samment dégagées par la direction, 
ou encore, si la clientèle abandonne le programme avant même que 
celui-ci prenne fi n (Tourigny & Dagenais, 1998). De plus, un con-
tenu inapproprié ou mal planifi é, une formation insuffi sante pour 
les intervenants, un manque de motivation de leur part, ainsi qu’un 
contexte organisationnel défavorable peuvent mener à l’échec de 
l’implantation d’un programme (Gottfredson & Gottfredson, 2002; 
Vitaro, 2000). Ces exemples justifi ent l’importance de procéder à 
une évaluation rigoureuse de l’implantation d’un programme avant 
de tabler sur ses retombées. Lorsqu’une démarche d’implantation 
est ponctuée de diffi cultés, la pertinence et la valeur du programme 
pourraient faussement être remises en question lors de l’évaluation 
de son effi cacité. De plus, les méta-analyses révèlent que plus les pro-
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grammes sont implantés avec rigueur et intégrité, plus ils génèrent 
les effets souhaités (Gresham, Cohen, Rosenblum, Gansle, & Noell, 
1993; Wilson & Lipsey, 2000). 

Considérant les impacts notables que peut avoir une démarche d’im-
plantation qui ne correspond pas aux critères théoriquement défi nis, 
une préoccupation émerge : comment minimiser les facteurs qui nui-
sent à la qualité d’une démarche d’implantation? Bien que cruciale, 
cette question est très peu documentée (Dumas, Lynch, Laughlin, 
Smith, & Prinz, 2001). Tel que Gendreau, Goggin, et Smith (2001, 
p. 247) l’affi rment, les connaissances sur le processus d’implantation 
méritent assurément d’être étudiées plus à fond : « it is ironic that the 
fundamental component in the delivery of effective offender treatment 
services, that of program implementation, has traditionally received 
the least attention. »

Mises à part quelques énumérations de facteurs qui entravent ou 
qui facilitent la mise en œuvre d’un programme, très peu d’études 
intègrent ces différents facteurs au sein d’un modèle qui permettrait 
de mieux comprendre les défi s qui accompagnent une démarche d’im-
plantation. Ce point de vue est partagé par Joly, Tourigny, et Thibau-
deau (2005, p. 104), qui notent que les études dressent habituellement 
une liste de facteurs associés à la fi délité de l’implantation de manière 
« linéaire et additive ». Ces derniers soulignent l’importance de com-
prendre la phase d’implantation de programmes comme un « proces-
sus dynamique relativement complexe où une multitude d’éléments 
reliés au programme, au contexte d’implantation, à l’organisation 
qui implante le programme et au personnel impliqué interagissent 
à des degrés divers ». Cette citation marque le point de départ du 
présent article. S’appuyant sur une étude de cas, ses objectifs sont : 
(a) de mieux comprendre les étapes qui mènent à la consolidation de 
l’implantation d’un programme au sein d’un milieu d’intervention et 
(b) d’identifi er les facteurs structurels qui favorisent la progression 
d’une démarche d’implantation et ceux qui l’entravent. Cette étude 
de cas permettra de tirer des leçons d’une étude évaluative en cours 
et de formuler des lignes directrices qui pourront éventuellement 
s’appliquer à d’autres démarches semblables. 

DESCRIPTION DU PROGRAMME IMPLANTÉ 

En 1998-99, la direction d’un Centre jeunesse du Québec décidait 
de renouveler ses pratiques en les orientant vers un programme1 de 
type cognitif-comportemental. Un tel programme fut alors introduit 
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en deux temps au sein de huit unités résidentielles qui hébergent 
chacune environ une douzaine d’adolescentes. Son contenu et sa 
structure ont été défi nis selon les paramètres exposés par Le Blanc, 
Dionne, Proulx, Grégoire, et Trudeau-Le Blanc (1998). Les impacts 
de ce programme devraient se traduire par un abandon progressif 
des attitudes et des comportements problématiques, au profi t de 
l’intégration d’habiletés et de pensées prosociales (Le Blanc et al., 
1998). 

Ce programme s’opérationnalise à travers des activités individuelles 
et de groupe. D’une part, trois outils cliniques sont mis à contribu-
tion dans le volet individuel : l’analyse des excès et des défi cits, les 
auto-observations, et le contrat comportemental. À l’arrivée de l’ado-
lescente au sein de l’unité résidentielle, et ensuite à chaque trois mois, 
l’intervenant analyse les composantes problématiques (les excès) de 
l’adolescente en regard de ses comportements, ses cognitions, ses 
émotions, et son environnement. Les défi cits à combler, en guise de 
remplacement des excès, sont ensuite identifi és. Ensuite, des auto-
observations sont effectuées au moins quatre fois par semaine par 
chacune des adolescentes. Ces dernières rapportent une situation 
antisociale ou prosociale qui s’est produite ainsi que les pensées, les 
émotions, les sensations, les comportements, et les conséquences qui 
l’ont suivie. Ce matériel est utilisé lors de rencontres individuelles 
avec l’intervenant. Ce dernier défi nit enfi n un contrat comportemental 
avec l’adolescente. Ce contrat, qui doit être renouvelé périodiquement, 
spécifi e un moment de vie précis au cours duquel l’adolescente doit 
remplacer un comportement antisocial donné par un comportement 
prosocial spécifi que (e.g., exprimer calmement son mécontentement 
plutôt que de claquer la porte). Des agents de renforcement et des 
punitions sont prévus, de sorte que les conséquences liées au respect 
ou à la transgression du contrat soient identifi ées. 

D’autre part, le volet collectif consiste en quatre ateliers d’apprentis-
sage : l’acquisition d’habiletés de communication, la régulation de la 
colère, la gestion du stress, et la résolution de problèmes. Des séances 
hebdomadaires, qui s’étalent sur une période de 15 semaines, sont pré-
vues pour chaque atelier. Les éléments d’apprentissage sont présentés 
sous forme de modelage, suivi de jeux de rôle et d’une rétroaction. Les 
acquis sont ensuite généralisés au quotidien au moyen d’exercices 
individuels. Chaque adolescente doit participer à au moins un atelier 
d’apprentissage par semaine. Enfi n, un système de responsabilité 
complète le volet collectif. Son but est d’intégrer l’adolescente dans le 
groupe et dans la structure sociale dans laquelle elle évolue. 
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L’implantation d’un programme qui comporte autant de composantes 
représente sans contredit un défi  de taille pour les gestionnaires et les 
intervenants. Une application intègre du programme décrit ci-dessus 
exige un déploiement considérable de temps et d’énergie de la part de 
tous les acteurs qui y participent. Depuis le début de la mise en œuvre 
du programme, une évaluation formative de l’implantation est menée 
(Lanctôt, 2004; Lanctôt & Beaulieu, 2002; Lanctôt & Chouinard, 
2003). Il importe de noter que puisque cette évaluation est toujours 
en cours, la présente étude de cas ne vise pas à présenter les résul-
tats observés quant à l’intégrité ou à la qualité de l’implantation du 
programme. L’accent est plutôt porté sur les éléments à retenir pour 
favoriser le bon déroulement d’une démarche d’implantation. Ainsi, 
les évaluations menées jusqu’à présent permettent de dégager le cy-
cle à travers lequel la démarche d’implantation s’est graduellement 
consolidée, tout en mettant en relief les facteurs qui ont favorisé 
l’implantation de ce programme et ceux qui l’ont entravé. Il importe 
de noter que cette étude de cas a été conduite au cours d’une période 
fortement mouvementée au sein du Centre jeunesse. Le contexte 
organisationnel était marqué par l’instabilité, due à plusieurs chan-
gements au sein de la direction et des équipes d’intervenants. Les 
résultats qui en découlent sont donc le refl et de cette réalité. 

MÉTHODOLOGIE

L’étude de cas repose sur des informations obtenues au moyen d’une 
analyse documentaire et d’entretiens semi-directifs.

L’analyse documentaire

L’analyse documentaire porte sur des rapports ayant été rédigés entre 
septembre 2000 et juillet 2004 par divers acteurs-clefs impliqués dans 
la démarche d’implantation du programme cognitif-comportemental 
au Centre jeunesse. Ces documents étaient tous archivés dans les 
dossiers de la conseillère au support à l’intervention. Il s’agit d’abord 
des comptes rendus (n = 20) rédigés entre septembre 2000 et mai 
2003 par la conseillère au support à l’intervention. Ils résument le 
contenu des rencontres entre cette dernière, les formatrices, et les 
représentantes des huit équipes d’intervenants. Ils énoncent aussi les 
besoins de formation au sein de chaque équipe. Ensuite, les plans de 
formation défi nis par les formatrices en 2003 et 2004 ont été réperto-
riés. Les objectifs à atteindre au sein des huit équipes d’intervenants 
associées à la démarche d’implantation y sont précisés. Lors de ces 
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deux années, un plan de formation spécifi que était rédigé pour chaque 
équipe et un document synthèse faisait état des objectifs généraux 
à atteindre et des moyens requis pour y parvenir. Enfi n, les bilans 
complétés par les chefs de service, en collaboration avec les équipes 
d’intervenants, complètent le matériel de l’analyse documentaire. 
Ces bilans détaillent notamment le niveau d’atteinte des objectifs 
visés, la mise en place des activités prévues, les ajustements effectués 
au sein de l’équipe, ainsi que les facteurs favorables et limitatifs à 
l’implantation. Au total, un bilan par équipe (n = 8) a été rédigé aux 
moments suivants : automne 2002, automne 2003, printemps 2004, 
et été 2004. 

Les entretiens qualitatifs

Onze entretiens semi-directifs ont été effectués auprès des acteurs-
clefs impliqués dans la démarche d’implantation. Ces entretiens 
avaient pour but de connaître les perceptions de ces acteurs-clefs 
quant au déroulement de la démarche d’implantation. Plus précisé-
ment, les thèmes suivants étaient abordés : leurs rôles et mandats 
dans la démarche d’implantation, les actions mises de l’avant, et les 
réactions qui en ont découlé. Des entretiens ont été effectués avec le 
coordonnateur, la conseillère au support à l’intervention, trois forma-
trices, le chef de service responsable de la gestion de l’implantation, 
et les cinq chefs de service attitrés aux huit équipes d’intervenants. 
Ces entretiens ont été réalisés entre les mois de novembre 2001 et 
d’avril 2002, et leur durée variait entre 45 et 90 minutes. Les pro-
pos des interviewés ont été enregistrés, avec leur consentement, et 
retranscrits.

Les stratégies d’analyse

Une analyse de contenu de l’ensemble du matériel documentaire a 
été effectuée. Cette analyse permet de décrire les différents moyens 
qui ont été déployés sur le plan organisationnel pour assurer la mise 
en oeuvre du programme cognitif-comportemental. Elle permet en-
suite de décrire le contexte qui prévalait au sein de l’institution tout 
au long de cette démarche d’implantation. Le contenu des différents 
documents a été codé et ensuite classifi é en thèmes et en ordre chro-
nologique. En ce qui concerne les entretiens qualitatifs, une analyse 
de contenu a permis de dégager les thèmes exposés par chacun des 
répondants et d’évaluer jusqu’à quel point ils étaient récurrents ou 
non à travers le discours de l’ensemble des répondants. Les deux 
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sources de données ont fi nalement été mises en commun, ce qui a 
permis de valider leur cohérence respective. 

RÉSULTATS

Le cycle d’implantation 

L’étude de cas révèle que la démarche d’implantation du program-
me cognitif-comportemental s’est opérée d’une façon très graduelle. 
L’analyse documentaire et les propos recueillis lors des entretiens ont 
permis de découper ce processus d’implantation en sept phases : la 
réticence au changement, la formation, l’exploration, la résistance, 
l’application, la réconciliation, et l’intégration. La Figure 1 illustre 
ces phases qui se dégagent de l’analyse.

La réticence au changement

Des doutes et des hésitations sont d’abord apparus chez plusieurs 
intervenants au début de la démarche d’implantation. Ce qui ressort 
surtout, c’est que plusieurs d’entre eux ne croyaient pas vraiment en 
la durée de vie de ce programme, soupçonnant qu’on leur offrait encore 
une fois une formation dont les retombées ne seraient pas défi nitives. 
Les propos d’une formatrice traduisent très bien l’état de la situation 
lors de l’annonce de l’implantation de ce nouveau programme par la 
direction : « Au début [les intervenants] disaient “encore une autre 
affaire, ça vas-tu durer, on a toujours eu des formations et ça durent 
jamais, on a ça pendant un an et après ça tombe à l’eau” ».

Les acteurs-clefs interviewés évoquent d’autres raisons pour expliquer 
cette réaction des intervenants. D’une part, tous les intervenants 
n’étaient pas convaincus de la pertinence et de la valeur clinique du 
programme proposé. D’autre part, les intervenants avaient l’habitude 
de travailler avec des modèles d’intervention complètement différents. 
Le changement annoncé par la direction a suscité des craintes et 
des remises en question chez plusieurs. Comme le précise une inter-
viewée, les intervenants devaient délaisser certaines pratiques et 
s’adapter rapidement à de nouvelles façons de faire. Elle ajoute que 
certains se questionnaient même sur la valeur des actions cliniques 
qu’ils avaient jusque-là appliquées.

La présente étude de cas n’est pas la seule à suggérer qu’une démar-
che d’implantation puisse débuter sous le signe de la réticence. Par 
exemple, lors de l’évaluation de l’implantation du programme EQUIP 
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aux États-Unis, Steele (2002) a constaté que des intervenants déplo-
raient le fait que la direction leur ait demandé de changer radicale-
ment leur façon de travailler, sans même avoir cherché à connaître 
leur avis sur ces changements et sans réellement se soucier de leur 
désir d’adhérer ou non aux nouvelles pratiques. Jumelé à la présente 
étude de cas, cet exemple suggère que la direction et les gestionnaires 
doivent prendre le temps d’expliquer les motifs qui justifi ent la mise 
en place de nouvelles pratiques. Ils doivent également être à l’écoute 
des réticences et des appréhensions des intervenants. À ce titre, cer-
taines agences suggèrent que des consultations soient menées auprès 
des intervenants qui auront à dispenser un nouveau programme, ceci 
dans le but d’évaluer leurs besoins, leurs motivations à s’engager, 
et l’état des ressources disponibles (Mihalic, Irwin, Fagan, Ballard, 
& Elliott, 2004). Pour contrer les doutes de certains acteurs, des oc-
casions d’échanges doivent être prévues, notamment par le biais de 
séances de formation (Mihalic et al., 2004).

La formation

Plusieurs études soulignent que la formation des intervenants cons-
titue un élément-clé de la réussite d’une démarche d’implantation 
(Gottfredson & Gottfredson, 2002; Joly et al., 2005; Mihalic et al., 
2004; Steele, 2002). En plus d’y acquérir des connaissances, les in-
tervenants qui participent à un programme de formation bénéfi cient 
également d’un temps d’échange et d’écoute (Serin & Preston, 2001). 
Dans la présente étude de cas, le volet de la formation fut planifi é 
avec soin par une conseillère clinique au support à l’intervention. Le 
plan de formation visait à ce que les intervenants connaissent les 
différentes composantes du nouveau programme à implanter, qu’ils 
saisissent leur logique, leur pertinence, et leur valeur clinique et 
qu’ils maîtrisent suffi samment le contenu des différentes activités 
du programme pour être en mesure de les appliquer. Des ressour-
ces ont été dégagées afi n que des plages horaires spéfi ciques soient 
réservées à la formation du personnel. Le programme de formation 
dispensé s’est d’abord adressé à deux équipes d’intervenants au 
printemps 1998. Les aspects cliniques et théoriques du programme 
étaient présentés toutes les deux semaines et, au besoin, des heu-
res supplémentaires d’accompagnement et de supervision étaient 
offertes aux intervenants. Par la suite, à l’automne 1999, six autres 
équipes d’intervenants se sont jointes à la formation (voir Lanctôt & 
Beaulieu, 2002, pour plus de détails). Cette pratique concorde avec 
les recommandations énoncées par Vitaro (2000), qui suggère que la 
formation doit d’abord être offerte à un groupe relativement restreint, 
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à titre d’expérience pilote, de sorte que des ajustements puissent lui 
être apportés avant qu’elle ne s’étende à plus grande échelle.

Par ailleurs, de façon à bonifi er le programme de formation et à le 
rendre plus accessible, une équipe de formatrices a été constituée 
à l’automne 2000. Trois intervenantes, qui oeuvraient au sein des 
deux premières équipes formées, ont reçu un monitorat accrédité 
à la suite duquel elles avaient chacune la responsabilité d’assurer 
la formation et la supervision de deux équipes d’intervenants. Ces 
nouvelles formatrices étaient dégagées quelques heures par semaine 
de leur rôle d’intervenantes pour dispenser de la formation et assurer 
un suivi au sein des équipes. Année après année, les bilans rédigés 
par les chefs de service rapportent sans équivoque que l’implication 
de ces formatrices auprès des équipes fut bénéfi que à la démarche 
d’implantation. Notamment, les équipes d’intervenants apprécient le 
fait que les formatrices occupent simultanément des fonctions d’inter-
venantes. Puisque les formatrices expérimentent, dans leurs tâches 
quotidiennes d’intervenantes, l’ensemble des composantes pratiques 
reliées à l’implantation du programme cognitif-comportemental, elles 
sont en mesure d’apporter des éléments de réponse concrets et de bien 
saisir les diffi cultés vécues au quotidien au sein des équipes. 

Les entretiens qualitatifs ont toutefois permis de constater que le 
mandat des formatrices fut ponctué de diffi cultés. Ces dernières ont 
rapporté avoir été exposées aux réticences de certains intervenants 
quant à l’application du nouveau programme. De plus, elles rappor-
tent que leurs nombreuses responsabilités et le temps limité qui leur 
était octroyé les empêchaient d’investir autant qu’elles le souhaitaient 
dans la démarche d’implantation. Enfi n, l’une des formatrices ajoute 
que, puisque qu’elle était elle-même en situation d’apprentissage, la 
confi ance que lui attribuaient les équipes d’intervenants était parfois 
atténuée. Une période d’exploration s’est donc avérée nécessaire pour 
tous les acteurs impliqués dans la démarche d’implantation.

L’exploration

Puisque l’introduction du programme cognitif-comportemental exi-
geait beaucoup de temps, d’efforts, et d’ajustements, les gestionnaires 
ont alloué une période de temps aux équipes d’intervenants afi n qu’el-
les se familiarisent avec les différentes composantes du programme. 
Une période d’exploration se juxtaposait donc à celle de la formation. 
Un chef de service mentionnait qu’au cours de l’année 1999-2000, elle 
demandait simplement à son équipe d’intervenants « d’expérimenter 
[le programme] selon leurs capacités ». Les comptes-rendus rédigés 
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par la conseillère au support à l’intervention démontrent d’ailleurs 
clairement que de l’automne 2000 au printemps 2001, la plupart des 
équipes expérimentaient les composantes du programme et apprivoi-
saient le matériel clinique. Au cours de cette période, les intervenants 
soupesaient de quelle façon ils pouvaient délaisser certains éléments 
de leur pratique habituelle pour les remplacer par de nouvelles façons 
de faire. Les intervenants découvraient les différentes composantes 
du programme. Ils tentaient d’appliquer, tour à tour, les activités 
individuelles ou de groupes du programme, sans toutefois intégrer 
ces diverses activités au sein d’un tout cohérent. Les gestionnaires 
acceptaient donc que le programme soit appliqué d’une façon impar-
faite et compartimentée au cours de cette phase. Une telle ouverture 
est d’ailleurs prônée au sein de diverses études : les gestionnaires 
doivent faire preuve de fl exibilité pour répondre aux imprévus et 
aux complications (Gendreau et al., 2001), offrir un soutien adéquat 
aux intervenants (Ellickson & Petersilia, 1983), et avoir des attentes 
réalistes (Serin & Preston, 2001).

Par ailleurs, lorsque les intervenants exploraient le programme 
cognitif-comportemental et tentaient de l’appliquer à leur pratique 
quotidienne, ils étaient directement exposés aux diffi cultés concrè-
tes inhérentes à son application. Un chef de service témoigne : « [les 
intervenants] se sont rendus compte que ce programme impliquait 
une série d’activités et que ça venait changer leur quotidien. Alors, là 
il y avait toute sorte de résistances ». Par exemple, les comptes rendus 
de la conseillère au support à l’intervention et le discours de plusieurs 
interviewés révèlent que le manque de cohésion et de communication 
au sein de certaines équipes d’intervenants rendait très diffi cile l’ap-
plication des outils individuels prévus au programme. De plus, les 
intervenants ne se sentaient pas tous suffi samment confi ants pour 
animer les activités de groupe et plusieurs déploraient manquer de 
temps et de contenu pour pouvoir préparer convenablement ces acti-
vités. À la lecture de la documentation recensée, force est de constater 
que, contrairement à l’effet souhaité, l’exploration du programme a 
provoqué de vives résistances chez plusieurs intervenants.

La résistance

La manifestation d’une certaine résistance semble faire partie inté-
grante du cycle d’implantation d’un nouveau programme; elle n’appa-
raît pas être spécifi que au contexte exposé dans la présente étude de 
cas. Par exemple, Steele (2002) note que la démarche d’implantation 
qu’il évaluait était empreinte de résistance parce que les intervenants 
estimaient que l’application du programme exigeait le déploiement de 
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trop de temps et d’énergie. L’implantation d’un programme de lutte à 
la violence dans des écoles fut aussi freinée par des réactions d’insatis-
faction de la part des enseignants, une fois que ceux-ci avaient tenté 
d’appliquer le programme (Mihalic et al., 2004). Dans la présente 
étude de cas, les résistances qui ont suivi la période d’exploration 
relevaient également d’un sentiment de surcharge de travail. Selon les 
comptes-rendus consultés et les propos de plusieurs interviewés, les 
commentaires étaient unanimes de la part des équipes : trop de temps 
et d’efforts devaient être déployés afi n que l’ensemble des éléments 
du programme à implanter soit appliqués, compris, et intégrés à la 
pratique quotidienne. L’apprentissage de nouvelles pratiques était 
perçu par plusieurs intervenants comme un fardeau, et l’application 
assidue de ces pratiques était souvent jugée irréaliste. 

Cette résistance persistait au sein de certaines équipes. En effet, un 
bilan rédigé à l’été 2002 par un chef de service atteste d’une démo-
tivation des intervenants qui percevaient le programme comme une 
contrainte et non comme un outil clinique. D’autres bilans indiquent 
que les activités de groupe étaient trop souvent annulées, ceci parce 
que plusieurs intervenants se sentaient insuffi samment préparés et 
outillés pour les animer. Ceci a fait en sorte que les activités du pro-
gramme se sont mises en place avec lenteur. Des procédures fermes 
de la part de la direction et des chefs de service ont été nécessaires 
afi n de surmonter cette vague de résistance. 

L’application

Jusqu’à cette phase de l’implantation, les composantes du programme 
cognitif-comportemental avaient été appliquées avec irrégularité et 
sans véritable intégration, comme en témoignaient les bilans pério-
diques rédigés par les chefs de service et les propos recueillis auprès 
des interviewés. La démarche d’implantation s’est toutefois resserrée 
après qu’une période de temps raisonnable ait été allouée aux interve-
nants afi n qu’ils explorent les différentes composantes du programme 
et qu’ils expriment leurs réticences. L’analyse de la documentation 
recensée atteste qu’à partir de l’été 2002, des actions formelles ont 
été mises de l’avant par les chefs de service afi n que le programme 
soit appliqué avec davantage de constance et de rigueur : 

[…] mais après 2 ans, je me suis rendue compte que les 
activités n’étaient pas toutes commencées. J’ai dit à mon 
équipe qu’il fallait que ça commence et je leur ai donné 
une date. On l’a repoussée une fois, mais là c’était clair 
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que ça partait peu importe quel changement il y avait 
dans l’équipe.

Des chefs de service ont ainsi imposé à leurs équipes d’intervenants, 
avec une certaine ténacité, que l’ensemble des activités soit mis en 
place à partir d’une date spécifi que et fasse partie intégrante des plans 
d’intervention individualisés des adolescentes. Les grilles horaires de 
la programmation quotidienne des équipes ont également été revues, 
de façon à ce que des activités du programme y occupent une plage 
horaire spécifi que. La mise en place de ces mécanismes formels a 
fait en sorte que la démarche d’implantation s’est considérablement 
resserrée. Les bilans déposés à la fi n de l’automne 2002 par les chefs 
de service révèlent que des liens commençaient à s’établir entre les 
différentes composantes du programme. À cette même période, la 
direction a décidé d’évaluer précisément le dosage des activités du 
programme au sein des huit équipes d’intervenants. Ce mandat a 
été confi é à l’équipe de recherche associée à la démarche d’implanta-
tion. Une évaluation systématique du rythme et de la fréquence des 
activités du programme était alors réalisée mensuellement. Cette 
évaluation avait une fi nalité formative puisque les résultats étaient 
transmis automatiquement à toutes les équipes, et ce, chaque mois. 
Un chef de service a relevé dans son rapport annuel que ce partage 
des connaissances était grandement motivant, bien qu’il se traduisait 
parfois par une certaine pression à la performance. 

Il semble donc qu’une prise de position claire de la direction et des 
chefs de service quant à la pertinence et à la valeur du programme 
à implanter est tout aussi importante à ce stade qu’elle l’était au 
début du cycle d’implantation. Cette réaffi rmation de l’autorité con-
corde avec les observations rapportées dans d’autres études de cas : 
il revient aux gestionnaires de clarifi er les objectifs, les règles et les 
procédures de la démarche d’implantation. Ellickson et Petersilia 
(1983) affi rment que ces acteurs doivent assumer leur autorité avec 
constance et avec une certaine fermeté afi n que le programme soit 
appliqué avec intégrité. Gottfredson et Gottfredson (2002) de même 
que Serin et Preston (2001) précisent d’ailleurs que les intervenants 
accordent de la crédibilité à la démarche d’implantation si elle est 
intégrée à la routine de l’institution et dans la structure de sa pro-
grammation. Somme toute, alors que la phase de l’exploration avait 
provoqué des vagues de résistance, l’application plus rigoureuse et 
assidue du programme, conjuguée à une meilleure compréhension de 
ses assises, semble quant à elle avoir favorisé une réconciliation avec 
la démarche d’implantation.
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La réconciliation

La résistance des intervenants s’est grandement estompée après 
que ceux-ci aient appliqué le programme d’une façon plus assidue 
et plus rigoureuse. L’analyse des bilans déposés à la fi n de l’année 
2002 permet de comprendre que la motivation des intervenants 
émergeait ou se renforçait lorsqu’ils appliquaient suffi samment le 
programme pour y déceler à la fois un apport positif à leur pratique 
clinique et des gains tangibles pour les adolescentes. Cette prise en 
considération stimulait les intervenants à poursuivre et à approfon-
dir la démarche d’implantation. En parallèle, les plans de formation 
défi nis pour l’année 2003 qualifi ent cette phase comme une période 
de redressement. La direction reconnaît qu’un soutien accru et qu’un 
suivi accentué auprès des chefs de service et des équipes d’interve-
nants sont nécessaires afi n de « de solidifi er le programme et mieux 
coordonner l’ensemble des conditions nécessaires à l’application du 
programme ». Des pas se faisaient donc de parts et d’autres pour 
resserrer la démarche d’implantation. 

L’intégration

Cette étude de cas rappelle, tout comme d’autres (Bernfeld, Blase, & 
Fixsen, 1990; Mihalic et al., 2004), que l’adhésion des intervenants à 
une démarche d’implantation ne peut se faire sans que ces derniers 
aient une motivation sincère à y participer et à y investir du temps 
et des énergies. Une démarche d’implantation réussie ne nécessite 
pas seulement que l’ensemble des composantes d’un programme soit 
appliqué, encore faut-il que les intervenants qui dispensent le pro-
gramme le comprennent et qu’ils sachent l’intégrer à leur pratique 
quotidienne d’une façon assidue, globale, et cohérente (Mihalic et al., 
2004; Vitaro, 2000). 

L’objectif général du plan de formation de l’année 2003 faisait pré-
cisément référence à cette intégration : le mandat prioritaire des 
équipes était d’intégrer l’ensemble des activités du programme à 
leur pratique quotidienne. Les bilans déposés par les chefs de service 
en 2003 et en 2004 indiquent cependant que, malgré les nombreux 
efforts déployés, l’atteinte de cette phase fut diffi cile. D’abord, toutes 
les composantes du programme n’évoluent pas au même rythme. Par 
exemple, l’intégration des activités de groupe s’est actualisée plus 
rapidement que celle des activités individuelles. Cette observation se 
transpose également aux intervenants : tous ne s’approprient pas le 
programme au même rythme. L’évaluation systématique du dosage 
du programme cognitif-comportemental (Lanctôt, 2004; Lanctôt et 
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Chouinard, 2003) arrive aux mêmes conclusions. En 2004, les forma-
trices rapportaient qu’une plus grande rigueur s’est installée dans 
l’application du programme. Par contre, des progrès restent à faire 
sur le plan de l’utilisation et de la généralisation de l’ensemble des 
composantes du programme. Face à ce constat, les chefs de service 
et les formatrices étaient nombreux à évoquer que le programme de 
formation doit être conçu de façon à gérer et à équilibrer de telles 
arythmies. Une formation continue, sous forme de supervision, de-
vient dès lors essentielle.

La supervision

Plusieurs études suggèrent qu’une formation continue doit accom-
pagner l’implantation de nouveaux programmes (Gendreau et al., 
2001; Goldstein et Glick, 2001; Mihalic et al., 2004; Steele, 2002; 
Vitaro, 2000). Cette formation continue est nécessaire afi n d’assurer 
l’harmonisation des pratiques parmi tous les intervenants, dont ceux 
qui n’étaient pas en poste au début de la démarche d’implantation. 
Elle favorise également la durabilité et l’assiduité de l’application du 
programme et elle permet la poursuite de l’intégration du programme 
par les intervenants. 

La disponibilité des formateurs doit donc être prévue à long terme. 
C’est ce qui a été observé lors de l’implantation du programme cogni-
tif-comportemental, bien que la formule des séances de formation ait 
subi des modifi cations au fi l de la démarche d’implantation. Les plans 
de formation indiquent que la formation en groupe (offerte surtout 
de 1999 à 2001) a graduellement été remplacée par une structure de 
formation plus souple, offerte en petits groupes ou individuellement; 
elle prennait alors davantage la forme de supervision. Ces rencon-
tres ont permis de soutenir les équipes d’intervenants lorsqu’elles 
étaient exposées à des diffi cultés. Au sein de leurs bilans annuels, 
la disponibilité des formatrices a été soulignée par tous les chefs 
de service comme étant un élément qui favorise la poursuite de la 
démarche d’implantation. Ils sont toutefois nombreux à revendiquer 
plus de formations, notamment pour les nouveaux intervenants ou 
pour ceux qui n’occupent pas un poste régulier, ceci afi n d’assurer la 
standardisation des pratiques.

En somme, cette démarche d’implantation a nécessité du temps, du 
soutien, et un engagement de la part de tous les acteurs et des équipes. 
Mais au-delà de ces constatations, les données recueillies suggèrent 
que les facteurs structurels qui encadrent cette démarche ont une 
infl uence toute aussi importante. 
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Les facteurs structurels reliés à la démarche d’implantation

Bien que ces aspects soient peu documentés dans la littérature sur 
l’évaluation de l’implantation, le matériel d’analyse recensé dans la 
présente étude de cas indique que plusieurs facteurs structurels ont 
eu une infl uence notable sur le processus d’implantation. Ces facteurs 
incluent : les occasions d’échange, les qualités du programme à im-
planter, le contexte organisationnel, et le climat des équipes d’inter-
venants. Ces facteurs constituent en quelque sorte la charpente sur 
laquelle repose la démarche d’implantation. 

Les occasions d’échange

Tout au long de la démarche d’implantation, la direction a dû prévoir 
des mécanismes pour soutenir la fi délité, l’intérêt, et l’engagement 
des intervenants. Aussi, afi n de solliciter la participation active de 
plusieurs intervenants, les gestionnaires ont nommé des représen-
tantes du programme au sein de chaque équipe. La lecture des bilans 
d’équipe révèle que cette initiative est perçue comme un moyen con-
cret et stimulant pour que les intervenants se sentent responsables 
de la qualité de l’implantation du programme. Les représentantes 
d’équipe sont également celles qui peuvent informer les formatrices 
des préoccupations ou des diffi cultés de leur équipe. 

D’autres initiatives de la direction ont aussi été appréciées des équipes 
d’intervenants. Au début de la démarche d’implantation, l’absence 
de manuels d’accompagnement était déplorée par plusieurs interve-
nants. Cette lacune a été corrigée en cours de route en munissant 
les animateurs de cahiers et d’affi ches qui décrivent le contenu et le 
déroulement de chaque activité de groupe. De tels outils permettent 
aux intervenants de connaître d’une façon plus précise les actions à 
entreprendre, et ils favorisent l’atteinte d’une certaine uniformité 
(Gottfredson & Gottfredson, 2002; Joly et al., 2005; Serin & Preston, 
2001; Vitaro, 2000). Une journée d’échange, organisée sous forme 
d’ateliers, fut également offerte à l’automne 2001. L’objectif général 
de ce forum était de faciliter la collaboration entre les équipes d’inter-
venants. Les bienfaits de cette journée ont été soulignés par plusieurs. 
Certains ont même demandé à ce qu’une telle initiative se répète :

Que les gens puissent se rencontrer, je pense que ça aide 
au développement et à la consolidation du programme 
dans les unités, parce que tu n’es pas tout seul dans ton 
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petit univers, tu vois les autres est c’est ressourçant. La 
journée d’échange a été très motivante pour les interve-
nants. Alors, c’est de refaire ce genre de rencontre.

Dans les bilans subséquents, ce besoin d’avoir des occasions pour 
échanger des idées et du matériel clinique était fréquemment et for-
tement revendiqué par les équipes d’intervenants. Le temps et les 
moyens semblaient toutefois manquer pour que ce besoin soit comblé. 
Serin et Preston (2001) reconnaissent l’importance de ce partage. 
De telles initiatives ne favorisent pas uniquement l’acquisition et 
le partage de connaissances; elles sont un signe d’encouragement et 
de soutien et elles contribuent à l’appropriation du programme par 
les intervenants. Dans la même veine, la conseillère au support à 
l’intervention notait que les rencontres qu’elles avaient avec les for-
matrices et les représentantes « alimentaient les idées, fournissaient 
des moyens et donnaient le goût de continuer ». Selon Goldstein et 
Glick (2001), ces mécanismes d’échange devraient toutefois s’étendre 
à tous les intervenants, et non seulement à ceux qui occupent des 
rôles précis. Ils précisent que l’engagement et la motivation des in-
tervenants sont appelés à se renforcer lorsque ces derniers se sentent 
impliqués à part entière dans le processus d’implantation. Gottfredson 
et Gottfredson (2002) formulent des avis semblables. 

Les qualités du programme implanté

La qualité de la démarche d’implantation d’un nouveau programme 
est tributaire de la crédibilité que les intervenants attribuent à ce 
programme. Gendreau et al. (2001) rapportent qu’une démarche 
d’implantation peut diffi cilement réussir si les intervenants n’accor-
dent pas suffi samment de valeur au programme qu’on leur demande 
d’appliquer. C’est donc dire que les intervenants doivent constater que 
le programme dispose des éléments nécessaires pour répondre aux 
besoins prépondérants de la clientèle ciblée. Comme il fut mentionné 
plus haut, une telle reconnaissance ne s’est pas manifestée spontané-
ment pour plusieurs intervenants impliqués dans la démarche d’im-
plantation du programme cognitif-comportemental. Les formatrices 
rapportaient qu’au début de cette démarche d’implantation, plusieurs 
se montraient sceptiques quant à la valeur du programme et quant à 
sa durée de vie. Or, au fi l du temps et au fi l des séances de formation, 
les intervenants constataient de plus en plus que ce programme ré-
pondait au besoin des adolescentes et que les gestionnaires croyaient 
fermement en la qualité du programme. 
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D’autre part, les intervenants doivent être convaincus que l’applica-
tion du programme produit des résultats avantageux compte tenu 
du temps et des efforts investis (Gendreau et al., 2001). Lorsque les 
intervenants perçoivent l’implantation d’un nouveau programme 
comme un fardeau, la qualité de l’implantation s’en trouve large-
ment affectée, tel que l’attestait l’étude de Steele (2002). La présente 
étude de cas démontre que cet élément constitue le talon d’Achille 
de la démarche d’implantation. Année après année, dans les bilans 
périodiques produits par les chefs de service, le programme cogni-
tif-comportemental est souvent rapporté comme étant une charge 
pesante pour les équipes d’intervenants. L’application régulière de 
l’ensemble des composantes individuelles et de groupe du programme 
et leur généralisation à la pratique quotidienne, au sein d’une case 
horaire déjà chargée, est perçue comme étant très diffi cile. Un chef 
de service déclarait : « les éducateurs trouvent ça lourd, ils trouvent 
qu’avec tout ce qu’ils ont à faire dans le quotidien, c’est exigeant. Mais 
ce n’est pas des résistances à haut voltage ». 

Ces observations sont d’une très grande importance. Pour qu’un pro-
gramme soit implanté avec intégrité, celui-ci ne doit pas seulement 
être crédible, ses modalités d’application doivent aussi être réalistes. 
Ceci exige bien souvent le dégagement de temps et de ressources. 
Or, l’actualisation de ce dégagement se retrouve trop souvent sous 
l’emprise de contraintes contextuelles.

Le contexte organisationnel

L’instabilité des ressources professionnelles est un facteur qui indis-
pose la démarche d’implantation. Serin et Preston (2001) précisent 
que l’implantation d’un nouveau programme ne doit pas s’effectuer 
lorsque le milieu d’intervention est aux prises avec d’importants pro-
blèmes organisationnels. Gendreau et ses collègues (2001) ajoutent 
que la démarche d’implantation ne devrait pas s’opérer au sein d’une 
organisation si le roulement du personnel fut supérieur à 25 % au 
cours des deux années précédant le début de l’implantation. L’étude 
de cas réalisée par Steele (2002) indique à son tour que le contexte 
organisationnel au sein duquel un programme est implanté infl uence 
considérablement la qualité de sa mise en oeuvre. Par exemple, 
Steele attribue l’échec de l’implantation du programme qu’il évaluait 
à l’instabilité qui prévalait au sein de l’institution, le roulement du 
personnel ayant été très élevé. Au sein de cette expérience américaine, 
de nouveaux intervenants devaient appliquer le programme sans 
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y avoir préalablement été formés. Les intervenants déjà en poste 
percevaient quant à eux le manque de formation de leurs nouveaux 
collègues comme une surcharge de travail. 

Des problèmes similaires ressortent de la présente étude de cas. Un 
roulement massif du personnel a véritablement mis en danger le 
maintien de la démarche d’implantation. Dans les années qui ont 
suivi le début de l’implantation, les mouvements de personnel se sont 
produits à plusieurs niveaux hiérarchiques de l’organisation. D’une 
part, un changement de direction eut lieu et de nouveaux chefs de 
service sont entrés en fonction. Certains d’entre eux rapportaient 
même ne pas être familiers avec le programme cognitif-comporte-
mental. Un tel changement contrevenait sérieusement à la qualité 
de l’implantation. Une formatrice résumait la situation dans son 
bilan rédigé en 2003 : 

Tous les services ont été touchés par une très grande 
mobilité du personnel depuis un an et demi. Les chefs 
de service manifestent également avoir besoin de sup-
port intensif pour réactiver et appliquer correctement les 
outils cliniques à utiliser. 

L’analyse chronologique des documents analysés indique qu’à la suite 
d’une première redéfi nition des postes en 2001-02, deux des trois for-
matrices ont dû délaisser leur mandat et de nombreux intervenants 
ont été contraints de changer d’équipe de travail. Au sein des unités 
d’hébergement, c’est parfois jusqu’à huit membres de l’équipe sur dix 
qui étaient assignés à de nouvelles équipes. Ainsi, de nombreux inter-
venants qui connaissaient le programme cognitif-comportemental et 
qui commençaient à se l’approprier quittaient leur poste. Ils étaient 
remplacés par de nouveaux intervenants n’ayant pas reçu de forma-
tion et ne pouvant, de ce fait, prendre la relève de leurs prédécesseurs. 
Une seconde vague de redéfi nition de postes est survenue en moins 
de six mois. Encore une fois, des changements majeurs sont survenus 
dans les équipes. À tout cela venait s’ajouter des pressions syndicales 
qui commandaient l’adoption d’un nouvel horaire de travail, lequel 
limitait considérablement le temps d’échange et de discussion au sein 
des équipes. Ce type de conditions ne contribue vraisemblablement 
pas à l’établissement d’un climat d’équipe apte à soutenir l’implan-
tation d’un nouveau programme.
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Le climat des équipes d’intervenants

Un autre facteur qui infl uence la qualité d’une démarche d’implan-
tation est le climat qui prévaut au sein des équipes d’intervenants. 
Serin et Preston (2001) affi rment que la cohésion entre les inter-
venants est essentielle lors de la mise en œuvre de nouvelles pra-
tiques. Les intervenants d’une même équipe doivent harmoniser 
leurs pratiques et leurs points de vue de façon à ce que le programme 
soit appliqué avec intégrité (Fixsen et Blase, 1993). Dans son plan 
annuel de formation déposé à l’automne 2003, une formatrice rap-
portait que le développement et l’intégration du programme par les 
intervenants exigeaient que ces derniers « se défi nissent un langage 
commun et propre aux diverses composantes de ce programme » et 
qu’ils développent « une synergie d’équipe ». Une telle cohésion au 
sein d’une équipe exige cependant que les intervenants disposent 
de temps pour discuter, pour faire état de leurs questionnements, et 
pour s’approprier le contenu du programme (Gendreau et al., 2001; 
Serin & Preston, 2001).

Dans la présente étude de cas, le climat des équipes d’intervenants 
n’a pas encore fait l’objet d’une évaluation systématique. Toutefois, 
les bilans périodiques des chefs de service donnent des indices sur 
la diffi culté à maintenir une cohésion au sein de certaines équipes. 
Notamment, le temps d’équipe consacré à la démarche d’implanta-
tion était jugé insuffi sant, faisant en sorte que les diffi cultés reliées 
à l’application du programme n’étaient pas suffi samment abordées 
en équipe. De ce fait, peu de solutions pour remédier à ces diffi cul-
tés étaient proposées. À l’inverse, le climat positif qui régnait dans 
d’autres équipes fut mentionné à titre de facteurs facilitant de la 
démarche d’implantation. Des chefs de service notaient que la mo-
bilisation de leur équipe favorisait la continuité de la démarche 
d’implantation. Cette mobilisation s’est notamment actualisée par 
le développement d’outils (par exemple, un cartable ou un cahier de 
notes) afi n de pouvoir se partager plus systématiquement les infor-
mations inhérentes à l’application du programme. 

CONCLUSION : LES FINALITÉS FORMATIVES DE L’ÉVALUATION 
DE L’IMPLANTATION

La présente étude de cas visait à mieux comprendre les étapes et 
les conditions qui mènent à la consolidation de l’implantation d’un 
programme au sein d’un milieu d’intervention. Une ligne directrice 
s’y dégage : une démarche d’implantation réussie nécessite du temps 
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et une importante planifi cation. Des leçons peuvent donc être tirées 
de cette démarche d’implantation. 

Dans un premier temps, l’analyse a révélé qu’une démarche d’implan-
tation représente un long processus qui est ponctué de plusieurs pha-
ses. Les résultats tirés de notre étude, ajoutés à ceux d’autres études 
de cas, suggèrent qu’il serait irréaliste de croire qu’un programme 
complexe puisse être implanté dans toute sa globalité avec rigueur et 
conviction dans la même année où il est introduit aux intervenants 
qui doivent l’appliquer. Ensuite, les données analysées signalent 
que des réticences risquent d’apparaître à la suite de l’annonce de 
l’implantation d’un nouveau programme. Pour contrer cet effet, il 
importe que les intervenants ne soient pas pris par surprise et qu’ils 
soient informés par la direction des changements envisagés, et même 
consultés sur les ressources que ces changements nécessiteront et 
sur leur motivation à adhérer aux nouvelles pratiques. Après coup, 
la planifi cation d’une formation va de soi. Cependant, l’étude de cas 
suggère que cette formation ne doive pas viser uniquement le contenu 
théorique et opérationnel du programme, elle doit aussi représenter 
une importante occasion d’échange et de discussion entre les interve-
nants et les formateurs. Une période d’exploration doit ensuite être 
prévue pour laisser le temps aux intervenants de se familiariser avec 
le nouveau programme. À ce stade, les gestionnaires doivent faire 
preuve de fl exibilité; une trop grande rigidité de leur part risquerait 
de compromettre l’adhésion des intervenants au programme. Des 
mécanismes doivent aussi être prévus pour offrir du soutien concret 
aux équipes lorsqu’elles sont exposées aux diffi cultés inhérentes à 
l’application d’un nouveau programme. Ce soutien peut s’actualiser 
par du dégagement de temps afi n que les intervenants puissent pré-
parer leurs activités, en faire une rétroaction, et en discuter en équipe. 
Cependant, une telle solution n’est pas toujours réaliste. Des outils 
(cahiers, matériel d’activité) et des initiatives d’ordre organisationnel 
(ajustement des horaires, coordination du programme avec d’autres 
activités en cours, consultations individualisées avec les formateurs) 
doivent également être mises de l’avant. 

Une fois que le programme est appliqué d’une façon plus structurée 
dans la pratique quotidienne, les intervenants sont plus en mesure 
de prendre conscience de sa pertinence et de sa valeur. Ils peuvent 
alors s’approprier les différentes composantes du programme pour 
en faire leurs véritables outils de travail. C’est à ce moment qu’une 
application plus cohérente et intégrée du programme au sein des équi-
pes devient réaliste et que son utilisation à la pratique quotidienne 
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peut se généraliser. Franchir cette étape nécessite toutefois que du 
soutien constant soit offert aux équipes afi n que ces dernières déve-
loppent (ou maintiennent) un climat d’équipe empreint de cohésion. 
Cette synergie s’observe lorsque les intervenants parlent un langage 
commun et développent ensemble des mécanismes pour renforcer 
leurs pratiques. La formation continue doit alors être envisagée non 
pas sur une base formelle où des séances sont structurées dans des 
plages horaires bien défi nies, mais plutôt à travers une variété de 
moyens permettant aux intervenants de raffi ner leur compréhension 
du programme et leur maîtrise de ses outils cliniques. Par exemple, 
des dîners-causeries peuvent être prévus ponctuellement, des ren-
contres en sous-groupes peuvent être envisagées avec les formatrices 
pour discuter de cas problématiques, ou encore, des défi s mensuels 
visant l’atteinte d’objectifs spécifi ques peuvent être défi nis au sein de 
chaque équipe afi n de consolider la démarche d’implantation. 

Par ailleurs, prendre conscience qu’une démarche d’implantation 
se réalise à travers un long processus, c’est aussi reconnaître que 
chaque acteur doit être garant de son rôle et de ses fonctions. Dans 
la présente étude de cas, l’expérience a démontré que le succès de 
la démarche d’implantation ne peut reposer que sur les épaules de 
quelques acteurs occupant des postes précis. Bien au contraire, des 
responsabilités doivent être partagées par tous, en prenant soin de 
nommer des représentants de la démarche d’implantation à tous les 
paliers hiérarchiques. L’implantation n’est alors pas perçue comme 
étant du seul ressort de la direction. Cette ligne directrice est aussi 
bien mise en relief dans les travaux de Gottfredson et Gottfredson 
(2002). Au-delà de ces considérations, la réussite d’une démarche 
d’implantation dépend aussi de la valeur même du programme, sa 
pertinence doit être démontrée et surtout, ses modalités d’application 
doivent être réalistes. Au besoin, des ajustements doivent être faits 
en cours de route pour que le programme s’applique à la réalité du 
milieu dans lequel il doit être implanté. Si l’application quotidienne 
du programme représente un fardeau, sa durée de vie risque fort 
d’être limitée. À ce titre, Dusenbury et ses collègues (2005) estiment 
que cette ouverture à ajuster les programmes est essentielle afi n que 
les notions théoriques trouvent leur sens une fois mises en pratique 
auprès d’une clientèle précise. Enfi n, la démarche d’implantation ne 
doit pas s’établir au sein d’un contexte organisationnel trop mou-
vant. Bien que cet aspect soit très diffi cile à contrôler, la direction 
doit garantir une certaine stabilité des acteurs clefs, faute de quoi le 
processus d’implantation serait en constant recommencement. 



127LA REVUE CANADIENNE D’ÉVALUATION DE PROGRAMME

Tout compte fait, l’étude de cas a illustré que l’implantation du pro-
gramme cognitif-comportemental s’est avérée un processus périlleux 
pour plusieurs intervenants, malgré tous les efforts investis par les 
gestionnaires pour les soutenir. Cette étude de cas servira possible-
ment à d’autres démarches d’implantation, en leur permettant de 
mieux prévoir les diffi cultés reliées à la démarche d’implantation de 
même que les mécanismes nécessaires pour y remédier. Les limites 
de la présente étude doivent cependant être notées. D’abord, puisque 
les résultats exposent une étude de cas, leur potentiel de générali-
sation s’en trouve limité. Il importe en effet de retenir que l’étude 
s’est déroulée dans un Centre jeunesse à un moment où d’importants 
mouvements de personnel sévissaient. Dans un contexte moins tu-
multueux, le cycle d’implantation aurait probablement évolué à un 
rythme plus rapide. Par contre, puisque chacune des phases du cycle 
a été observée dans d’autres études de cas, il est raisonnable de croire 
que chacune d’entre elles aurait aussi été observée dans un contexte 
plus propice à l’implantation d’un nouveau programme. Autre limite 
à considérer, les résultats se fondaient sur des rapports synthèse 
rédigés, pour la plupart, par des gestionnaires et sur des entretiens 
qualitatifs réalisés avec des gestionnaires et des formatrices. Bien 
que ces acteurs-clefs tentaient de dépeindre la situation vécue par les 
intervenants tout au long de la démarche d’implantation, les percep-
tions de ces intervenants n’ont pas été recueillies directement. Or, ces 
limites pourront être comblées puisque des groupes de discussion et 
des entretiens individuels ont été prévus avec les intervenants afi n 
d’avoir leur point de vue sur les facteurs qui facilitent l’application 
des activités du programme et ceux qui lui font obstacle. Aussi, la 
chronologie de la démarche d’implantation a été présentée sans 
s’appuyer sur des données précises sur l’évolution de la démarche 
d’implantation, notamment sur le dosage des activités et sur leur 
intégrité avec la description théorique du programme. Toutefois, une 
évaluation systématique de ces aspects a été effectuée. Leur présen-
tation dépassait cependant les objectifs du présent article. 

Malgré ces limites, cette étude a eu des retombées formatives pour 
les équipes d’intervenants et pour les gestionnaires. Comme le si-
gnalent plusieurs auteurs, dont Dumas et al. (2001) et Resnick et 
al. (2005), une évaluation d’implantation peut contribuer à bonifi er 
les pratiques dans la mesure où elle identifi e les facteurs facilitant à 
maintenir et les obstacles à surmonter. Les activités de monitorage 
deviennent alors une courroie de transmission importante entre la 
recherche et la pratique.
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NOTE

1. Sur le plan sémantique, la littérature suggère de traiter de « l’approche 
cognitive-comportementale » plutôt que du « programme cognitif-
comportemental ». Or, dans le contexte du présent article, et con-
formément au domaine de l’évaluation, le terme « programme » sera 
privilégié puisqu’il réfère à un « ensemble organisé, cohérent et inté-
gré d’activités cliniques réalisées simultanément ou successivement, 
avec les ressources nécessaires, dans le but d’atteindre des objectifs 
ciblés en rapport avec une problématique précise, pour une popula-
tion défi nie […] » (Pineault & Daveluy, 1986, p. 333). 

REMERCIEMENTS

Cette recherche a été fi nancée par le Centre jeunesse de Montréal-
Institut universitaire et par l’Institut de recherche pour le dévelop-
pement social des jeunes (IRDS).

RÉFÉRENCES

Bernfeld, G.A., Blase, K.A., & Fixsen, D.L. (1990) Towards a unifi ed perspec-
tive on human service delivery systems: Application of the teaching-
family model. Dans R.J. McMahon & R. DeV. Peters (Éds.), Behavior 
disorders of adolescence: Research, intervention, and policy in clinical 
and school settings (pp. 191–205). New York : Plenum Press. 

Dumas, J.E., Lynch, A.M., Laughlin, J.E., Smith, E.P., & Prinz, R.J. (2001). 
Promoting intervention fi delity, conceptual issues, methods, and pre-
liminary results from the early alliance prevention trial. American 
Journal of Preventive Medicine, 20(1S), 38–47.

Dusenbury, L., Brannigan, R., Hansen, W.B., Walsh, J., & Falco, M. (2005). 
Quality of implementation: Developing measures crucial to under-
standing the diffusion of preventive interventions. Health Education 
Research, 20(3), 308–313.

Ellickson, P., & Petersilia, J. (1983). Implementing new ideas in criminal 
justice. Santa Monica, CA : The Rand Corporation.

Fixsen, D.L., & Blase, K.A. (1993). Creating new realities: Program devel-
opement and dissemination. Journal of Applied Behavior Analysis, 
26, 597–615.



129LA REVUE CANADIENNE D’ÉVALUATION DE PROGRAMME

Gendreau, P., Goggin, C., & Smith, P. (2001). Implementary guidelines 
for correctional programs in the “real world.” Dans C.R. Hollin, M. 
McMurran, G.A. Bernfeld, D.P. Farrington, & A.W. Leschied (Éds.), 
Offender rehabilitation in practice: Implementing and evaluating ef-
fective programs (pp. 247–268). Chichester, NY : Wiley.

Goldstein, A. P., & Glick, B. (2001). Aggression replacement training: Ap-
plication and evaluation management. Dans C.R. Hollin, M. McMur-
ran, G.A. Bernfeld, D.P. Farrington, & A.W. Leschied (Éds.), Offender 
rehabilitation in practice: Implementing and evaluating effective 
programs (pp. 121–148). Chichester, NY : Wiley.

Gottfredson, D.C., & Gottfredson, G.D. (2002). Quality of school-based pre-
vention programs: Results from a national survey. Journal of Research 
in Crime and Delinquency, 39(1), 3–35.

Gresham, F.M., Cohen, S., Rosenblum, S., Gansle, K.A., & Noell, G.H. (1993). 
Treatment integrity of school-based behavioral intervention studies: 
1980–1990. School Psychology Review, 22, 254–272. 

Hibbs, E.D., & Jensen, P.S. (2005). Psychosocial treatments for child and 
adolescent disorders: Empirically based strategies for clinical practice. 
Washington, DC : American Psychological Association. 

Joly, J., Tourigny, M., & Thibaudeau, M. (2005). La fi délité d’implantation 
des programmes de prévention ou d’intervention dans les écoles au-
près des élèves en diffi culté de comportements. Nouveaux cahiers de 
la recherche en éducation, 8(2), 101–110. 

Lanctôt, N. (2004). L’évaluation du dosage des activités de l’approche cogni-
tive-comportementale au sein de la direction des services aux adoles-
centes du Centre jeunesse de Montréal. Document inédit.

Lanctôt, N., & Beaulieu, S. (2002). L’implantation de l’approche cogni-
tive-comportementale au sein de la coordination des services aux 
adolescentes du Centre jeunesse de Montréal : Un premier pas vers 
son évaluation. Rapport déposé à la coordination des services aux 
adolescentes, Centre jeunesse de Montréal. Montréal, QC : Université 
de Montréal.

Lanctôt, N., & Chouinard, J. (2003). L’implantation de l’approche cognitive-
comportementale au sein de la direction des services aux adolescentes 
du Centre jeunesse de Montréal : l’évaluation de son assiduité. Rap-



THE CANADIAN JOURNAL OF PROGRAM EVALUATION130

port déposé à la coordination des services aux adolescentes, Centres 
jeunesse de Montréal. Montréal, QC : Université de Montréal.

Le Blanc, M., Dionne, J., Proulx, J., Grégoire, J.C., & Trudeau-Le Blanc, 
P. (1998). Intervenir autrement : un modèle différentiel pour les ado-
lescents en diffi cultés. Montréal, QC : Les Presses de l’Université de 
Montréal.

Mihalic, S., Irwin, K., Fagan, A., Ballard, D., & Elliott, D. (2004). Success-
ful program implementation : Lessons from blueprints. Washington, 
DC : U. S. Department of Justice, Offi ce of Juvenile Justice and 
Delinquency Prevention. 

Pineault, R., & Daveluy, C. (1986). La planifi cation de la santé : concep tion, 
méthodes, stratégies. Montréal, QC : Les Éditions d’Arc.

Resnick, B., Bellg, A.J., Borrelli, B., DeFrancesco, C., Breger, R., Hecht, J., et 
al. (2005). Examples of implementation and evaluation of treatment 
fi delity in the BCC studies: Where we are and where we need to go. 
Annals of Behavioral Medicine, 29(SS), 46–54. 

Rossi, P.H., Lipsey, M.W., & Freeman, H.E. (2004). Evaluation. A systematic 
approach (7e éd.). Thousand Oaks, CA : Sage. 

Serin, R.C., & Preston, D.L. (2001). Designing, implementing and manag-
ing treatment programs for violent offenders. Dans C.R. Hollin, M. 
McMurran, G.A. Bernfeld, D.P. Farrington, & A.W. Leschied (Éds.), 
Offender rehabilitation in practice : Implementing and evaluating 
effective programs (pp. 205–221). Chichester, NY : Wiley.

Steele, P.D. (2002). Evaluation of the EQUIP program: A partnership between 
the New Mexico Statistical Analysis Center and the New Mexico Chil-
dren, Youth and Families Department. Albuquerque, NM : University 
of New Mexico, Institute for Social Research.

Tourigny, M., & Dagenais, C. (1998). Introduction à la recherche évaluative : 
la recherche au service des intervenants et des gestionnaires. Dans 
S. Bouchard & C. Cyr (Éds.), Recherche psychosociale : pour harmo-
niser recherche et pratique (pp. 389–435). Sainte-Foy, QC : Presses 
de l’Université du Québec.



131LA REVUE CANADIENNE D’ÉVALUATION DE PROGRAMME

Vitaro, F. (2000). Évaluation des programmes de prévention. Principes 
et procédures. Dans F. Vitaro & C. Gagnon (Éds.), Prévention des 
problèmes d’adaptation chez les enfants et les adolescents (pp. 67–99). 
Montréal, QC : Presses de l’Université du Québec.

Wilson, J.J., & Lipsey, M.W. (2000). Effects of school violence prevention 
programs on aggressive and disruptive behavior: A meta-analysis of 
outcome evaluations. Nashville, TN : Center for Evaluation Research 
and Methodology, Vanderbilt Institute for Public Policy. 

Nadine Lanctôt est titulaire de la Chaire de recherche du Canada 
sur la délinquance des adolescentes et des adolescents. Elle est profes-
seure agrégée au département de psychoéducation et chercheure au 
GRISE à l’Université de Sherbrooke. Ses activités de recherche por-
tent sur l’étude des différences sexuelles dans les facteurs de risque 
et de protection des troubles de comportement et de la délinquance 
ainsi que sur les facteurs permettant de prédire la continuité et le 
changement dans les trajectoires de délinquance, de l’adolescence à 
l’âge adulte. Enfi n, l’évaluation de programmes destinés aux ado-
lescentes et aux adolescents pris en charge par les centres jeunesse 
fi gure aussi dans son programme de recherche. 

Julie Chouinard a réalisé son mémoire de maîtrise sous la direction 
de Nadine Lanctôt à l’École de criminologie, Université de Montréal. 
Elle est agente de relations humaines au Centre jeunesse de la 
Montérégie depuis 2001. Dans le cadre de sa maitrise à l’École de 
criminologie de l’Université de Montréal, elle a évalué l’assiduité de 
l’implantation de l’approche cognitive-comportementale au sein d’une 
direction du Centre jeunesse de Montréal. Elle a par la suite travaillé 
à l’organisme Boscoville 2000 à titre d’agente de recherche et moni-
torage. Ses intéréts portent sur la recherche évaluative dans le cadre 
de l’intervention en centre de réadaptation et, plus particulièrement, 
sur les impacts que peut avoir l’implantation d’un programme sur 
une équipe d’intervenants et sur les adolescents.



133

Abstract:

Résumé:

Corresponding author: Joan E.H. Bishop, Clinical Associate Professor of Psychia-
try, University of British Columbia, Riverview Hospital, Hillside Building, 2601 
Lougheed Highway, Port Coquitlam, BC V3C 4J2;<jbishop@bcmhs.bc.ca>

DEVELOPMENT OF A FRAMEWORK FOR 
COMPREHENSIVE EVALUATION OF CLIENT 
OUTCOMES IN COMMUNITY MENTAL 
HEALTH SERVICES

Joan E.H. Bishop
University of British Columbia, Riverview Hospital
Port Coquitlam, BC

Evelyn Vingilis
University of Western Ontario
London, Ontario

The conduct of outcomes research on clients with serious mental 
illness using community mental health services is a challenge. 
Causal models with inclusion of mediating and moderating varia-
bles from social sciences evaluation methods provide a framework 
for conceptualizing and evaluating the complexity of community 
mental health services. This article presents the conceptualiza-
tion and development of a framework for comprehensive evalu-
ation of client outcomes in community mental health services 
and describes a case example of operationalizing and testing the 
framework in an evaluation of Assertive Community Treatment 
(ACT) in Southwestern Ontario, Canada. The initial framework 
was developed by hypothesizing a cause-effect pathway and 
links among delivered treatment variables, the implementa-
tion system, external factors, and intermediate and longer term 
outcomes. The framework was further validated and modifi ed 
through stakeholder input. All variables identifi ed in the frame-
work were then operationally defi ned and instruments with good 
psychometric properties were chosen to measure the variables. 
This framework can provide a generic example for the conduct 
of community mental health evaluations.

La réalisation de travaux de recherche sur les résultats obtenus 
auprès de patients atteints de troubles mentaux graves en ayant 
recours aux services communautaires de santé mentale pose un 
défi . Les modèles causals comportant des variables médiatrices et 
modératrices provenant des méthodes d’évaluation des sciences 
sociales fournissent un cadre pour conceptualiser et évaluer la 
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complexité des services communautaires de santé mentale. Cet 
article présente la conceptualisation et l’élaboration d’un cadre de 
travail visant à permettre une évaluation détaillée des résultats 
chez les clients des services communautaires de santé mentale et 
décrit, à titre d’exemple, un cas où ce cadre a été opérationalisé et 
mis à l’essai dans une évaluation du Suivi intensif dans le milieu 
(SIM) dans le sud-ouest de l’Ontario, Canada. Le cadre initial a 
été élaboré en supposant un lien de causalité et des liens entre les 
variables de traitement, le système de mise en œuvre, les facteurs 
externes, ainsi que les résultats à moyen et à plus long terme. Le 
cadre a été validé plus à fond et modifi é suite aux commentaires 
et suggestions des intervenants. Toutes les variables recensées 
dans le cadre ont ensuite été défi nies opérationnellement, et on 
a sélectionné des instruments possédant de bonnes propriétés 
psychométriques pour les mesurer. Ce cadre de travail peut servir 
d’exemple générique pour la réalisation d’évaluations en santé 
mentale communautaire.

Complex processes for delivering health and social serv-
ices are obscure without some theoretical model or framework that 
identifi es relevant variables and expected causal relations, and that 
provides some basis for organizing information and interpreting 
research results (Lipsey, 1988; Rossi, Freeman, & Lipsey, 1999; Vin-
gilis & Burkell, 1996; Vingilis & Pederson, 2001; Vingilis et al., 2003; 
Weiss, 1998). In the absence of such a framework, there is no basis 
for understanding how and why the system worked (or not) or for 
reproducing its effects on a broader scale (Rossi et al., 1999). This is 
particularly true when evaluating mental health services in the com-
munity. The complexity of seriously mentally ill (SMI) clients’ needs, 
and of services and systems of care required to meet those needs, 
presents a major challenge to evaluating outcomes of mental health 
services. To date, in the medical/psychiatric, mental health services 
evaluation literature, few descriptions of evaluation frameworks are 
available that have examined both the therapeutic process of change 
within clients—that is, a hypothesized process by which clients jour-
ney through recovery—and other person and system variables includ-
ing treatment implementation and policy-driven variables that can 
infl uence treatment outcomes. 

This article will present conceptual and methodological problems in 
community mental health services outcomes studies and describe 
the conceptualization and development of an evaluation framework, 
adapted from current social sciences program evaluation literature. 
Our framework seeks to obviate some conceptual and methodologi-
cal problems and improve the validity of comprehensive evaluations 
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of client outcomes in community mental health services. We will 
describe a case example with suggestions for operationalizing and 
testing the framework in an evaluation of Assertive Community 
Treatment (ACT). 

The framework is based on the causal or results chain approach used 
in current program evaluation methods (Chen, 1990, 2005; Chen & 
Rossi, 1980; Grembowski, 2001; Petrosino, 2000; Vingilis & Pederson, 
2001; Weiss, 1998). Related are Judd and Kenny’s (1981) “process 
analysis” of treatment effects, which begins with a theory-driven 
causal chain that links the “treatment at one end with the outcome 
variable at the other end” (p. 604), and Greenberg’s (1986) “change 
process research” for psychotherapy. The framework is also based on 
other health-related and mental health models, previous research on 
variables infl uencing outcomes, stakeholder consultations, and clini-
cal experience with the recovery and outcome process of clients with 
SMI. It provides a conceptual understanding of the many person and 
system factors that can affect community mental health outcomes. 
The framework elements can be conceptualized as moderators and 
mediators. Moderators are variables that precede clients’ assignment 
to treatment and can interact with the treatment variable to affect 
the outcome variable, while mediators are intervening variables 
that occur after clients have been assigned to treatment but before 
measurement of ultimate client outcomes (Calsyn, 2003; Kenny et al., 
2004). This framework is not intended as a fi nal, omnibus framework 
to be used by all, but rather as an example of how both a hypothesized 
causal process of change (the intervening steps) occurring within the 
client and relevant person and system variables affecting outcomes 
can be brought into a single analysis plan. Certainly other hypoth-
esized causal processes and relevant variables can be considered.

BACKGROUND

To date, most community mental health services research has used 
randomized controlled trial (RCT) methods and a “black box” para-
digm (Gehrs et al., 2004; Mechanic, 1996) with no explicit causal 
process of change included. As a consequence, it is still unclear how 
community mental health services such as ACT and other factors in-
fl uence persons with SMI, since causal processes refl ecting the inter-
vening steps to recovery are typically not captured (Burns & Santos, 
1995; Hoagwood, 2005; Rush, Norman, Hirsh, & Wild, 1999). Studies 
have synthesized the research on active ingredients of effective case 
management (Rapp, 1998); related some critical ingredients of ACT 
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to outcomes such as reduction of hospitalization (Teague, Drake, & 
Ackerson, 1995; Teague, Bond, & Drake, 1998); summarized critical 
ingredients (Bond, Drake, Mueser, & Latimer, 2001); described which 
critical ingredients patients (Calsyn, Morse, Klinkenberg, Yonker, & 
Trusty, 2002; McGrew & Bond, 1995; McGrew, Wilson, & Bond, 1996, 
2002) and case managers consider important (McGrew, Pescosolido, 
& Wright, 2003); and documented satisfaction with aspects of ACT 
(Chue, Tibbo, Wright, & Van Ens, 2004; Redko, Durbin, Wasylenki, & 
Krupa, 2004). Recently researchers have begun to explore the inter-
vening steps (mediators) leading to ultimate expected outcomes and 
what person and system variables affect ultimate expected outcomes 
(mediators and moderators) in community mental health services 
(Calsyn, 2003; Gehrs et al., 2004). As Kenny et al. (2004) write: “The 
study of mediators allows researchers and clinicians to explain better 
how a program produces its effects” (p. 295).

Clarke et al. (2000) examined several adverse outcomes in clients 
with SMI in a three-year RCT of two ACT programs versus usual care 
(N = 163) and conducted exploratory analyses of factors moderating 
or mediating these outcomes. Using survival analyses, they found 
no main effect of ACT on hospitalization, homelessness, or ER visits, 
which is inconsistent with other literature. Using Cox proportional 
hazards models, they found sex, diagnosis, high symptomatology, 
and provider case load predictors of time to fi rst hospitalization; 
Brief Psychiatric Rating Scale (BPRS) symptomatology predictive of 
ER visits; case manager-rated working alliance (Working Alliance 
Inventory) a predictor of homelessness; and client minority status 
and experimental condition a predictor of time to arrest. However, 
the predictor data for these analyses were from the baseline interview 
only, and thus the potential intervening causal processes leading to 
expected outcomes were not assessed. Calsyn, Morse, et al. (2002) 
reanalyzed the Morse et al. (1997) dataset to study moderators and 
mediators of client satisfaction in ACT at 18-month follow-up using a 
series of hierarchical regression equations (N = 129). They found that 
intensity of program contacts, continuity of care, assistance with daily 
living, and strength of the helping alliance were important mediators 
of satisfaction. They used their own measure of helping alliance and 
suggested that replication of fi ndings was needed with a more con-
ventional measure such as Working Alliance Inventory. They noted 
limitations such as the small number of moderators and mediators 
studied. Specifi cally, only one person mediator (helping alliance) and 
few system mediators (i.e., specifi c services) were included. Again, the 
potential intervening causal processes leading to expected outcomes 
were limited to one variable: working alliance.
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Kenny et al. (2004), also reanalyzing the Morse et al. (1997) dataset 
(N = 155), used Hierarchical Linear Modelling (HLM) to identify ap-
propriate analysis of longitudinal data. They estimated treatment 
effects of ACT in a randomized longitudinal experiment comparing 
ACT to brokered case management, and identifi ed mediators and 
moderators of improved outcomes in stable housing and psychiatric 
symptoms over a two-year period. Mediators included system vari-
ables of service intensity, continuity, and specifi city (types of services 
used) and one person variable of medication adherence. Moderators 
were age, sex, race, and diagnosis (schizophrenia, substance abuse, 
and personality disorder). Apart from an overall treatment effect 
for ACT, they found no moderator effects, and the only mediator 
effect was specifi c services used (case management, housing assist-
ance, and fi nancial assistance), which partially mediated housing 
outcomes. Similarly, no moderator effects were found for reduced 
symptoms. Although medication adherence strongly led to fewer 
symptoms, it was not considered a mediator of the treatment effect 
for psychiatric symptoms because medication adherence was not af-
fected by treatment. The strength of the Kenny et al. study was that 
it made signifi cant advances in statistical analysis of longitudinal 
data, but the authors recommended that future researchers should 
study therapeutic alliance and should not rely exclusively on client 
self report to measure service variables. 

Most evaluations of mental health services are done at the level of 
the individual patient/client, using the widely accepted practice of 
collecting both process and outcome data (Posavac & Carey, 2003; 
Sederer & Dickey, 1996). However, this method is often inadequate 
for interpreting outcomes in the real world (Donenberg, Lyons, & 
Howard, 1999; Mowbray, Collins, Plum, Masterton, & Mulder, 1997; 
National Institutes of Mental Health, 1991; Williams & Garner, 2002). 
Many evaluations use only 1–2 outcome measures (e.g., readmission 
rates) and do not measure variables representing the target popula-
tion, implementation system, or external factors. Interpreting such 
outcome data out of context is exceedingly diffi cult. For example, if 
clients with SMI in community-based programs have higher levels of 
readmission, is it because the community program did not implement 
their service fully or did not actually deliver the planned services? 
Or is the higher rate of readmission due to a target population that 
is in need of more inpatient care to prevent severe decompensation 
or inappropriate incarceration in jail? In other words, single vari-
able outcomes are very diffi cult to interpret without a framework 
to show the bigger picture with all potential variables, expected 
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outcomes, and the causal chain required to achieve those outcomes. 
Evaluators must consider a wider array of factors at the same time, 
including the moderators (characteristics of the target population), 
person mediators (steps in a causal chain toward achieving longer 
term outcomes), and system mediators (content of services, ways to 
implement the delivery of services, the clients’ natural supports in 
the community, and external or contextual infl uences) that could af-
fect the outcomes. 

This problem of having to simultaneously consider a wide array of 
variables has been evident to researchers for many years (Brugha 
& Lindsay, 1996; Donabedian, 1980; Jenssen, 1995; Mechanic, 1996; 
National Institutes of Mental Health, 1991; Rosenblatt & Attkisson, 
1993; Ruggeri, 1995; Ruggeri & Tansella, 1996). Rosenblatt and 
Attkisson (1993), Rush et al. (2004) and others identifi ed the need 
for multiple measures and approaches to measuring outcomes for 
persons with SMI. Mechanic (1996) discussed research fi ndings on 
ACT programs to illustrate that experimental trials have limitations 
in mental health services research and that even when studies are 
well designed and carefully replicated, investigators often remain 
uncertain about the key elements of a complex intervention. He con-
cluded that we still have a great deal to learn about for whom ACT 
works and how. He suggested improving the design of research to 
better understand key elements in successful interventions, which 
he called “looking inside the black box,” but did not say how this 
should be done. In a National Institute of Mental Health (NIMH) 
monograph, Ciarlo, Brown, Edwards, Kiresuk, and Newman (1986) 
developed and recommended a multidimensional model for mental 
health outcome measures which included: (a) type of assessment, 
that is, individualized, partially standardized, and standardized 
methods; (b) the nature of respondent, that is, measures from the 
client, therapist, and other observers; and (c) the functional domain 
measured, that is, individual/self, personal/family relations, and 
community settings. This model was further expanded by Rosenblatt 
and Attkisson (1993).

The mental health service evaluation literature continues to reiterate 
the importance of comprehensive evaluation of the quality of health 
care (Busch & Sederer, 2000; Dickey, 2001; Hansson, 2001; Hermann, 
2002) using a distinction among structure, process, and outcome infor-
mation originally developed by Donabedian (1980). Hafner and an der 
Heiden (1989a, 1989b) describe an observational design that allowed 
for a “more or less reliable” analysis of cause and effect in evaluation 
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of care for disabled mentally ill persons. Their model included inter-
ventions, outcomes, intervening variables, confounders, and external 
infl uences, but it was not tested in a long term follow-up study. Thorni-
croft and Tansella (1999) adapted Donabedian’s classifi cation to create 
a “mental health matrix” that specifi es information needs for evalu-
ating services at regional, local, and patient levels. Although their 
matrix can organize a comprehensive description of the whole mental 
health system and facilitates the bridging of information among dif-
ferent levels of analysis (country/region, local, patient), it does not 
illustrate ways to test causal relations among inputs, processes, and 
outcomes or among regional, local, and patient levels. Others propose 
or use logic models to study both system- and client-level issues (Gold-
man et al., 1990; Goldman, Morrissey, & Ridgely, 1994; Goldman et 
al., 2002; Hernandez, 2000; Morrissey et al., 1994, 2002; Randolph et 
al., 2002; Rosenheck et al., 2002). However, the logic models either 
did not include (or did not test) steps in a causal chain at the client 
level—an essential prerequisite for examining the intervening proc-
esses that occur in clients and that lead to recovery. Thus, despite the 
advocacy by many over the last two decades to use multi-dimensional 
models for community health services evaluation, actual practice is 
limited. Our proposed framework builds on concepts of previous mod-
els by including different types of assessments, various respondents 
(i.e., not relying only on self-reports), measuring a variety of domains, 
and testing causal relations among inputs, processes and outcomes.

Moreover, the testing of frameworks/models with longitudinal data 
necessitates advanced statistical modelling methods. Gibbons (2000) 
states:

Despite recent advances in statistical methods for lon-
gitudinal research, the cost of mental health services 
research is not always commensurate with the quality 
of the analyses which often consist of little more than 
a correlation of variables measured at various times, or 
group means plotted at successive time points … These 
[mixed-effects] models are critical to mental health serv-
ices research in that they provide statistically rigorous 
approaches to both the defi nition and analysis of outcome 
which is invariably multi-dimensional and based on quali-
tative factors. (p. 91)

Longitudinal studies play an extremely important role in mental 
health services research, yet are a challenge for researchers in what 
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to do with repeated (intra-individual) measures collected on the same 
individual over time (Gibbons, 2000). Traditional approaches gener-
ally use baseline and post-intervention data and compute a change 
score (Gibbons, 2000) that leads to the loss of important information. 
When dropouts occur, endpoint analysis is conducted that eliminates 
subjects regardless of the length of treatment to which the subject 
was exposed (Gibbons, 2000). Or one-way ANOVAs are used at each 
follow-up time point, which causes multiple-comparison problems 
(Gibbons, 2000). Additionally, some studies include only study com-
pleters, leading to internal and external validity problems. Recent 
advances in longitudinal research recommend that modelling should 
begin at the individual client level because in mental health research 
response to treatment is quite individualized (Gibbons, 2000). This 
method allows for the assessment of intra-individual level and inter-
individual level differences in change (Boyle & Willms, 2001; Brekke, 
Long, Nesbitt, & Sobel, 1997; Snijders & Bosker, 1999; Willett, Ayoub, 
& Robinson, 1991). Individual change across time is modelled, and 
subsequently the effects of covariates (mediators and moderators) 
are examined to determine whether there are systematic differences 
in rate or type of change. This dual aim can be accomplished with 
growth curves and HLM, and is a recommended method of analysis 
(Boyle & Willms, 2001; Brekke et al., 1997; Gibbons, 2000; Snijders 
& Bosker, 1999; Willett et al., 1991). 

If advances are to be made in our understanding of causal pathways of 
outcomes for SMI clients who receive community mental health serv-
ices, the challenge is to move beyond the rhetoric on the importance of 
developing causally complex models to actually operationalizing and 
testing such models. Judd and Kenny (1981) expound that the causal 
processes that mediate treatment effects should be an important part 
of evaluation studies, since this aids generalization, improvements in 
the effi cacy of interventions, and knowledge acquisition about “causal 
mechanisms that produce socially signifi cant outcomes” (p. 617). 

DEVELOPMENT OF A CONCEPTUAL FRAMEWORK 

Programs are generally based on a set of explicit or implicit assump-
tions about how and why a program will work, which is called “pro-
gram theory” (Chen, 2005; Grembowski, 2001; Weiss, 1998). There 
are two types of underlying assumptions: the program’s theory of 
cause and effect (also called explanatory theory or change model) and 
the program’s theory of implementation (also called change theory 
or action model) (Chen, 1990; Chen & Rossi, 1983; Grembowski, 
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2001; National Institutes of Health, 2003; Vingilis & Pederson, 2001; 
Weiss, 1998). The program’s theory of cause and effect consists of the 
hypothesized assumptions about causal processes through which a 
program will cause specifi c outcomes. These “causal connections” 
are often captured by “if-then” statements about the program and 
pictorial representations of hypothesized causal pathways (results 
chain) (Chen, 2005; Grembowski, 2001; Weiss, 1998; W.K. Kellogg 
Foundation, 2001). Chen (1990, 2005), Grembowski (2001), Weiss 
(1998), and other evaluation scholars articulate the importance, as 
Weiss (1998) suggests, of “setting down the expected paths of change,” 
although she also charges that “[u]se of program theory as a map for 
evaluation doesn’t necessarily imply that every step of every possible 
theory has to be studied” (p. 62).

The central element in our framework illustrated in Figure 1 is a 
theory-driven causal path that includes an hypothesized series of 
intermediate outcomes or incremental changes that occur in clients 
as they move toward recovery. This causal path illustrates a pos-
sible mechanism of impact of community mental health services by 
hypothesizing a sequence of changes that occur in clients as they 
are exposed to services. Figure 1 shows how different mental health 
services can describe the causal path with a series of intermediate 
outcomes that correspond to a theory of how that particular program 
exerts its infl uence on persons with SMI. The number of intermedi-
ate steps included in any causal path will vary and is based on the 
theory underlying the model. Researchers can articulate their own 
hypothesized causal steps based on the recovery model that is being 
used by the program they are evaluating. It is important to realize 
that any model that is constructed is conceptual and needs to be 
tested empirically. 

The program’s theory of implementation defi nes the strategy for 
implementing a program and focuses on whether the program is 
actually implemented as intended (Chen, 1990; Grembowski, 2001; 
Weiss, 1998). The framework is informed by the hypothesis that for 
desired outcomes to occur: (a) the mental health program or service 
to be evaluated must be organized as identifi ed in effi cacy trials 
(“implementation system”); (b) specifi c treatment, rehabilitation, 
and/or support services must actually be delivered; (c) family and 
natural supports must be available and not be burdened; and (d) no 
major changes should occur to external factors, which could affect 
SMI client’s expected longer term outcomes. The implementation 
system and treatment, rehabilitation, and support services actually 
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Figure 1
Framework for Comprehensive Evaluation of Client Outcomes 
in Community Mental Health Services
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delivered for any mental health service are important mediators of 
outcomes. The variables to be included are informed by the service’s 
theory of implementation, which focuses on whether the program was 
implemented as intended and the type and amount of services were 
actually provided to each client (Chen, 1990, 2005; Grembowski, 2001; 
Vingilis & Pederson, 2001; Weiss, 1998). For example, Rapp (1998) 
describes eight structural and seven service requirements for effec-
tive case management. Supported employment is most effective when 
it is carried out using the Individual Placement and Support (IPS) 
model of vocational rehabilitation (Cook et al., 2005; Latimer, 2005) 
in which clinical and vocational services are very closely integrated, 
according to the IPS theory of implementation (Drake, Becker, Bond, 
& Mueser, 2003). Evidence-based reviews document the details of 
specifi c treatment and rehabilitation interventions, such as supported 
employment (Bond, 2004), social skills training (Pilling, Bebbington, 
Kuipers, Garety, Geddes, Martindale, et al., 2002), psychoeducation 
(Pekkala & Merinder, 2003), Cognitive Behavioural Therapy (Mueser 
et al., 2002; Pilling, Bebbington, Kuipers, Garety, Geddes, Orbach, et 
al., 2002), illness management (Mueser et al., 2002; Mueser, Torrey, 
Lynde, Singer, & Drake, 2003), and integrated mental health and 
substance abuse treatment (Drake, Mueser, Brunette, & McHugo, 
2004), which may be included in this element of the framework as 
mediating variables, depending on the specifi c mental health program 
being evaluated. Family and natural supports and external factors 
are included in the framework elements as potential mediators to ac-
knowledge the importance of other social infl uences and policy shifts 
that can infl uence SMI client outcomes through changes in the actual 
availability or delivery of health and social services. Evaluators would 
choose variables that are pertinent to the local context.

The next element in the framework describes longer term outcome for 
clients for both the cause-effect and implementation theories. This 
can include primary and secondary outcome variables according to 
the program’s theory of cause and effect, relevant literature, and 
stakeholder needs. A fi nal element that needs to be considered in a 
conceptual framework and analysis plan includes the moderators of 
mental health outcomes. In order to eventually improve the quality of 
life of clients with SMI, it is important to understand how specifi c tar-
get population variables moderate outcomes for persons with SMI. 

The remainder of this article presents, for heuristic purposes, a case 
example of operationalizing and testing the framework in an ACT 
evaluation (Ministry of Health and Long-Term Care, 2005). ACT 
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was chosen to test the framework because it already has established 
overall treatment effects through effi cacy and effectiveness RCTs in 
the USA, Britain, Australia, Africa and Canada (Allness, 1997; Bond 
et al., 2001; Bond, McGrew, & Fekete, 1995; Bond, Miller, Krumwied, 
& Ward, 1988; Bond et al., 1990; Marx, Test, & Stein, 1973; McGrew 
& Bond, 1995; Morse et al., 1997; Scott & Dixon, 1995; Stein & Test, 
1980; Stein, Test, & Marx, 1975; Test & Stein, 1978; Thompson, 
Griffi th, & Leaf, 1990). 

CASE EXAMPLE: CONCEPTUALIZING, OPERATIONALIZING, AND 
TESTING A FRAMEWORK IN AN ACT EVALUATION

ACT is a community-based service in which a multidisciplinary team 
delivers comprehensive treatment, rehabilitation, and support serv-
ices (a “mini-system of care”) to clients with persistent SMI. Most serv-
ices are provided within this team without referring clients to multiple 
community mental health providers (Allness, 1997; Lehman, Dixon, 
Kernan, DeForge, & Postrado, 1997) because of the number and vari-
ety of staff available to fl exibly deploy therapeutic resources (Latimer, 
2005) with a level of intensity that is titrated to meet individual client 
needs. According to the updated Ontario Program Standards for ACT 
teams (Ministry of Health and Long-Term Care, 2005) an urban/full-
size ACT team will have 12.8 FTE (full-time equivalent) multidiscipli-
nary staff including nurses, social workers, occupational therapists, 
vocational specialists, peer support staff, an addictions specialist, a 
part-time psychiatrist, and a program assistant. Rural/small ACT 
teams should have 9.5 FTE with a similar range of disciplines. The cli-
ent to staff ratio at capacity (excluding the psychiatrist and program 
assistant) is 10 for urban teams, 8 for rural/smaller teams, and 5.5 for 
rural teams with distant travel requirements.

Using the approach described by many program evaluation scholars 
(Chen, 1990, 2005; Chen & Rossi, 1980; Cordray, 1989; Grembowski, 
2001; Lipsey, 1988; Mayne, 2001; Petrosino, 2000; Posavac & Carey, 
2003; Rossi et al., 1999; Vingilis & Pederson, 2001; Weiss, 1998), we 
will present an hypothesized conceptual framework to pictorially 
capture both program cause and effect and implementation theories, 
a conceptualization of key variables that can infl uence longer term 
outcomes of SMI clients, and a method to empirically test the frame-
work in an ACT evaluation. 

Findings from other health-related models and previous de-institu-
tionalization outcome studies on variables infl uencing outcomes and 
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possible cause-effect pathways provided input for our hypothesized 
framework. Construct validity was further enhanced through three 
stakeholder consultations. In 1999, a colloquium was held in South-
western Ontario to use the knowledge and experience of service pro-
viders, health planners, and service users to identify issues related 
to community-based mental health outcomes in anticipation of the 
projected closing of two local psychiatric hospitals (Schrecker, 1999). 
A list of potential participants was generated, and, using purposive 
maximum variation sampling (Flick, 1998) to include a range of 
stakeholders from both rural and urban jurisdictions, 35 stakeholders, 
who were blinded to the original draft framework, were facilitated to 
identify what they considered to be important mediators, moderators, 
outcomes, and causal pathways to community-based mental health 
services and to generate a model independently (Flick, 1998). The 
stakeholders included clients with SMI and their families, commu-
nity psychiatrists, mental health service providers of all disciplines, 
representatives and administrators of social service and commu-
nity mental health agencies, police, and mental health planners in 
Southwestern Ontario (Schrecker, 1999; Vingilis et al., 2003). The 
responses of participants were recorded by both audiotapes and fl ip 
charts, and used to revise the model. A second colloquium continued 
on the track of identifying issues related to community-based mental 
health outcomes which further informed the developing framework 
(Schrecker, 2001). The revised framework, including participants’ 
suggestions for operational defi nitions/indicators, was presented 
at the third colloquium, and further input was generated to refi ne 
the details of the framework (Vingilis et al., 2003). The framework 
illustrated in Figure 2 will be described using details from the psy-
chiatric and mental health services literature, other mental health 
models and health belief theories, and colloquia fi ndings as it applies 
to persons with SMI. 

Hypothesized Program Theory of Cause and Effect 

The causal path that was identifi ed to test in our framework includes 
therapeutic alliance, empowerment, attitude to medications, and 
medication adherence, as illustrated in Figure 2, although there are 
others that could be included. Substantive evidence is available on 
the importance of medication adherence for improved outcomes of 
clients with SMI (Fernandez, Evans, Griffi ths, & Mostacchi, 2006; 
Magura, Laudet, Mahmood, Rosenblum, & Knight, 2002; Svedberg, 
Backenroth-Ohsako, & Lutzen, 2003; Tabor & Lopez, 2004) and there-
fore represents an important variable for recovery. Yet, medication 
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Framework for Testing in an ACT Evaluation
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non-adherence is common, with researchers fi nding a non-adherence 
rate up to 50% in community-based persons with SMI (Fernandez et 
al., 2006; Wale & Moon, 2005). Many scholars have examined bar-
riers to adherence and have identifi ed various interpersonal factors 
that play an important role in supporting medication adherence. Key 
interpersonal factors found to infl uence medication adherence have 
been the therapeutic relationship and empowerment. Additionally, 
other research and health belief theories have indicated that at-
titudes are central to medication adherence (Corrigan, 2002a; Ellis 
& King, 2003; Svedberg et al., 2003; Tabor & Lopez, 2004; Usher & 
Arthur, 1997). The Health Belief Model and the Theory of Reasoned 
Action assert that individuals behave in ways to reduce perceived 
threats (disease symptoms) and increase perceived benefi ts (e.g., 
medication adherence) (Corrigan, 2002a; Tabor & Lopez, 2004). For 
testing our framework, we have hypothesized that the theory-driven 
causal path starts with therapeutic alliance. Howgego, Yellowlees, 
Owen, Meldrum, and Dark (2003) write that the concept of client 
empowerment through the therapeutic relationship is fundamental 
to the aims of service delivery in attempts to reduce the impact of 
mental illness on the individual and help in recovery. Various scholars 
have asserted that collaborative therapeutic relationships can lead 
to empowered clients who are likely to be active participants in the 
management of their illness, which should enhance their motivation 
to take medication, thereby leading to better outcomes (Corrigan, 
2002b; Fernandez et al., 2006; Greenall, 2006; Usher & Arthur, 1997). 
In response to arguments that empowered clients might be less likely 
to take medications, Corrigan (2002b) asserts that the common psy-
chological response of “reactance,” that is, the clients’ perceptions of 
threats to their freedom or control that may induce non-adherence 
to medication (Fogarty, 1997), should only occur if a therapeutic 
relationship is perceived as coercive and not empowering. However, 
empirical testing of the model will determine what variables are 
signifi cant mediators along the causal path. Bordin’s (1994) model 
of therapeutic alliance, whereby collaborative endorsement of goals 
occur, is the most commonly used model and offers the most utility 
for case management treatment models (Howgego et al., 2003). Two 
meta-analyses, one descriptive review, and numerous other stud-
ies concluded that therapeutic alliance was a “robust” predictor of 
outcomes (Anthony, Rogers, & Farkas, 2003; Barker, 2001; Calsyn 
et al., 2002; Clarke et al., 2000; Gehrs & Goering, 1994; Horvath & 
Symonds, 1991; Howgego et al., 2003; Klinkenberg, Calsyn, & Morse, 
1998; Martin, Garske, & Davis, 2000; McGrew et al., 1996; Mowbray, 
Cohen, & Bybee, 1993; Neale & Rosenheck, 1995; Priebe & Gruyters, 
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1993; Solomon, Draine, & Delaney, 1995; Tait, Birchwood, & Trower, 
2003). Moreover, alliance ratings were also signifi cantly associated 
with both attitude toward medication (Solomon et al., 1995) and 
medication adherence (Howgego et al., 2003). Empowerment is as-
sociated with clients’ participation in their own recovery (Anthony, 
1993; Davidson & Strauss, 1995; Fisher, 1994; Freund, 1993; Kirsh, 
Krupa, Horgan, Kelly, & Carr, 2005; Spaniol, Koehler, & Hutchinson, 
1994) and is consistent with the consumer empowerment movement, 
a nursing management model, and the “strengths” model of case 
management (Franklin, Solovitz, Mason, Clemons, & Miller, 1987; 
Mueser, Bond, Drake, & Resnick, 1998; Rapp, 1998; Saleebey, 1996; 
Usher & Arthur, 1997). It continues to be an important theme in 
recent literature (Barker, 2001; Barry, Zeber, Blow, & Valenstein, 
2003; Malm, Ivarsson, Allebeck, & Falloon, 2003; Mueser et al., 2002; 
Young et al., 2000). Attitude to medications is considered an impor-
tant predictor of adherence and plays an important mediating role in 
health belief models (Corrigan, 2002a; Razali & Yahya, 1995; Tabor 
& Lopez, 2004; Voruganti & Awad, 2002). Many have written about 
the importance of “compliance” or “adherence” for persons with SMI 
(Azrin & Teichner, 1998; Bhanji, Chouinard, & Margolese, 2004; Cor-
rigan, Liberman, & Engel, 1990; Cramer & Rosenheck, 1999; Dolder, 
Lacro, Dunn, & Jeste, 2002; Fenton, Blyler, & Heinssen, 1997; Gilmer 
et al., 2004; Tait et al., 2003; Weiss, Smith, Hull, Piper, & Huppert, 
2002; Zygmunt, Olfson, Boyer, & Mechanic, 2002). Adherence is 
included because stopping medications is a very common reason for 
relapse and re-hospitalization (Fenton et al., 1997; Lieberman et al., 
2005). There is considerable literature on the possible infl uence of 
insight on outcomes, but there does not appear to be agreement on 
the direction or nature of its infl uence (Birchwood et al., 1994; David, 
1990; Tait et al., 2003; Weiler, Fleisher, & Arthur-Campbell, 2000). 
Differing views exist on how level of insight into psychotic symptoms 
might predict future outcomes and thus it is included as a possible 
mediating variable. 

Hypothesized Program Theory of Implementation 

The implementation system is measured by fi delity of ACT teams to 
the research-based model (i.e., implementing ACT with the critical 
ingredients) since fi delity infl uences effi cacy and effectiveness in 
RCTs, especially the main outcome of reduced hospitalization (Bond 
et al., 2001; Brekke et al., 1997; Latimer, 1999; Marshall & Lockwood, 
2002; McGrew, Bond, Dietzen, & Salyers, 1994; Minghella, Guantlett, 
& Ford, 2002; Rosenheck & Neale, 1998; Salyers et al., 2003).
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The next element in our framework describes treatment, rehabilitation 
and support services actually delivered to the clients. These service 
variables that mediate outcomes are informed by the literature on 
the program’s expected infl uence on SMI clients. For example, total 
service use, comprehensiveness of treatment, client-centred approach, 
intensity of contacts, and medications prescribed have all been shown 
to infl uence SMI clients’ community outcomes (Allness, 1997; Allness 
& Knoelder, 1998; Anthony et al., 2003; Bond et al., 2001; Brekke et 
al., 1997; Everett et al., 2003; Frese, Stanley, Kress, & Vogel-Scibilia, 
2001; Jacobsen, 2003; Jacobsen & Greenley, 2001; Kenny et al., 2004; 
Lehman et al., 2003; Lehman et al., 2004; McGrew et al., 1994; Rapp, 
1998; Rosen & Teesson, 2001; Stein & Santos, 1998). Family and natu-
ral support variables are chosen from literature showing positive rela-
tionships among family support, reduced burden, and desired longer 
term client outcomes (McFarlane, Dushay, Stastny, Deakins, & Link, 
1996) and from Cochrane reviews that found that family interventions 
may improve medication compliance and reduce relapse frequency in 
schizophrenia (Pharoah, Rathbone, Mari, & Streiner, 2005; Pilling, 
Bebbington, Kuipers, Garety, Geddes, Orbach, et al., 2002). External 
factors—for example, changes in availability of psychiatric beds, social 
housing, or disability payments—can mediate the outcomes of SMI 
clients receiving community mental health services. 

For longer term outcome for clients, days of satisfactory community 
tenure as a primary outcome is frequently cited in the literature as 
the “collateral outcome” (Brown, Burlingame, & Lambert, 2000) of 
greatest interest to policy makers. It is a valid outcome measure 
when the framework includes as a mediator external infl uences such 
as changes in availability of psychiatric beds. Days of community 
tenure are also affected by adequacy of services provided (“treatment 
rehabilitation and support actually delivered”). Secondary outcomes 
include variables that will help interpret the results of the evalua-
tion of the primary outcome. For example, if the primary outcome is 
community tenure, it may be diffi cult to “distinguish effi ciency from 
under-treatment,” according to Lehman, Carpenter, Goldman, and 
Steinwachs (1995), who suggested measuring a wider range of client 
outcomes, not just symptoms and hospitalization. Incarceration is an 
important negative outcome of deinstitutionalization (Hartford, Hes-
lop, Stitt, & Hoch, 2005; Pandiani, Banks, & Scjacht, 1998; Robertson, 
Pearson, & Gibb, 1996). Jail use as a secondary outcome refl ects 
research on the high prevalence of mental illness in jails and the 
expanding role of criminal justice as a system of last resort in the era 
of de-institutionalization (Gunn, 2000; Hartford et al., 2005; Lamb & 
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Weinberger, 1998; Lamb, Weinberger, & DeCuir, 2002). Other longer 
term client outcomes related to community tenure include substance 
use, functioning, housing, and employment (Bond et al., 2001; Mar-
shall & Lockwood, 2002). Different programs may measure different 
longer term primary and secondary outcome variables depending on 
their unique context and stakeholder needs.

A fi nal set of variables are the moderators of mental health outcomes 
which include target population characteristics. For example, stud-
ies have found associations between younger age, male sex, previous 
hospitalization, previous incarceration, level of need, and substance 
use and longer term outcomes such as hospitalization, homeless-
ness, and incarceration (Clarke et al., 2000; Essock et al., 2006; 
Goering, Wasylenki, Lancee, & Freeman, 1984; Joannette, Lawson, 
Eastabrook, & Krupa, 2005; Klinkenberg & Calsyn, 1998; Swartz et 
al., 1998). Moderators such as history of high hospital utilization, a 
primary psychotic diagnosis, long duration of illness, high level of cli-
ent needs, low level of functioning, and co-morbid disorders describe 
the target population of SMI persons for whom ACT is cost effective, 
as measured mostly by reduced hospital use (Allness & Knoelder, 
1998; Bond et al., 1990, 1995, 2001; Lehman et al., 2004; Marshall & 
Lockwood, 2002; Rosenheck & Cicchetti, 1998; Stein & Santos, 1998). 
Substance abuse is important to measure due to its potential role as 
a moderator because it can infl uence both the likelihood that SMI 
clients will receive ACT services and the outcomes such as hospital 
use (Essock et al., 2006; Green, Salomon, Brenner, & Rawlins, 2002; 
Rosenheck et al., 1999). In evaluations of other community mental 
health services, these moderating variables could be client eligibility 
criteria for the specifi c program being evaluated. 

In the development of an evaluation framework, once the theoretical 
constructs are identifi ed, indicators are chosen. Ideally, the outcome 
indicators for measuring the effectiveness of clinical services should 
be those that can be changed by the interventions provided by the pro-
gram being evaluated. This is hard to achieve because of the complex-
ity of needs of people with SMI and because of the multiple domains 
of intervention. Thus, multiple indicators are needed to improve the 
validity of the fi ndings. A mixed-method, multi-measures, repeated 
measures approach with at least a two-year follow-up period is used 
as a way to enhance validity via convergence of fi ndings, to assess 
the plausibility of identifi ed threats to validity, and to enhance the 
interpretability of the causal paths (Cook & Campbell, 1979; Posavac 
& Carey, 2003; Rossi et al., 1999).
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Figure 2 illustrates how our framework has been operationalized 
for testing in an ACT evaluation, and Table 1 presents our choice 
of variables and indicators. However, we recognize there are many 
different choices that could be made by other evaluators depending 
on the program being evaluated, their own context, and stakeholder 
needs. For the purposes of illustration, we have included a list of 
the variables, operational defi nitions and suggested frequency of 
measurement.

Instruments for the study were chosen with the following criteria: 
validated psychometric properties, commonly used, seen as clini-
cally meaningful by front line staff, “do-able” in ordinary settings, 
appropriate for clients with SMI, and brevity. In keeping with the 
recommendations of the NIMH monograph (Ciarlo et al., 1986), 
we chose data that could be successfully collected from six sources 
(Table 1): (a) client self-reports, (b) ACT clinicians, (c) client records, 
(d) ACT team’s staff activity records, (e) ACT coordinators, and (f) 
client families. 

To test the program theory of cause and effect, the mediating effects of 
the intermediate variables can be examined using structural equation 
modelling (Calsyn & Winter, 2002) or hierarchical multiple regression 
(Watson & Geller, 2005) techniques. According to Judd and Kenny 
(1981) and Baron and Kenny (1986), to demonstrate mediation it is 
necessary to fi nd a relationship between mediator and the outcome 
variable and to demonstrate that the size of the treatment effect on 
the outcome variable is reduced when controlling for the mediator. 
The hypothesized “mediating causal chain” to be tested is as fol-
lows: treatment delivered → therapeutic alliance → empowerment → 
 attitude to medication → medication adherence → community tenure. 
If our hypothesis is correct, treatment delivered should predict alli-
ance; treatment delivered should predict community tenure; alliance 
should predict community tenure when entered into the equation with 
treatment delivered. Total mediation is observed if all these condi-
tions are met and the inclusion of therapeutic alliance in the analysis 
renders the correlation between the treatment delivered and commu-
nity tenure insignifi cant, while partial mediation is observed when the 
treatment effect size is reduced. On the other hand, if the correlation 
is still signifi cant, it means that both treatment and alliance directly 
and independently affect community tenure, that is, alliance is not 
a mediator of treatment delivered. The other variables are assessed 
in similar fashion and mediation is similarly observed. The analyses 
will examine the adjusted effects of system and person mediators on 
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the primary (satisfactory community tenure), and secondary (jail use, 
and Colorado Client Assessment Record [CCAR]-subscale scores for 
level of function, housing, and employment) outcomes. These analy-
ses will assist in determining what variables directly and indirectly 
affect community tenure and the other outcome variables, that is, 
whether the relationship among hypothesized mediating variables 
is “linear” or not.

To test the utility of the hypothesized comprehensive evaluation 
framework, a two-level Poisson model (HLM) is proposed to test the 
conceptualized relationships (mediators and moderators) within the 
evaluation framework (Raudenbush & Bryk, 2002). This approach 
could also validate the analyses suggested above. The primary out-
come is the satisfactory community tenure (the number of days in 
a half-year period that a client is not in hospital or in jail). For this 
count response, a Poisson model is appropriate. Secondary outcomes 
to also be modelled could include CCAR subscale scores, including 
level of function, employment, and living arrangements.

Other dependent variables include time-varying variables such as 
mediators within the causal model (therapeutic alliance, empower-
ment, satisfaction with medication, medication adherence, insight) 
over the course of the study. There are also many baseline dependent 
variables as listed in Table 1. The differences between ACT teams 
may affect the outcomes, so this must be given consideration by our 
model.

The fi rst level models the time-varying covariates through the loga-
rithm of the outcomes. That is, Level One will measure intra-individ-
ual changes in the event rate over time and will include time-varying 
variables such as the causal chain mediators over the course of the 
study. As a simple example, the model can be specifi ed as:

 Log(yij) = π0 + π1 * timej + π2 * causal model mediators 
(e.g. therapeutic alliance, etc) + ε

where yij denotes the days of satisfactory community tenure for client 
i during the time = jth 6-month period. ε is assumed to be random 
with mean 0 and variance τ2. Other time-varying variables can be 
added to the model.

Note that this model is not the same as an ordinary generalized lin-
ear model. The covariate coeffi cients π’s are assumed to be random 
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variables, and they may be affected by the individual factors or items 
such as treatments actually delivered, family supports, and/or fi delity 
to the ACT model. Level Two will measure differences among indi-
viduals, such as target population characteristics (moderators). For 
example, these relations may be approximately linear as in:

 πk = βk0 + βk1 * target pop characteristics (e.g., sex) + βk2 
fi delity + βk3 * fi delity * (treatment delivered) + εk

where these εk’s are assumed to be random with mean 0 and vari-
ance τk2.

A number of statistical methods can be used to study inference ques-
tions arising from the model. If parametric distributions (e.g., nor-
mal distributions for the ε’s) are assumed, the maximum likelihood 
method can be applied in a straightforward manner. From a robust-
ness standpoint, we may envision situations in which the assumed 
distributional conditions are violated but where the assumptions on 
the mean and variance of the ε’s still hold; in such cases, we may 
proceed by employing an estimating equation methodology. 

The factors that affect the outcomes signifi cantly may be interpreted 
as factors that infl uence the outcomes. Interactions among the factors 
should also be considered, especially between mediators and modera-
tors; these could be added into the second level; the interpretation 
of such interactions is as usual. It may be possible, or necessary, to 
model the data using a three-level model. In that case, the τk’s from 
the second level could be modelled as linear combinations of variables 
such as ACT teams. 

CONCLUSIONS

This article reviews the challenges in conducting comprehensive 
evaluation of SMI client outcomes in community mental health serv-
ices. Two issues precipitated our interest in developing and testing 
a more comprehensive model to evaluate community mental health 
services. The fi rst issue related to the health care policy in Ontario in 
the mid 1990s on the planned downsizing of psychiatric hospitals. The 
worry, as described in the media and academic journals alike, was that 
further de-institutionalization of persons with SMI without suffi cient 
community resources would augment their challenges, whereby lack 
of housing and community mental health service options could lead 
to homelessness, inconsistent use of services and treatments, crimi-
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nalization, and so on. The interest in the community mental health 
services that were being implemented and concern about potential 
negative consequences brought about demands to evaluate the cur-
rent mental health reform policy and to provide feedback to govern-
ments interested in outcome information. Yet, it was clear to us as 
clinicians that the RCT methodology, using very circumscribed and 
controlled treatments and with very strict inclusion and exclusion 
criteria, would not work as an evaluation model when many different 
persons with SMI were living in the community, using a wide range 
of services. The evaluation methods that were commonly used in com-
munity psychiatry then did not refl ect the complicated realities of our 
SMI clients’ lives, appeared unable to capture the causal complexity 
of their care, and did not seem to evaluate the recovery process and 
outcomes of care in a valid manner. A second and related issue was 
the accountability movement during the same time period, which 
seemed to lead many health ministries and researchers to identify the 
need for performance indicators. For example, the Ontario Ministry of 
Health and Long Term Care has mandated mental health reporting 
using the Resident Assessment Instrument–Mental Health (RAI-
MH) data collection system, which includes a Minimum Data Set for 
Mental Health (MDS-MH) with about 250 data elements, 28 Mental 
Health Assessment Protocols (MHAPs) for care planning, 32 Quality 
Indicators for Mental Health (QIMHs), a series of outcome measures, 
and the System for Classifi cation of In-Patient Psychiatry (SCIPP) 
in all hospitals with adult inpatient mental health beds (Canadian 
Institute for Health Information, 2006). Although the development 
of indicators is to be commended, this push to identify indicators has 
been done rather independently of developing an overall conceptual 
framework by which to understand how and why persons with SMI 
recover and to interpret the 300+ measures that are being collected. 
It is not clear how the various measures are hypothesized to hang 
together conceptually both cross-sectionally and longitudinally, how 
the different measures are hypothesized to interact with each other, 
and how the different patterns of indicators are to be interpreted. 

In our search for answers, we increasingly found in the evaluation 
and social sciences literature support for using a theory-driven, causal 
model approach to outcome evaluations. However, we also found that 
few evaluations had attempted to develop and test comprehensive 
frameworks of outcomes for SMI clients using community mental 
health services. The challenge for us was to conceptualize both a 
causal model and key mediators and moderators to bring into a sin-
gle analysis plan. A thorough review of various program evaluation 
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methods, “change process research” approaches for psychotherapy, 
other health-related and mental health models, and previous research 
on variables infl uencing outcomes assisted in developing a broader 
understanding of relationships, linkages, and processes by which an 
initial framework could be developed. In order to fl esh out the hy-
pothesized framework for testing in an ACT evaluation (Figure 2), the 
biggest challenge was deciding on the sequence for the theory-driven 
causal path. We were guided by clinical experience with the recovery 
and outcome process of clients with SMI, and used a variety of pub-
lications, some of which were intended to explore the directionality/ 
sequence of some of these steps and some of which were not, but which 
did provide indirect support for making hypotheses about sequence. 
The stakeholder colloquia participants (described above) provided 
valuable input for making such decisions. The framework was then 
further refi ned through examination of the rudimentary statistical 
analyses of our feasibility study data. Finally, peer reviewers from our 
grant submissions provided comments and questions that helped us 
clarify and reframe our thinking on this theory-driven causal path. 
The fi nal set of challenges came with decisions about operational-
izing the framework for testing in an actual ACT evaluation. From a 
dizzying array of possibilities described in the literature, we had to 
choose specifi c indicators to measure all of the variables that we had 
already said were important for each element of the framework. To 
meet this challenge, we had to make choices on instruments that were 
informed by the literature as showing sound psychometric properties. 
However, to be able to maximize completeness of data collection by 
staff and clients, the choices had to have both face validity (that is, 
were supported by stakeholders at the colloquia, made sense to front-
line ACT clinicians, were methodologically sound, yet were practical 
for an evaluation that occurred in ordinary ACT practice, and were 
able to be measured from client interviews, staff interviews, or chart 
extraction) and non-redundancy (that is, if there was a choice among 
similar valid instruments, then obviously the choice would be to in-
clude the government-mandated instrument and/or the instrument 
already being collected by the ACT teams so as to not put excessive 
burden on clients or staff). 

This article presents an illustrative example of how a comprehensive 
evaluation framework can be conceptualized, developed, operationally 
defi ned, and tested. This article is not presented as a fi nal answer, 
but rather as our attempt to provide a strategy for building an evalu-
ation framework that captures the complexity of community mental 
health services, includes incremental steps toward change within SMI 
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clients, is based on previous models, and uses current social science 
evaluation methods. The real test of the framework, however, will 
be based on the fi ndings of the statistical analyses. Importantly, ad-
vances in statistical modelling in the last few years have provided the 
opportunities to test empirically whether the conceptualized model 
is supported, as “the proof of the pudding” is really in the statistical 
analyses to determine the most parsimonious model. In conclusion, 
we realize that our decisions on aspects such as the causal path and 
choice of indicators may be challenged by readers for a variety of 
reasons, but we look forward to this peer input to further develop 
and test our framework. 
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In the evaluation of labour market training programs using 
matching, evaluators must decide when to start comparing par-
ticipant outcomes against non-participant outcomes. Measure-
ment relative to an intervention period permits the separation of 
training opportunity costs from possible benefi ts, but an equiva-
lent period for the comparison group must be determined. One 
method imputes the timing of the intervention for comparisons 
from that of the participant match. However, with Propensity 
Score Matching, this may produce biased outcome estimates. 
Instead, the authors develop and apply semi-parametric duration 
models using Human Resources and Social Development Canada 
data to simulate the positioning and duration of the intervention 
for non-participants. 

Dans le cadre de l’évaluation des programmes de formation liée 
au marché du travail utilisant l’appariement, les évaluateurs 
doivent décider à quel moment ils commenceront à comparer les 
résultats des participants avec ceux des non-participants. La 
mesure liée à une période d’intervention permet la séparation 
entre les coûts d’option de la formation et les avantages potentiels, 
mais une période équivalente pour le groupe de comparaison 
doit être déterminée. Certaines méthodes suggèrent d’attribuer 
la durée de l’intervention pour chaque individu du groupe de 
comparaison selon le participant avec lequel il est apparié. Ce-
pendant, avec l’appariement sur la base de scores de propension 
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(Propensity Score Matching) des résultats biaisés peuvent se 
produire. Les auteurs élaborent et appliquent plutôt les modèles 
semi-paramétriques de durée en se servant de données provenant 
de Ressources humaines et Développement social Canada pour 
simuler le positionnement et la durée de l’intervention pour les 
non-participants.

INTRODUCTION

Issues to Consider When Evaluating Active Labour Market Programs

Several countries, including Canada, offer a comprehen-
sive suite of programs for their workers that provide training, em-
ployment counselling or other assistance after a job loss. In 1996, the 
Government of Canada introduced a series of Employment Benefi ts 
and Support Measures (EBSMs) to help clients return to work as 
quickly and effi ciently as possible. Employment Benefi ts such as 
Skills Development are major interventions that tend to be longer in 
duration, while Support Measures such as Employment Assistance 
Services (EAS) are less intensive. 

When evaluating EBSMs and other Active Labour Market Programs 
(ALMP), a number of methodological decisions must be made. Some 
evaluators have addressed the classic evaluation problem by using 
quasi-experimental designs with popular methods such as Propensity 
Score Matching (PSM), to compare the outcomes of program par-
ticipants and otherwise-similar non-participants over some period of 
interest. However, when PSM is used, evaluators need to decide when 
to stop measuring pre-participation outcome variables for inclusion in 
models used to estimate propensity scores. They also need to decide 
when to start measuring and comparing participant and comparison 
outcomes for the purposes of estimating the program effect.

In addition, where measurement relative to a period of intervention 
is desired, evaluators must determine how to obtain the timing and 
duration of the intervention for non-participants, who by their defi ni-
tion would not have intervention start or end dates. While developing 
alternatives for the quasi-experimental evaluation of EBSMs in On-
tario, we found that although it may seem natural when PSM is used 
to simply impute these dates from the participant match, this may 
lead to biased impact estimates. Instead of using imputation based on 
PSM, we develop and apply duration models to simulate EBSMs for 
non-participants. The result of this work, and the discussion around 
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how the timing and duration of the intervention for non-participants 
should be determined when PSM is used, constitute the main focus 
of this article.

This introduction continues with a discussion of issues related to 
defi ning the period of measurement relative to an intervention pe-
riod. The second section provides an overview of PSM and shows 
how imputation of intervention dates based on the propensity score 
could lead to bias. The third section presents duration models as an 
alternative to imputation by PSM, providing a theoretical discussion 
and empirical evidence to demonstrate the advantages of their use. 
That section also shows how the decision to simulate or impute using 
duration models depends on the nature of the available data. The 
conclusion summarizes our proposal and provides some considera-
tions when deciding on possible approaches. 

When to Stop Measuring Pre-participation Variables Used in Matching 

With the use of PSM, it is important to determine when to stop 
measuring any pre-participation outcome variables used in matching. 
These variables refl ect labour market experience prior to program 
participation. It is important to ensure that they are exogenous, that 
is, that they do not contain information on selection into participa-
tion. Pre-participation outcomes could be measured up until the job 
separation date, a proxy for which is the start of the EI claim called 
the Benefi t Period Commencement (BPC). Alternatively, provided 
that endogeneity is not a strong concern, one could measure pre-
 participation outcomes up until the intervention start date, and match 
on the information from the BPC to the start date (what we call the 
“gap”). It may be useful to see these dates illustrated in Figure 1.

When to Start Measuring Post-participation Outcomes

Another important task is to decide when to start measuring post-
participation outcomes. One option is to simply measure and compare 
post-participation outcomes from the BPC. The obvious advantage 
is that this date exists for both participants and non-participants. 
However, measurement of post-participation outcomes from the BPC 
would combine outcomes before and during participation as being 
part of the outcomes due to participation. This may not be desirable, 
particularly if a signifi cant amount of time passes following BPC 
before participation in an EBSM is even considered. 
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Alternatively, one could measure post-participation outcomes from the 
intervention start or end date. Using the start date would also include 
the in-program effect in the determination of program incremental 
impacts, which may not always be desirable. The likely negative in-
program effect may outweigh the post-program effect, leading to a 
picture of program net impact that does not accurately refl ect the true 
program impact, particularly if benefi ts and costs are only weighed 
over the short term. In contrast, the end date approach measures 
employment outcomes after the intervention, in the period during 
which we would expect to see changes such as job fi nding. Ideally, 
using both the start-date and the end-date approaches might allow 
separation of the costs and benefi ts of a program.

How to Obtain the Measurement Period for Non-participants

An apparent barrier to the measurement of outcomes from the inter-
vention start or end date is that non-participants do not have such 
dates. Nevertheless, as Smith (2000, p. 15) pointed out, the out come 
variables for the participants and non-participants should be meas-
ured in the same way. Traditionally, with the use of propensity score 
matching where measurement is done from the intervention start or 
end date, the timing and duration of participation for the non-partici-
pant is imputed from that of the matched participant. For example, 
Sianesi (2001), who uses PSM, derives the non-participant interven-
tion start date by imputing it from the matched participant and meas-
ures and compares outcomes from the start date.

While it may seem intuitive that, when using a matching technique, 
intervention dates for each comparison group member could be im-
puted from the matched participant, we will demonstrate in this ar-
ticle that, in the case of propensity score matching, this may result in 
biased incremental impact estimates. The proposed alternative is to 
use duration models to simulate or impute the timing and duration of 
interventions for non-participants. We will demonstrate that duration 
models can be used to accurately create a distribution of simulated 
interventions for the comparison group that is similar to the distribu-
tion of participant interventions. However, before we proceed, we will 
describe the data sets and the unit of analysis used in the study.

The Data and the Unit of Analysis

Human Resources and Social Development Canada (HRSDC) datasets 
contain data rich enough to answer a variety of empirical questions. 
Variables related to labour market experience, the Employment Insur-
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ance (EI) claim, and EBSM uptake (for participants) are observed for 
EI clients. Also, tax data from Canada Revenue Agency were available 
for use in developing the duration models, and provided characteris-
tics such as marital status, self-employment income, total earnings, 
and income (a variable list is presented in the Appendix).

If participants had more than one intervention, these quality data 
sets captured it. Thus, because there could be multiple interventions 
in respect of the same unemployment spell, we needed to determine 
what would constitute an appropriate unit of analysis. We decided 
to use a construct called the Action Plan Equivalent (APE), which is 
defi ned as a single EBSM or series of EBSMs taken by a client that 
are no more than six months apart. For the purposes of this article, 
for APEs containing multiple EBSMs, the APE type is determined 
by the longest EBSM in the APE, and we use the terms APE and 
intervention interchangeably.

PROPENSITY SCORE MATCHING (PSM)

An Overview

PSM can reduce the “curse of dimensionality” that occurs when the 
dimension of the vector of characteristics X increases. Cell-based 
matching on all of the components of X becomes impractical when, 
for some values of X among participants, no close matches are found 
in the comparison group (Smith, 2000). PSM reduces this problem by 
matching on a single value called the propensity score summarizing 
relevant information in X (Dehejia & Wahba, 1998).

To implement PSM, each individual i in both the participant group 
and the eligible non-participant group is assigned an estimate of the 
propensity score P i, which is the conditional probability1 of participa-
tion defi ned by Pi = e (Xi) = Pr{D = 1 | Xi}. The vector Xi represents 
observed characteristics of individual i, and D is an indicator of par-
ticipation, taking the value 1 for participation. According to the key 
PSM theorem, X and D are stochastically independent conditional on 
the propensity score, so that the matched participant and non-partici-
pant samples will be balanced on the distribution of characteristics X 
(Rosenbaum & Rubin, 1983). The simplest version of PSM is pairwise 
nearest neighbour matching on the propensity score. For a discussion 
of several variants, see Smith and Todd (2004). The propensity score 
is estimated through logit or probit models, to which Greene (2003) 
provides a good introduction.
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Imputation of Intervention Dates Based on the Propensity Score—
Potential for Bias

As noted in the introduction, when the evaluator wishes to measure 
outcomes throughout periods established relative to an intervention 
period, it will be necessary to obtain intervention start and/or end 
dates for non-participants. In the case of PSM using a pairwise ap-
proach, it may seem natural to impute the intervention start and 
end dates of participants onto their matched non-participant “twin.” 
One might conjecture that this must lead to an unbiased estimate of 
the program impact. We prove that this is not the case by offering a 
counterexample. 

The problem lies in the fact that PSM may match individuals with 
the same propensity score, but with different observed characteristics 
X, and these different characteristics may imply different expected 
intervention start and end dates. It is not suffi cient to simply ensure, 
as imputation by PSM does, that the distribution of the intervention 
start or end dates through the non-participant population is the same 
as that for participants. The dates assigned to non-participants must 
be appropriate at the individual level. This is because there may be 
variations in the rate at which individuals recover from labour market 
diffi culties without treatment, and this “spontaneous recovery” may 
depend on the characteristics X that distinguish individuals. 

A simple counterexample:

Suppose that X = [Region, Gender], where Region ∈ {A,B}, Gender ∈ 
{M,F}. Let Status ∈ {P,C} determine if they were a Participant (P) or 
a Control (C). The propensity score e(X) = Prob(participation | X). Let 
the eligible populations in the four cells defi ned by X be equal in size. 
Suppose that e([A,F]) = e([B,M]) = 0.3 and e([A,M]) = e([B,F]) = 0.1. 
With PSM, men in Region A are often paired with women in Region 
B, and women in Region A are often paired with men in Region B. 
About half of the matches would be to the opposite gender.

For simplicity, we assume that the duration TGAP from BPC to the 
start of the APE (real or potential) is fi xed for both participants and 
controls, and we are concerned only with end dates. Almost all of 
the variation in APE duration is explained by one component of X: 
Gender. As an outcome measure, consider average $ weekly earn-
ings Y in the 52 week period beginning at a point T weeks from the 
start of an APE (real or potential). For evaluation purposes we are 
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interested in the case where T = TAPE, the APE duration. Men tend 
to have short APEs of about 4 weeks duration, while women tend to 
have long APEs of about 52 weeks duration. All controls experience 
unaided income recovery, but recovery is much faster for women. 
Explicitly we assume 

E(Y | T = 4, Status = C, Gender = M ) = $100

E(Y | T = 52, Status = C, Gender = M ) = $500

E(Y | T = 4, Status = C, Gender = F ) = $500

E(Y | T = 52, Status = C, Gender = F ) = $500.

Now we can see how imputation can lead to biased estimates. When 
a male control is matched with a female participant, the duration of 
the control APE will be imputed to be about 52 weeks. For evaluation 
purposes, the expected outcome estimate is E(Y | T = 52, Status = C, 
Gender = M) = $500, which is wrong. We assumed that he will have 
recovered to equilibrium level already by time T = 52, so his measured 
outcome is higher than it should be for a male control. The correct 
measure is E(Y | T = 4, Status = C, Gender = M) = $100. For a fe-
male control matched with a male participant, the estimated control 
outcome is correct. Even though we impute her APE duration to be 
4 weeks (too short), we assumed that she will nevertheless have al-
ready recovered to a stable level when measurement begins, so the 
outcome measure is correct. Naturally the estimate is also correct 
when participant and control have the same gender. The overall av-
erage estimated outcome for controls is biased due to overestimates 
for male controls matched with female participants. Hence we will 
underestimate program impact. Figure 1 is intended to illustrate 
the argument. 

In applied work it is common to force a match on gender (we agree 
with this practice), but in the counterexample gender appears merely 
as a formal representative characteristic. We are forced all the way 
to cell-based matching if we wish to eliminate potential bias of this 
sort.

In the example, T represents the end date. Since we have assumed 
that everyone has a start date that is the same distance from BPC, a 
simple change converts the argument to start dates. The time T must 
now refer to APE start, measured as distance from BPC, instead of 
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Figure 1
A Simple Counterexample

referring to APE end, measured as distance from APE start. Change 
the phrase “men tend to have short APEs of about 4 weeks duration” 
to “men tend to begin their APE about 4 weeks from BPC,” and change 
the phrase “women tend to have APEs of about 52 weeks duration” to 
“women tend to begin their APEs about 52 weeks from BPC.”

DURATION MODELS AS AN ALTERNATIVE

An Overview

Duration models are a type of econometric model specialized to deal 
with phenomena involving the length of time spent continuously in a 
particular state. Equivalent terms are survival models, from medical 
applications, and failure time models, from engineering applications. 
These models deal with the particular characteristics of duration data, 
such as the restriction to positive values, the wide variety of potential 
distributional forms, and the possibility of durations being interrupt-
ed at the time of data collection (censoring). The effect on duration of 
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a vector of explanatory variables or covariates X is often represented. 
See the Appendix for more details and some references.

Use of Duration Models in Program Evaluation

Several recent evaluation studies have used duration models to 
evaluate the effectiveness of active labour market programs similar 
to EBSMs in Canada. Program effectiveness has been evaluated by 
using duration models to examine the transition out of unemploy-
ment to employment after participation in an ALMP, and sometimes 
to examine the transition out of subsequent spells of employment. 
This is the “event history” or “timing of events” approach introduced 
into the evaluation literature by Ridder (1986). Studies using this 
approach include Bonnal, Fougère, and Sérandon (1997) and Lalive, 
van Ours, and Zweimüller (2002). Analysis using duration models has 
also been combined with the use of a comparison group, as in Dolton 
and O’Neil (1996) and Brännäs (2000). 

This article appears to be the fi rst published study using duration 
models to assign analogues of intervention start and end dates to 
non-participants. Recall that the dates are positioned relative to BPC 
according to TGAP and TAPE (see Figure 1), which means that assign-
ing dates is equivalent to assigning durations. We consider three 
possible methods of assigning durations using an estimated model. 
The fi rst method, prediction, is shown to be inappropriate because it 
leads to biased program impact estimates. Simulation may be suitable 
for large datasets, such as for the administrative data that we are 
using. Imputation on predicted duration may provide more accuracy 
in the case of small datasets.

Predict:

Once a duration model is estimated, it can be used to predict the 
duration T based on the values of X. Since the stochastic model has 
been completely specifi ed, we could estimate a conditional mean 
E(T | X) and use this as a prediction of T. Ignoring the stochastic ele-
ment of T could be a problem, however. To simplify, suppose that TGAP 
and X are constant, and the outcome Y for the control group is simply 
a non-linear function of T = TAPE. In order to compare mean outcomes 
with those of the participant group, we wish to estimate E(Y(T )) for 
the control group, but we have only an estimator of Y(E(T )), and ac-
cording to Jensen’s inequality E(Y(T )) ≤ Y(E(T )) if Y is concave, and 
the reverse if it is convex (see Parzen [1960, p. 434]).
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Simulate:

Deterministic algorithms can be used to generate series of numbers 
that appear to be random, and these form the basis of simulation. 
With many duration models one can use these pseudo-random number 
generation algorithms to simulate values of the duration T that will 
incorporate all of the information contained in the estimated model 
(see our discussion in the Appendix). As we demonstrate through 
graphs (Figures 3–6), simulation using a duration model can repro-
duce the distribution of durations among participants very accurately. 
In the case of small samples, however, it may be that the random-
ness in the sample distribution introduced by simulation would be 
signifi cant enough to suggest consideration of an alternative method, 
such as imputation.

Impute:

It is possible to use the randomness incorporated in the dates of par-
ticipants to add a stochastic element to the dates of non-participants, 
in addition to the dependence of duration T on the characteristics X. 
After carrying out PSM we have a matched set of non-participants 
that we will now refer to as the set of “controls.” We propose match-
ing each control with the participant who is the nearest neighbour 
on predicted gap duration, which will be a function of Xß̂GAP, where 
ß̂GAP is the vector of estimated coeffi cients from the gap duration 
model. Controls and participants can then be divided into strata on 
imputed gap duration for controls and on observed actual gap duration 
for participants. Within each of these strata, each control is matched 
with the participant who is the nearest neighbour on the predicted 
APE duration, a function of Zß̂APE from the estimated APE duration 
model (as explained in the next section, the characteristics Z should 
include the gap duration TGAP as well as the vector X). Each control 
will then have an imputed APE duration that incorporates correlation 
with the gap duration. 

The Advantages of Duration Models in Determining Non-participant Dates

If we use PSM for imputation of TGAP, the duration of the gap from 
BPC to start date, and TAPE, the duration of the APE, then we are us-
ing a circuitous path. First each vector of characteristics X is assigned 
a propensity score. Then imputation from matched participants maps 
each propensity score to a pair of durations. Yet we have no reason to 
suppose that individuals with the same propensity score but different 
vectors of characteristics X will have similar duration.
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We propose estimation of the parameters of a duration model that 
maps each vector of characteristics directly to durations. Most dura-
tion models are univariate—that is, they show the dependence of 
a single duration variable on a vector of covariates. Nevertheless, 
this type of model can be used in our situation if we accept a model 
where the determination of TGAP and TAPE is sequential rather than 
simultaneous. We assume that TGAP is determined fi rst, and may 
be used as a predetermined variable to be included, along with the 
covariates in X, as part of a new set of covariates Z used in the dura-
tion model for TAPE.

If the duration model is correctly specifi ed, both the simulation and 
imputation methods described in the previous section will assign 
to each non-participant a duration with a distribution, conditional 
on characteristics X, that is accurate up to unbiased estimates of 
the model parameters. This will prevent the sort of bias that we 
have shown could result from imputation using PSM. In the follow-
ing sections we introduce the duration model that we believe to be 
suffi ciently fl exible to provide an adequate specifi cation of duration 
distributions that are likely to arise in practice. We then provide 
evidence of the effectiveness of this approach, compared to imputa-
tion using PSM.

The Cox Model

The Cox proportional hazard model that we use allows for great fl ex-
ibility in the form of the duration distribution. A key feature is the 
ability to estimate the dependence of duration on the characteristics 
X, while leaving the “baseline” distribution (where all characteristics 
take fi xed values such as sample means) free to take any shape. With 
little theory to guide us, this is a desirable feature. Very accessible 
discussions of the Cox model are provided by Allison (1984, 2000).

We estimate the Cox model using a maximum likelihood technique 
and then use a pseudo random number generator to simulate non-
participant durations according to the estimated model. Details are 
presented in the Appendix.

Comparison of Methods

We worked with administrative data and large samples. Thus our 
choice is between imputation by PSM and simulation by duration 
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models. We have given theoretical arguments against imputation by 
PSM, and now we provide empirical evidence.

Comparing the methods empirically is challenging. We do not have 
data on the potential start and end dates for non-participants, nor 
do we have data on the true impact of the programs. Nevertheless it 
is possible to use the participant group to test how well each of the 
two methods assigns start and end dates. We do this by fi rst assign-
ing propensity scores with a logit model using the entire participant 
and non-participant samples. Then we split the participant sample 
randomly into two parts. One part serves as a sample of participants, 
while the other part serves as a sample of pseudo non-participants. 
PSM is then applied to the two groups, matching each participant 
with the pseudo non-participant who is the nearest neighbour on 
propensity score. We can then apply both methods of assigning dura-
tions, comparing results with actual durations.

In order to compare results of the two methods we calculate the aver-
age squared difference between assigned and actual for both methods. 
For the case of APE duration we also take a look at the difference 
between the mean assigned and actual values across categories for 
certain explanatory variables. Results for the comparison of methods 
are in Table 1 and Figure 2.

Table 1
Compare Simulation vs Imputation from PS Match

Duration Var # Variable Mean Sqr (Days2) Std Error t Value Pr > |t|

APE 1 |Imputed - Actual|2 35760.2 778.8 45.9 <.0001
APE 2 |Simulated - Actual|2 16884.6 329.5 51.2 <.0001
Gap 3 |Imputed - Actual|2 17281.8 281.0 61.5 <.0001
Gap 4 |Simulated - Actual|2 13054.2 230.4 56.7 <.0001
APE 5 Var1 - Var2 18875.6 764.7 24.7 <.0001
GAP 6 Var3 - Var4 4227.6 309.1 13.7 <.0001

The results in Table 1 for APE duration show a distinct superiority of 
the simulation method. The mean squared differences for imputation 
by PSM are more than twice those for simulation. The results for the 
gap duration are less striking, but they also favour the simulation 
method. Examining the Cox model output in Table 2 presented below, 
we see that the Cox model fi t statistic (-2 LogLike) and the three tests 
of the Global Null Hypothesis (all coeffi cients are zero) all indicate 
that the Cox model for the APE duration fi ts better than the model for 
the Gap, so we would expect that simulation would perform relatively 
better for APE duration.
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We include the t-statistic in order to test whether the mean squared 
differences for imputation and simulation are distinct from each 
other. It can be seen from the p values in the last two rows of the 
last column that, for both APE duration and gap duration, the null 
hypothesis of equal means is easily rejected.

Figure 2 shows that the simulation method tracks the mean APE 
duration better than the imputation method in 14 out of the 17 in-
dustries. We expect this sort of result from the arguments presented 
earlier concerning the advantages of duration models. The duration 
model incorporates industry categories as part of the vector of char-
acteristics X.

Results of Duration Model Simulations Compared to Actual Durations

Observations were randomly assigned to one of two datasets. One 
dataset was used to develop and estimate the models. The other 
dataset was used to apply the models for simulation, producing the 
results presented in this section. Successful model development and 
an appropriate application of the model would show similar distri-
butions of intervention gaps and durations for both participants and 
non-participants.

Figure 2
By Industry: Compare Simulation vs. Imputation from PS Match
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The duration models worked very well to simulate distributions of 
gaps and APE durations for non-participants that are similar to 
participant durations. We exhibit results for Skills Development (SD) 
APEs, which are the largest category of major interventions. From 
Table 2 one can see that three tests (Likelihood ratio, Score, and Wald) 
easily reject the null hypothesis that the vector of characteristics X 
has no effect on duration.

Table 2
Duration Model Fit Statistics and Tests

 BPC-APE GAP APE DURATION

Test Chi-Sq DF Pr > ChiSq Chi-Sq DF Pr > ChiSq

Likelihood Ratio 3757.92 107 <.0001 8015.01 107 <.0001
Score 3972.73 107 <.0001 7742.12 107 <.0001
Wald 3744.47 107 <.0001 6808.05 107 <.0001
 Num. Obs = 10030 Num. Obs = 10030
 -2 LogLike = 161012.65 -2 Log Likelihood = 156755.56

Figures 3–6 show the real and simulated gap and APE duration for 
Skills Development APEs. Both the gap and APE duration simulations 
are extremely successful. The Cox model is fl exible enough to deal 
with two duration distributions having radically different shapes.

Figure 3
Histogram: Real Gap (BPC–APE Start)
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Figure 4
Histogram: Simulated Gap (BPC–APE Start)

Figure 5
Histogram: Real APE Duration
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CONCLUSION

In conclusion, we have demonstrated that when evaluating a pro-
gram where outcomes will be measured and compared relative to a 
period of participation, duration models can be used to accurately 
create a distribution of simulated interventions for the comparison 
group that is similar to the distribution of interventions observed 
for participants.

Propensity score matching is a useful technique because it balances 
across characteristics overall, and can match units that have very 
different characteristics X but that have a similar probability of 
participating. Once matching is implemented, evaluators often turn 
their attention to determining intervention dates for comparisons 
that are analogous to program start and end dates for participants. 
While it may seem intuitive to simply impute the duration and tim-
ing of participation for the comparison from the matched participant, 
PSM imputation ignores the fact that despite a similar probability of 
participating, the matches may have little in common with respect 
to their individual characteristics; it is on these individual charac-

Figure 6
Histogram: Simulated APE Duration
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teristics X that the different rates of recovery from labour market 
diffi culties may depend. Imputation by PSM will not avoid this po-
tential source of bias.

Duration models do not rely on the propensity score but rather use 
the individual characteristics to estimate the timing and duration 
of participation. Whether one simulates or imputes using the dura-
tion model depends on the nature of the data that are available. For 
larger datasets, we have demonstrated that simulation using duration 
models may be suitable, while imputation on predicted duration may 
provide more accuracy in the case of small datasets. In both instances, 
we recommend the use of the Cox semi-parametric duration model 
because of its fl exibility. 

Evaluators strive to obtain estimates of incremental program effect 
that are as free from bias as possible. Certainly, with the use of quasi-
experimental methods, it is arguable that theoretically some bias is 
likely unavoidable. However, potential bias introduced by imputing 
the timing and duration for the comparison from its participant match 
using PSM is indeed avoidable, and we argue it should be avoided 
wherever possible. In order to ensure robust, bias-free incremental 
impact estimates, evaluators must scrutinize the methods proposed 
for use in their evaluations. In this article, a viable alternative has 
been developed, and evaluators may now discriminate between the 
methods available for use. In our view, there is no longer a choice with 
respect to the use of imputation by PSM. The choice now is, with the 
use of duration models, whether one imputes or simulates the timing 
and duration of the comparison intervention. 
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NOTE

1. For a classic introduction to conditional probability and the related 
notion of stochastic independence, see Feller (1968, Chapter V).
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APPENDIX: DETAILS OF THE ECONOMETRIC METHODOLOGY

In duration models it is convenient to defi ne the survival function 
S(t) = 1 – F(t) where F is the cumulative distribution function (cdf) 
of duration, and also the hazard rate h(t), which is the instantane-
ous termination rate at time t, conditional on having attained the 
duration t. The Cox proportional hazard model specifi es the hazard 
function according to

 h(t) = λ0(t)exp(X´ß) (1)

where X is a vector of covariates (no constant term), ß is a vector 
of coeffi cients, and λ0(t)  is a baseline hazard function with time-
 dependence left unspecifi ed, so that it provides great fl exibility. Good 
references on duration models are Kalbfl eisch and Prentice (1980), 
Cox and Oakes (1984), and Lancaster (1990). There is also a good 
introduction in Greene (2003).
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For our application we make use of an estimate of the survivor func-
tion at mean values of the covariates. The value of the survivor func-
tion for any value of the covariates X is then given by

 S(t,X) = exp{exp[(X – X
_

)′ß] · ln[S(t,X
_

)]} (2)

Equation (2) is critical for simulation, because it provides us with 
an estimate of the survivor function, and therefore the cumulative 
distribution function (cdf), for any individual in the dataset. We use 
uniformly distributed pseudo random numbers in the inverted Cox 
cdf, obtained by a table-lookup. See Stuart and Ord (1987, p. 306) for 
a description of this approach to simulating general distributions.

Table 3 displays the vector of characteristics X, which comprises an 
extensive list of demographic and socio-economic variables, as well 
as some detailed information about the use of EI.

Table 3
Variable List for the Vector of Characteristics X 

Demographic Social  Economic EI related

Gender Aboriginal? SA receipt? Insured hours
Age category (5) Disabled? Occupation (27) BPC yr & quarter
Region (19) Visible minority? Industry (18) Insured earnings
Marital Status Student? Total Income Prior EI claims
  Self-employed? Prior weeks of EI
  Number of jobs Regular Claim?
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PERFORMANCE STUDIES: THE MISSING LINK?
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Ottawa, Ontario

Typically, a good measurement strategy to support results-based 
management includes both ongoing performance measures and 
periodic evaluations. It is argued that this is a too limited set 
of measurement tools, resulting, not infrequently, in less useful 
and costly ongoing performance measures. It is proposed that, in 
addition to ongoing performance measures and periodic evalu-
ations, an alternative measurement tool called a performance 
study should be used in many situations, and further, that in a 
number of circumstances, performance studies should replace 
specifi c ongoing performance measures.

Typiquement, une bonne stratégie de mesure du rendement 
visant à appuyer la gestion axée sur les résultats comprend à 
la fois des mesures du rendement continues et des évaluations 
périodiques. On soutient qu’il s’agit d’un ensemble trop limité 
d’outils de mesure qui résulte, trop souvent, en des mesures 
continues du rendement dispendieuses et moins utiles. Il est 
proposé qu’en plus des mesures continues du rendement et des 
évaluations périodiques, l’on utilise dans plusieurs situations un 
outil de mesure de rechange appelé « étude sur le rendement ». On 
propose également que, dans certaines circonstances, les études 
sur le rendement devraient remplacer des mesures spécifi ques 
du rendement continues.

Ongoing performance measurement involving the collec-
tion of data on performance indicators on a regular (weekly, monthly, 
or quarterly) basis is now a fi xture in public sector management. In 
many jurisdictions, including the Canadian federal government, it is 
a requirement. The OECD has tracked the ups and downs in perform-
ance management for many years and has recently issued a review 
of how its member states are doing in modernizing government over 
the past two decades, including progress made in enhancing public 
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sector performance. As their study suggests, many challenges for 
performance management remain (OECD, 2005). 

It is reasonably well accepted that in addition to ongoing performance 
measurement, complementary policy and program evaluations are 
usually needed in order to measure and report on performance in a 
more comprehensive manner (Mayne, 2001; McDavid & Hawthorne, 
2005; OECD, 2005). Evaluations can be used to measure more diffi cult 
aspects of performance and to deal with questions of attribution—the 
extent to which it was the policy or program that contributed to an 
observed outcome compared with other factors. The recommended 
performance measurement strategy is often a reasoned combination 
of ongoing performance measures and periodic evaluations.

As noted, many challenges to implementing results-based manage-
ment remain (Mayne, in press; OECD, 2005), and some observers 
argue that ongoing performance measures often have serious and 
fundamental fl aws as tools of public management (Boyne & Law, 
2005; Perrin, 1998; Smith, 1995; van Thiel & Leeuw, 2002). This note 
is not about these challenges per se, but is suggesting that the tool 
box used for measuring public sector performance may be missing 
something.

A PROPOSITION

I would like to propose that, in addition to ongoing performance 
measures and periodic evaluations, an additional measurement tool 
that I will call a performance study should be used in many situa-
tions And, further, that in a number of circumstances a perform-
ance study should replace one or more specifi c ongoing performance 
measures.

THE ARGUMENT

In building and maintaining ongoing performance measurement 
systems, the following situations occur:

• Data measuring some outcomes do not change much from 
period to period. This is often the case for “higher-level” 
outcomes where change may take years to become evident, 
but this can occur at any level of the results chain.

• Performance measurement data systems are weak, perhaps 
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due to being forced fi t with already collected administrative 
data. The resulting performance information is weak.

• Performance monitoring sometimes occurs on an informal 
basis, perhaps in situations where the program component 
is relatively small, or occasional checking is seen as enough 
to keep things on track.

• Developing indicators for some aspects of performance is 
conceptually quite challenging and often results in proxies 
that stakeholders and other observers may feel are mislead-
ing or incomplete. 

• Performance data may be just gathered and presented but 
not interpreted in a meaningful way for management.

• When a program or program component is relatively small 
and uses few resources, an ongoing measurement system 
may seem excessive, costly, and not practical.

• For whatever reason, the performance data gathered on an 
ongoing basis are not used.

In all these cases, and probably in others, it may not make sense to 
put in place an ongoing performance measurement process, especially 
if the data gathered are likely to be seen by many observers as not 
providing any new or useful information. Developing indicators, 
gathering data on a regular basis, and reviewing the data and indi-
cators all require an investment of both resources and measurement 
expertise. More importantly, this type of requirement can be seen 
as taking resources and time of staff away from their prime job of 
delivering the program. 

Rather, in these cases, what might be more appropriate and less 
costly would be to undertake a limited number of studies and analy-
sis—performance studies—on those specifi c aspects of performance 
that don’t lend themselves well to ongoing measurement, at least in 
the fi rst instance. Such studies would be of quite limited duration, 
perhaps several weeks, and occur on an ad hoc basis. If useful, these 
studies could be undertaken on an infrequent but regular basis, such 
as annually, depending on how quickly performance levels change.

Typically these performance studies would focus on relevant “low 
level” results information—from an ongoing system if that existed—or 
gather such information often by taking a sample of some sort. I would 
see such studies as being single-issue focused, addressing a gap in the 
set of ongoing performance indicators, or examining a performance 
issue in more depth. 
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Rather than ongoing measures, performance studies might typi-
cally:

• analyze a sample of outputs, easily measurable outcomes, or 
transactions over a short time period,

• gather and assess qualitative data on a performance issue,
• analyze trends and progress toward targets,
• identify and discuss possible red fl ags,
• identify possible useful indicators for ongoing measures, 

and
• provide data for reporting, and/or suggest improvements in 

programming. 

Performance studies should not be seen as simply “quick and dirty” 
evaluations nor seen as a replacement for evaluations. Evaluations 
are essential to a good performance measurement strategy and should 
be seen as signifi cant one-off studies of some depth, dealing with a 
range of pertinent performance issues. Evaluations are undertaken 
infrequently, are costly, and take time, if they are to be done well. 
There are “short form” evaluations such as the rapid appraisal meth-
ods (Kumar, 1993), but these are still 3–4 months in length and aim to 
cover a range of evaluation issues. And I would not see performance 
studies as having the independence many evaluations call for. As with 
developing performance indicators, it would be program managers 
who would be responsible for and likely undertake—perhaps using a 
consultant—the performance studies to meet their information needs. 
Evaluators could of course help, as many now do in helping to design 
performance measures. The design of performance studies and the 
analysis of the resulting data should make good use of currently ac-
ceptable evaluation and social science practices.

Many organizations probably undertake at present what I am calling 
a performance study, such as conducting a one-off client satisfaction 
study or some other ad hoc assessment of some aspect of perform-
ance. I am suggesting that the performance study be recognized as 
an additional measurement tool and planned for as part of a complete 
strategy for measuring performance. 

Table 1 compares and contrasts performance studies with evalua-
tions and ongoing performance measures. The table illustrates what 
I would argue are the perceived differences; “performance studies” is 
an idea at this point in time.
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Table 1
Performance Studies, Evaluations, and Performance Measures

Performance studies Evaluations Performance measures
Responsibility 
& funding

• managers
• funded as part of a 

manager’s performance 
measurement system

• evaluation unit (although 
can be done by managers)

• usually funded external to 
the program

• managers
• funded as part of a 

manager’s performance 
measurement system

Frequency & 
length

• ad hoc, as needed
• time frame of weeks

• periodic, usually scheduled 
every 3–5 years

• time frame of 6–12 months 
or more 

• ongoing collection of data 
(typically daily, weekly or 
monthly)

Burden on 
managers

• light • always signifi cant and often 
substantial

• can be signifi cant: need 
to do the data collection 
and entry on a regular 
basis

Focus • a single performance 
issue

• a wide range of performance 
issues addressed in depth

• a single performance 
measure

Methodology • probably a single mea-
surement or analysis 
approach used

• wide variety of social sci-
ence approaches used

• data collection

Relationships • could replace several 
individual performance 
measures

• should not be replaced by 
performance measures or 
studies, but informed by 
them

• could replace a perfor-
mance study if a good 
measure was identifi ed in 
the study

Performance studies might be used to:

• confi rm—or not—current informal “monitoring” approaches 
to performance,

• provide analysis and interpretation of specifi c results of im-
mediate interest to program staff and managers,

• be used instead of a single indicator where a more complex 
or nuanced interpretation of the performance issue is really 
needed,

• lead to some ongoing measurement if that seemed reason-
able, and

• survey client groups as to performance.

Managing for results calls on managers to focus on outcomes, but 
managers still have to mange their resources and outputs on a daily 
basis. They need information to match their ongoing managing con-
cerns. Performance studies could well serve these needs. They could 
specifi cally address these day-to-day management information needs 
in a timely manner. Further, by being an event with a one-off report 
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as the product, they could serve as a means to hold a “learning 
event” (Barrados & Mayne, 2003; Moynihan, 2005) to discuss the 
management problem in light of the evidence gathered. This might 
be a better triggering mechanism for such discussions than a routine 
performance report that appears every month and covers a range of 
performance indicators.

The benefi ts of ad hoc performance studies would seem to be clear:

• a less expensive approach than maintaining certain ongoing 
performance measures,

• more fl exible as to what aspects of performance get what 
kind of attention, 

• able to provide richer data and analysis than simple data on 
indicators, and

• less intrusive on staff time.

And if something interesting turns up that needs tracking, an ongoing 
measure can always be implemented.

FINAL THOUGHTS

To date the measurement tool box for results-based management has 
been limited to either ongoing measures or periodic evaluations. Why 
has measurement of performance been limited in this way? There 
would appear to be no good reason for considering only these two 
measurement approaches, both of which are quite costly. Performance 
studies would be an in-between and low cost approach that could be 
used to supplement or, more likely, replace a number of indicators 
in the ongoing measurement system. Or, when designing a perform-
ance measurement system, performance studies would be seen as a 
legitimate measurement tool to use in building a cost-effective per-
formance information system. The performance measurement system 
would then comprise a complementary set of performance indicators, 
performance studies, and evaluations.

Rist and Stame (2006) talk about the need to manage a continuum of 
evaluation information, of moving from studies to streams of evalu-
ative information. Performance studies would fi t well in reinforcing 
an organization’s stream of performance information.
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