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The increased use of “regulatory science” in decision and policy
making is an important component in the governance of mod-
ern states. However, contrary to what one would be tempted to
assume, the use of knowledge from advisory bodies is not
straightforward. Health Technology Assessment (HTA) agen-
cies are currently preoccupied with their impact on the health
care system and the examination of more active dissemination
strategies. This article suggests that their influence depends
on how HTA users and other actors react to an assessment, agree
with or contest its content, and negotiate solutions. A continu-
ous monitoring system is presented that could be implemented
by such agencies for documenting actors’ views and actions. This
framework combines attributes both of self-assessment ap-
proaches and of impact assessment models.

L’usage croissant de la science en tant que source de régulation
dans la prise de décision et dans la formulation des politiques
représente une composante importante de la gouverne des états
modernes. Toutefois, le processus par lequel les savoirs produits
par des organismes consultatifs sont utilisés n’est pas évident.
Par exemple, les agences d’évaluation des technologies de la
santé (HTA) se préoccupent actuellement de leur impact sur le
système de santé et examinent quelles stratégies de diffusion
seraient plus adéquates. Dans cet article, nous suggérons que
l’influence de ces agences dépend de la façon dont les utilisa-
teurs et d’autres acteurs réagissent aux évaluations, endossent
ou contestent leur contenu, et négocient des solutions. Un sys-
tème de suivi continu est présenté que ces agences pourraient
implanter afin de documenter les points de vue des acteurs con-
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cernés par des dossiers d’évaluation et les actions qu’ils posent.
Ce système associe une démarche d’auto-évaluation avec des
mesures d’impact.

EXAMINING THE INFLUENCE OF ADVISORY BODIES

As Jasanoff (1990) pinpointed, the increased use of “reg-
ulatory science” in decision and policy making is an important com-
ponent in the governance of modern states. Several specialized
advisory bodies were created to inform diverse sectors of public poli-
cies and social affairs, such as education, health care, technological
innovation, or international development (Cozzens & Woodhouse,
1995). Contrary to what one would be tempted to assume, the use of
knowledge from advisory bodies is not necessarily straightforward
because they hold a governmental mandate. In this article, we ex-
amine the processes by which knowledge produced by a specific type
of advisory body — Health Technology Assessment (HTA) agencies
— is used by decision makers and other actors.

HTA agencies are at present preoccupied with their impact on the
health care system and with the examination and testing of dis-
semination strategies which would enhance their contribution to
decision and policy making (Battista, Banta, Jonsson, Hodge, &
Gelbland, 1994; Bero, Grilli, Grimshaw, Harvey, Oxman, & Thomson,
1998; Durieux, Viens-Bitker, Jolly, & Blum-Boisgard, 1988; Hailey,
Cowley, & Dankiw, 1990; Hailey & Crowe, 1993). These agencies
were established over the course of the last two decades in several
industrialized countries and are gaining increasing popularity in
Eastern European and developing countries (Banta & Perry, 1997).
Such agencies are of particular interest because of the complex in-
stitutional context within which they operate (multiple actors with
conflicting goals) and because their “normative” function largely de-
pends on co-ordinated interventions by other regulatory bodies (third-
party payers, College of Physicians, Medical device and drug
authorities). HTA agencies are generally mandated by the Health
Minister to produce information on efficacy, safety, and costs of
health technology and to examine their social, ethical, and legal as-
pects. The potential topics of assessment range from prostate can-
cer screening, prenatal genetic diagnosis of Down’s syndrome, and
cardiac transplants to the use of lasers to correct vision malfunc-
tions. Controversies arise regularly as competing claims are made
regarding the “true” value of a given technology (Lehoux & Blume,
in press). Thus, the impact of HTA is intimately linked to how “us-
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ers” and other actors react to an assessment, make sense of or con-
test its content, negotiate solutions, or defend the status quo.

This article focusses on the processes by which information gener-
ated by advisory bodies such as HTA agencies can shape decisions,
policies, and practices. A better understanding of the institutional
environment in which HTA agencies operate is required, and a con-
tinuous monitoring of their influence on the health care system could
enhance their organizational performance, as well as their overall
impact. A sociopolitical perspective toward the multiple actors in-
volved in HTA is adopted and monitoring tools that agencies could
implement to clarify the mechanisms underlying the influence of
their reports and dissemination activities are suggested. Drawing
on various models of research information, utilization developed ei-
ther in the field of HTA (Battista, Feeny, & Hodge, 1995; Hailey et
al., 1990) or knowledge utilization (Huberman, 1989; Oh & Rich,
1996; Rich, 1997). The monitoring system presented combines at-
tributes of self-assessment approaches (Lusthaus, Anderson, &
Adrien, 1997) and impact assessment models (Battista, Lance,
Lehoux, & Régnier, 1999; Buxton & Hanney, 1996; Jacob &
McGregor, 1997) in order to provide agencies with tools to reinforce
organizational learning.

COMBINING SELF-ASSESSMENT AND EXTERNAL IMPACT
ASSESSMENT MODELS: A REFLEXIVE MONITORING OF
ADVISORY BODIES

Recently, Rich (1997) pointed out that a rationalist bias has domi-
nated the literature on utilization of knowledge. Researchers assume
that the use of information in decision making is rational (and to do
otherwise, irrational) and that better decisions result from high lev-
els of information input. This bias has lead to the neglect of impor-
tant issues. First, information may be collected for a variety of
purposes (March & Simon, 1958, cited in Rich, 1997). Second, nega-
tive and unintended consequences may arise from the use of infor-
mation (Dunn, 1983, cited in Rich, 1997). Third, ignoring available
information may be fully rational (Calvert, 1985, cited in Rich, 1997).
To avoid this type of bias, our framework defines knowledge as an
entity that may be ambiguous, that is gradually constructed through
the interaction of competing knowledge claims, and that evolves ac-
cording to the maturation process of the issues at stake, often through
negotiation between stakeholders. Huberman (1989, p. 7) used the
term “transactional” (or constructivist or conflict-theoretic) for a simi-
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lar perspective in which knowledge is individually, collectively, and
strategically reconstructed in ways not necessarily faithful to its
original form. In accordance with this definition, advisory bodies
have much to learn from examining how the knowledge they pro-
vide is assimilated or contested by “users,” and how it is combined
with other kinds of information and integrated into a change proc-
ess. Even though advisory bodies may be ready to examine their
influence, “relatively little work has been done in supporting insti-
tutions in their quest to better understand themselves and their
performance” (Lusthaus et al., 1997, p. 84). Our idea is therefore to
extend a self-assessment process, as defined by Lusthaus et al.
(1997), to a continuous monitoring process of the changes knowl-
edge producers may trigger in their environment. We explain below
why this avenue seems justified.

BEYOND INFORMATION TRANSFER: COMMUNICATION

The influence of advisory bodies can be likened to three metaphori-
cal views pervading the literature on communication technology, as
identified by Sfez (1992). First, like a machine, communication can
be understood as a mechanical phenomenon. The sender produces a
clear message, makes it go through the right channels of communi-
cation, and the receiver passively assimilates it. Second, like a liv-
ing organism, communication can be situated within a system of
interdependencies in which the senders’ and receivers’ reactions and
actions gradually shape both the message and the rationale behind
the communication. Actors are aware of the interdependence between
the sender and the receiver and tend to adapt their messages and
interpretations according to their understanding of the other par-
ties involved. Third, as in the narcissistic story of Frankenstein where
a man creates his double, communication sometimes becomes mean-
ingless because messages are no longer sent to be shared or debated,
but solely for the sake of creating messages. Communication thus
loses its aim and becomes strictly self-referential.

Instructive parallels can be drawn between these metaphors and
approaches to measuring the influence of advisory bodies. Some stud-
ies have assumed that the implementation of the conclusions of a
scientific report depends on effective information transfer. Follow-
ing the machine metaphor, a report has a linear, non-temporal im-
pact on an isolated target. This image reflects the conceptual model
most often used when assessing the impact of a specific form of HTA,
such as consensus conferences (Ferguson, 1993; Kaluzny, 1990;



LA REVUE CANADIENNE D'ÉVALUATION DE PROGRAMME 5

Kanouse et al., 1989; Lomas, 1991; Wortman, 1988). Typically, a
consensus statement is analyzed as a well-defined message moving
along relatively direct paths to the intended decision makers (i.e.,
physicians). The impact assessment then attempts to determine the
percentage of targets the message reached and its assimilation. Fur-
thermore, the recommendations stemming from such studies are also
moulded by the projectile metaphor. If the message is not received
by the right recipients or by a sufficient number of recipients, it
implies that the communication channels need to be either increased
in number or more accurately targeted. And if the message is not
received clearly or is received at the wrong time, it implies that ac-
companying “noise” needs to be reduced and timing of transmission
better identified. For instance, Kanouse et al. (1989) suggest writ-
ing concise recommendations adapted for clinical practice and giv-
ing broader media coverage to consensus conferences for a longer
period of time.

Such recommendations are not superfluous, but neither are they
empirically satisfying.1 They do not clarify the action and commu-
nication mechanisms conditioning the impact of consensus confer-
ences (Weill, 1990). Their primary aim is to identify the information
physicians consider relevant, as well as their information-gather-
ing routines, in order to “send the right information through the
right channels.” Nonetheless, the observed minimal impact of clini-
cal practice guidelines (another specific form of HTA) revealed the
limitations of the targeted projectile model. As described by several
authors (Deber, 1989; Greer, 1986; McKinlay, 1981; Setbon, 1993;
Weill, 1990), processes of decision and policy making and profes-
sional practices are complex, and change requires more than a mere
transfer of rational information.

Communication (e.g., sharing each other’s views) rather than sim-
ple information transfer better depicts how actors’ perceptions and
positions condition the utilization of scientific advice and knowledge.
Accordingly, the organism metaphor provides a starting point to
clarify the complexity of communication about claims of scientific
knowledge. Following this metaphor, the influence of knowledge
producers is conceptualized as a flow of interactions through learn-
ing loops (De Carlo, 1996). A single learning loop characterizes a
system observing its own historical evolution and regulating its be-
haviour to achieve specific objectives (i.e., a homeostatic process). A
double loop characterizes a system capable of questioning its objec-
tives, modifying its organization, setting new goals, and creating
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new means of problem solving. For example, with a double learning
loop, an advisory body could gather information explaining the lack
of impact of its reports and use this new understanding of the situa-
tion to modify its structure, document additional dimensions of the
problem, and suggest the creation of a politically legitimate steer-
ing committee.

Lastly, the Frankenstein metaphor offers a caveat for measuring
the influence of advisory bodies, especially to HTA practitioners wish-
ing to assess the impact of their own HTA agency. Searching for
impact runs the risk of going in circles, blindly pursuing narrowly
defined, short-term impact objectives. Pressure for such impact could
lead an agency to avoid initiating assessments of topics seen as too
controversial to be “positively influenced” (i.e., medically assisted
suicide) or, on the contrary, lacking adequate visibility (i.e., rare
and under-studied diseases). Following the Frankenstein metaphor,
care must be taken to avoid evaluation solely relying on superficial
impact indicators and easily measurable objectives (dollars saved,
hospital admissions prevented, reduction of working days lost due
to hospitalization, etc.). Such an impact evaluation would lose sight
of its aim: to enhance organizational performance of advisory bod-
ies by identifying, developing, and testing new methods and ap-
proaches to knowledge production and dissemination.

Accordingly, the development of a monitoring system for advisory
bodies that goes beyond a self-assessment process by integrating
attributes of an external impact assessment approach seems justi-
fied for two reasons. First, evaluating the influence of HTA reports
and products requires reflexivity, for example, the ability to exam-
ine oneself critically (Hammersley & Atkinson, 1983). The term “re-
flexivity” emphasizes the contrast between a lenient self-evaluation
and an introspective learning process motivated by a willingness to
bring substantial changes to one’s organization (double learning
loop). A monitoring system would establish a critical structure for
advisory bodies to appraise their role within their institutional en-
vironment, and consequently define desirable changes in their struc-
ture and processes.

Second, HTA influence relies on the translation of normative scien-
tific conclusions by sociopolitical means (Cabatoff, 1996). These nor-
mative conclusions typically define (explicitly or implicitly) what
“ought” to be done through standards, practice guidelines, or qual-
ity benchmarks (Lehoux, 1995c). Actual change, however, is socio-



LA REVUE CANADIENNE D'ÉVALUATION DE PROGRAMME 7

political. It requires an understanding of the mechanisms that en-
dow some decision makers with the authority to decide what should
be changed and how, and the dynamics by which various actors lose
or gain prestige, financial resources, cognitive authority, and pro-
fessional autonomy as a result of change (Lehoux & Blume, in press;
Lomas, 1993b). These sociopolitical dimensions of HTA have gener-
ally been avoided or negatively perceived by evaluators (Banta &
Andreasen, 1990; Gutzwiller & Chrzanowski, 1986; Kanouse et al.,
1989), perhaps due to the scientific rationalism that dominates the
field of HTA coupled with the predominantly epidemiological train-
ing of many evaluators. Nonetheless, the effective implementation
of HTA’s normative recommendations depends heavily on both how
decision makers interpret and act on the results of assessments and
how they react to pressures from other actors (Hailey, 1993; Hailey
& Crowe, 1993; Weiss, 1991). A monitoring system would offer an
entry point into identifying and understanding these sociopolitical
processes (Dahl, 1989; Vincent, 1992).

In summary, a monitoring system and a self-assessment model share
the belief that advisory bodies should use and develop their “inter-
nal knowledge” of the context and constraints in which they oper-
ate. And, like an external impact assessment model, the monitoring
system probes the value-added contribution that such bodies bring
to the governance of society.

INCEPTION OF HTA AGENCIES AND WHY BOTHER ABOUT
THEIR IMPACT

The establishment of the Office of Technology Assessment (OTA) by
the Congress of the United States at the beginning of the 1970s is
the often-cited event marking the inception of the field of HTA. Even
though OTA closed in 1995,2 the field has pursued its expansion in
other industrialized countries. During the last 10 years, the impact
of HTA agencies has been a topic of growing interest (Battista et al.,
1994, Bos et. al, 1996; Hailey, 1996; Jacob & Battista, 1993; Jacob
& McGregor, 1997). For example, in a report prepared by the Cover-
age Subgroup of the EUR-ASSESS Project, the following observa-
tions were made with regard to the diffusion of invasive cardiology
therapy (ICT) in five European countries: “There is no uniform sys-
tem, and no single source of information, for the establishment of
ICT coverage policy decisions. The information provided by HTA
studies represents just one tool in a group of interacting forces” (Bos
et al., 1996, p. 39). Such interest in impact stems from striking



THE CANADIAN JOURNAL OF PROGRAM EVALUATION8

changes in HTA institutional environments since the early 1980s.
First, the governments of many industrialized and developing coun-
tries have substantially increased their support of HTA. Second, the
number of institutions and people involved in HTA has grown mark-
edly3 (Banta & Perry, 1997). Third, a strong international network
has emerged in the field of HTA4 (INAHTA, 1997).

Thus, while marked by some resistance and questioning, a wide proc-
ess of institutionalization of HTA seems to be taking place. As HTA
has moved into positions of increasing prominence, it has had to
interact more frequently with other policy streams and perspectives.
In the context of budget cuts that characterize the late 1990s, HTA
agencies, like other government bodies, are increasingly confronted
with questions of accountability, cost-effectiveness and “real world”
value added (Albaek, 1996).

In this article, although we are concerned with helping agencies “per-
form better,” our view is that impact is not automatically positive
(i.e., rationing health care is problematic), that multiple effects can
ensue from the adoption of an HTA report’s findings, and that meas-
urement of impact should be accompanied by a thorough reflection
on what the influence of regulatory science means for the govern-
ance of society (Cozzens & Woodhouse, 1995). Because HTA agen-
cies can play a crucial role in shaping public policies in health care
and in developing knowledge about several under-studied dimen-
sions of technology, their contribution should be examined.

A FRAMEWORK FOR CLARIFYING HTA PATHWAYS OF
INFLUENCE

We follow two steps to develop our monitoring system. First, in the
following pages, we describe a framework synthesizing important
organizational and environmental factors that facilitate or impede
the influence of HTA. Second, we expose a monitoring strategy in-
formed by this framework which focuses on actors’ views and socio-
political changes surrounding the dissemination of HTA reports (in
the second part of the article).

With very little cross-fertilization between fields of research, the
literature on HTA impact has made similar observations to those
stressed by scholars in the field of knowledge utilization. From the
latter, Rich (1997) summarized seven observations from diverse
empirical studies that emphasized the assumptions behind the in-
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put/output model to measuring knowledge utilization. In Table 1,
grouped under seven attributes of knowledge use, we list both the
observations summarized by Rich and the statements found in HTA
literature explaining why HTA does not influence decision and policy
making in a straightforward manner.

These two overlapping sets of observations help to define a frame-
work which aims to chart the cascade or interplay of actions and de-
cisions between an HTA agency and its institutional environment
with the ultimate effect of altering (or not altering) current practices
(see Figure 1). As mentioned earlier, the primary mandate of HTA
agencies is to provide information and knowledge on specific health
technologies, often upon formal requests from the minister in charge
(generally the health minister or, as in Quebec, the minister of sci-
ence, research and technology) or representatives of regulatory and
professional bodies. Figure 1 shows that an HTA agency generally

Table 1Table 1Table 1Table 1Table 1
Partly Overlapping Observations on Knowledge UsePartly Overlapping Observations on Knowledge UsePartly Overlapping Observations on Knowledge UsePartly Overlapping Observations on Knowledge UsePartly Overlapping Observations on Knowledge Use

Attributes Knowledge utilization field HTA field
(Adapted from Rich, 1997)

Prediction It is almost impossible to predict the An HTA report has to carry a discernible
effects of knowledge on a particular “message” (Jacob & McGregor, 1997).
policy or decision.

Usability Users have to be able to abstract Knowledge about health technology
utilization processes from overall can be ambiguous, while decision and
problem-solving processes. policy makers prefer clear-cut answers

(Deber, 1989; Hailey, 1993, 1996).
Role Problem solving is affected by many HTA is not the only input to decision

variables other than information and policy making (Bos et al., 1996;
(ideology, work environment, Deber et al., 1994, 1995; Lomas,
demographics). 1991, 1993b).

Processes A decision does not represent a Dissemination strategies are as
single event; decisions are important as HTA results themselves
inscribed in a series of events that (Bero et al., 1998; Lomas, 1991, 1993b).
lead up to them.

Attribution It is impossible to attribute an action Incentives or the removal of disincentives are
to the dissemination and application often required for HTA to have an impact
of specific pieces of information. (Battista et al., in press; Lomas, 1991).

Outputs Knowledge produces effects, not a Multiple effects may arise (Lehoux, 1997).
single effect.

Traceability Use is not always tied to a particular It may take years before a report shows a
action or choice. measurable impact (Buxton & Hanney, 1996;

Jacob & McGregor, 1997).
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disseminates full technology assessment reports, technical briefs, and
updates on prior reports. These scientific products may reduce un-
certainty regarding the merits of medical interventions or clarify the
benefits and costs of implementing state-wide public health pro-
grams. An agency’s staff may also engage in HTA-related activities
such as attending scientific meetings (also seminars, peer-reviewed
publications), supporting the production of clinical guidelines, organ-
izing consensus conferences or expert panels, and communicating
findings and expertise to the general public (press conference, media
communication) (Battista et al., 1995). Thus, in our framework, “in-
termediary products” refers to entities that do not strictly correspond
to a scientific output, but rather to a knowledge-based product that
can easily be appropriated by potential HTA users for accomplishing
their tasks or delivering services (clinical guidelines, methodological
rules of thumb, ethical standards, etc.).

Within this framework, HTA reports and related activities aim to
shape an institutional environment consisting of a large number of
actors (manufacturers, planners, health care professionals, admin-
istrators, decision makers, patients) engaged in a variety of inter-
actions (commercial activity, medical practice, health care

Figure 1Figure 1Figure 1Figure 1Figure 1
Pathways of Influence of an HTA AgencyPathways of Influence of an HTA AgencyPathways of Influence of an HTA AgencyPathways of Influence of an HTA AgencyPathways of Influence of an HTA Agency
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management, health behaviours) and motivated by different inter-
ests (Lehoux, 1997). These actors may be generally considered po-
tential HTA users, if “contesting” is defined as a certain kind of use
(i.e., biomedical equipment manufacturers may challenge a formal
assessment of a new technology). Obviously, their decisions are not
only shaped by HTA reports, their preferences, needs, constraints,
beliefs, and other sources of information will contribute to the deci-
sion- and policy-making processes (Blanpain, 1986; Durieux et al.,
1988; Weiss, 1991). Health care providers and health administra-
tors certainly have the most direct influence on health technology
adoption, use, and diffusion. However, specific interest groups, in-
cluding patients’ and women’s health groups and professional bod-
ies, often influence decision makers and health care professionals
(Setbon, 1993). In addition, such groups communicate their mes-
sages (which may directly oppose HTA findings) through various
media outlets, further enhancing their influence. For instance, me-
dia coverage of “waiting lists” has been a powerful factor in acceler-
ating decision making with regard to coronary artery bypass grafting
(CABG) in Canada, the Netherlands, and Sweden (Battista et al.,
1994, p. 408). As underscored by Gelijns (1991), the biomedical equip-
ment industry also greatly influences clinical practice and decisions
to adopt technology. Although evaluators are not usually concerned
with R&D or marketing processes, they have powerful effects on
the conditions affecting the acceptability of assessments, particu-
larly to health care practitioners (Budrys, 1986; Deber et al., 1994,
1995; McKinlay, 1981). In fact, “many decisions concerning the use
of a technology involve more than one decider and are often the re-
sult of the interaction between two or more” (Jacob & McGregor,
1997, p. 69). This is why it is warranted to include as “users” indi-
viduals and groups that are likely to reject, reformulate, or counter-
argue HTA report conclusions.

Lastly, studies that measured the outputs and outcomes of technol-
ogy assessment have focused on three decision-making levels regard-
ing technology use: 1) micro: medical practice (Gutzwiller & Chrza-
nowski, 1986; Lomas, 1991, 1993a); 2) meso: hospital/organization
management (Durieux et al., 1988; Jacob & McGregor, 1997); and
3) macro: health policies (Battista et al., 1994; Hailey, Cowley, &
Dankiw, 1990; Hailey & Crowe, 1993). For any given technology, its
cost and the setting where it is used determine which of these levels
is the most crucial for intervening in technology use (Battista et al.,
1999; Greer, 1986). For instance, the use of routine chest x-rays is
more amenable to clinical guidelines (micro), whereas the acquisi-
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tion of costly medical imaging equipment (i.e., positron emission to-
mography) can be largely controlled by the government (macro). In-
deed, single-payer systems (Canada, Sweden, and UK) offer an eas-
ily identifiable “client” for HTA compared with multiple-payer
systems (Battista et al., 1994). At each level, however, technology
adoption and use is influenced by many other factors, such as finan-
cial, administrative, legal and political incentives or disincentives
(Battista et al., 1999; Lomas, 1990).

Thus, in this framework, the contribution of an agency is subdivided
into two categories: 1) outputs correspond to the production of HTA
reports and HTA-related activities; and 2) outcomes are associated
with the influence of outputs on three decision-making levels. We
also assume that, globally, efforts by the agency to promote an evalu-
ation culture through HTA-related activities are likely to facilitate
receptiveness of actors to future assessments.

The second step in the development of a monitoring system is de-
scribed in the next section. We expose a monitoring strategy informed
by the framework of the pathways of influence and illustrate the
ways in which it could help improve the organizational performance
of HTA agencies.

TOWARD A CONTINUOUS MONITORING SYSTEM

In October 1991, Quebec’s Ministry of Health and Social Services
requested an external evaluation (Price Waterhouse, 1991) of the
mandate and publications of the Quebec Health Technology Assess-
ment Council (Conseil d’évaluation des technologies de la santé
[CETS]). The scope, quality, and usefulness of the assessment re-
ports were, in most cases, noted to be highly satisfactory by a sam-
ple of Quebec health care system decision makers. In addition, the
overall financial and health-related benefits were believed to con-
firm the cost-effectiveness of maintaining such a governmental
agency (Jacob & Battista, 1993; Jacob & McGregor, 1997). The CETS
experience is typical of the general tone of evaluations of HTA agen-
cies (Battista et al., 1995; P.A. Research Consultants, 1993). Unless
clearly unfavourable, the conclusion of this type of evaluation of HTA
is to “continue doing what you are already doing.”

We believe that it is possible and highly desirable to push the re-
flection on the contribution of advisory bodies to public policies and
practices further by giving them the resources to implement a sys-
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tem of continuous monitoring of their influence on their environ-
ment. The goals of such a process would be to better understand:
first, how an assessment report generates “effects” and on which
actors; and, second, how an assessment agency grows as an institu-
tional agent, instilling an evaluation culture in its environment.
Therefore, a monitoring system would document: 1) the actors’ views
on the value of a given technology; 2) the sociopolitical configura-
tion in which a report is disseminated; and 3) the maturation proc-
ess of the issues at stake (Lehoux, 1997).

Overall Strategy for a Continuous Monitoring System

Actors’ Views

The influence of HTA agencies is tightly linked to a persuasive “proc-
ess of imitation” (see Figure 2), a process by which decision makers
from regulatory bodies, hospitals, community health centres, and
private clinics understand and agree with the message (Jacob &
McGregor, 1997) conveyed by the content of HTA reports and adapt
their policies or practice to such a message. It also implies that dis-
incentives or barriers to change have been removed and that other
(less powerful, vocal, or visible) actors agree and comply with the
change (Lomas, 1993a). An assessment may spark conflicts among
actors if the definition of the problem and the proposed solutions
differ from what they consider desirable. An HTA report and its re-
lated dissemination products will often compete (or be congruent)
with other claims made by promoters, manufacturers, physician

Figure 2Figure 2Figure 2Figure 2Figure 2
Monitoring SystemMonitoring SystemMonitoring SystemMonitoring SystemMonitoring System
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users, or patients about the value of the technology (Melkers &
Roessner, 1997). These claims may generate fears, cognitive dissent,
conflict of interest, or value clashes. Thus, documenting the evolu-
tion of actors’ views would help the agency to identify points of disa-
greement and potential areas of negotiation more clearly.

Sociopolitical Configuration

Because of the variety of actors and the objective of an assessment
being to shape their decisions and behaviours, the actors can be seen
as part of a sociopolitical configuration. Before an assessment is com-
pleted, the technology is often already a structuring part of actors’
relationships (Cabatoff, 1996; Weiss, 1991). It is a resource, promoted
and used by certain groups of actors, that shapes particular rela-
tions between them (commercial partnerships, leading market posi-
tion, clinical innovation, patient dependence). Hence, any evaluation
exercise should not only focus on HTA reports but also explore the
complex dynamics of the broader entity that we call a “dossier.” A
dossier includes the initial definition of the problem associated with
a technology, the actors’ network where this technology is promoted
and used, previous knowledge about the technology and alternative
procedures, the HTA report itself, and other assessments (Lehoux,
1995a; 1995b). In this respect, a monitoring system should consider
the configuration in which the assessment report, the assessed tech-
nology, and the actors reside. It should address questions such as:
Who has gained or lost? Approved or disapproved? Wielded author-
ity? And felt deprived or threatened? The objective of documenting
such configuration is to identify (and try to anticipate) the dynam-
ics that cause a given assessment to gain or lose credibility in a
sociopolitically structured environment.

Maturation of Issues

The concept of dossier takes into account the time-related dimen-
sions of the influence of HTA; a dossier matures as knowledge evolves
and political settings change (Melkers & Roessner, 1997). The tech-
nology being assessed also evolves, competing solutions may emerge,
and the new range of alternatives will often affect the initial pa-
rameters of assessment (i.e., numbers of potential patients, costs,
clinical indications of use, etc.). Over time, the content of scientific
reports is confronted or combined with knowledge and arguments
referring to other dimensions (social, ethical, legal) of the technol-
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ogy (Greer, 1986). Therefore, both actors’ views and sociopolitical
configuration should be seen as subject to change in a partly-shared
process of reappraisal of the situation. An agency would learn a great
deal by following over time, and documenting explicitly, how issues
are negotiated and settled among actors.

Thus, our continuous monitoring system focuses on the above three
characteristics of the environment in which the findings of HTA re-
ports are disseminated. In addition, since a monitoring system should
help an agency improve its organizational performance, we suggest
it serves three functions: 1) information dissemination, 2) data col-
lection, and 3) feedback (see Table 2). The three functions could be
performed simultaneously or in parallel, repeated over time when
necessary, and targeted at more than one dossier. Table 2 shows

Table 2Table 2Table 2Table 2Table 2
Examples of Monitoring ToolsExamples of Monitoring ToolsExamples of Monitoring ToolsExamples of Monitoring ToolsExamples of Monitoring Tools

Dissemination Data gathering Feedback
of agency reports on anticipated/actual influence on both influence
& activities and actor views & satisfaction & lack of influence

Web site*

Executive summaries

Press conference

Regular meetings
with key organizations*

Coordination/steering
committee

Local clinical champions

Update on a prior report*

Letter to the editor*

Announcing future
assessments

Annual Report*

News Bulletin*

Educational activities to
build recipient capacity*

(**Could be part of dissemination tools marked with *)

“Dossier diary”

Initial plan for disseminating/ monitoring a
dossier at the onset of an assessment

Collecting the views of the experts involved in
the peer-review process on the potential
influence of the report

Mail questionnaire on the contribution of a prior
report

Practice survey (including competing technology)

Phone interviews with decision and policy
makers (including patient associations,
manufacturers)

Popular and specialized press reviews

Reader satisfaction, needs, constraints

Topics prioritizing

Citation index

Keeping track of user profiles, & sources of

information
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that a flexible monitoring system could use a variety of instruments
including mail questionnaires, practice surveys, interviews with key
actors, patient satisfaction instruments, focus groups, citation in-
dexes, and press reviews. In the case of assessments involving a
major change in clinical behaviour, using more proactive tools such
as a Steering Committee chaired by a clinical opinion-leader would
be relevant (Lomas, 1993a). Effective monitoring likely requires that
several tools be used in conjunction. Since some assessments may
target practitioners or other decision makers who have received pre-
vious reports, when disseminating a new report the agency can in-
clude a questionnaire to determine how a previous report was
received. Or again, when sending a follow-up questionnaire on a re-
cently published assessment, an update of a previous report can also
be included. Finally, giving feedback to clinicians and policy mak-
ers (news bulletin, seminars, letters to the editor) about the influ-
ence of an assessment can be extremely helpful for building
partnership and trust (Bero & Jada, 1997).

The monitoring system therefore relies on two assumptions: 1) the
prevailing sociopolitical configuration, at a given point in time,
shapes an HTA report’s influence; and 2) an HTA agency’s ability to
educate and help organize its environment is an important vehicle
for its overall influence. Accordingly, two types of influence can be
monitored.

First, longitudinal monitoring tailored to each assessment should
regularly gather information on policies, decision-making processes,
actor views, and the status of competing technologies. This requires
specific monitoring during dissemination and for some time there-
after. The relationship of an HTA report to its environment can be
characterized as one of either turbulence or continuity (see Figure
3). Turbulence occurs when the conclusions of an assessment report
and the positions of actors portend conflict. By contrast, continuity
occurs with report conclusions easily compatible with current actor
opinions. Both the conclusions of the HTA report and the position of
actors could be dichotomized as “The present state of affairs must
be changed” or “The present state of affairs must not be changed.”
Figure 2 assumes that turbulence would result from conflicting po-
sitions between HTA report recommendations and actor views, con-
tinuity from synergistic positions.

For an HTA report, “changing the present state of affairs” would
mean calling attention to the insufficient availability of equipment,
the possibility of achieving savings through a new practice, or iden-
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tifying excessively large variations in current practice profiles. By
contrast, an HTA report supporting “no need for change” would con-
clude that the equipment allocation is sufficient or a particular in-
novation should not be reimbursed by third-party payers because of
great uncertainty or lack of demonstrable effectiveness in health
outcome terms. With respect to actor positions, “changing the present
state of affairs” might lead to the acquisition of new equipment or a
commitment to reduce differences between practice profiles. For ac-
tors, “maintaining the present state of affairs” reflects adherence to
current practices or reservations about new practices. Although ac-
tor views are rarely homogeneous, a dominant position generally
emerges.

The influence of HTA is likely to be greater in the case of synergistic
positions (either maintaining or changing the present state of af-
fairs), e.g., continuity between actor views and HTA report conclu-
sions, even though this implies that “no change” is an indicator of
impact (an agreement not to change). Turbulence does not neces-
sarily mean status quo or that changes cannot be made. Rather, it
underscores a substantial disagreement between evaluation and
actor positions that calls for further knowledge and discussion. HTA
could show impact in a situation of turbulence, although this might
require time, additional studies, and negotiation among actors. Ac-
cording to Figure 3, changes in the sociopolitical configuration dur-
ing dissemination or after formal dissemination may result in
turbulence yielding to continuity or continuity being overwhelmed
by turbulence.

On the one hand, continuity implies that the actors have agreed on
the statement of the problem addressed by the dossier and can act
together to resolve it. Indicators, such as the number of procedures

Figure 3Figure 3Figure 3Figure 3Figure 3
Situations of Continuity and TurbulenceSituations of Continuity and TurbulenceSituations of Continuity and TurbulenceSituations of Continuity and TurbulenceSituations of Continuity and Turbulence

HTA report conclusionHTA report conclusionHTA report conclusionHTA report conclusionHTA report conclusion Actor views and actionsActor views and actionsActor views and actionsActor views and actionsActor views and actions

Turbulence Change is required No change is required

Issues require more definition No change is required Change is required

Continuity Change is required Change is required

Solutions are possible No change is required No change is required

➥

➥
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invoiced or discrete decisions (purchases, reimbursements), used in
combination with qualitative methods (policy analysis, case stud-
ies, interviews with key informants) describe the significance and
extent of the influence (Jacob & McGregor, 1997). The monitoring
system should, at the same time, be able to identify economic, health,
organizational, market, social and political effects (described fur-
ther), and shifts in the positions of actors.

On the other hand, in a situation of turbulence, certain actors may
try to downplay or discredit the conclusions of an assessment re-
port. Monitoring tools (follow-up committees, press conferences, sur-
veys, interviews) must then endeavour to gather information about
the sociopolitical situation that will help the agency restate the prob-
lem and move the debate forward. The impact of the assessment
focusses on identifying a problem situation and framing further dis-
cussion and research. Significant influence would then include in-
creased awareness of the problem and agency efforts to initiate,
clarify, and guide the debate. Conditions hindering the implemen-
tation of the recommendations should be identified in order to “put
the ball back in the court.” Turbulence definitely calls for political
skills, and an agency must thus deepen its understanding of the
environment and its ability to forge and maintain a legitimate posi-
tion despite conflicts between the stakeholders (Chelimsky, 1997).

Second, HTA agencies have a global influence in the health care
system as knowledge producers and disseminators. The range of
communication activities by which an assessment agency instills
an evaluation culture in its environment should be reported in its
annual report. Indicators reflecting different levels of influence and
recognition (international, national, regional, local) include scien-
tific papers, training seminars, and conferences. Semi-directed in-
terviews with key informants (representatives of professional bodies
and patient associations, policy makers, manufacturers) that focus
on the need for assessments and constraints in using them would
help prioritize assessment topics and enhance communication and
educational activities. Keeping track of the list of individuals and
organizations who requested reports and identifying how they were
informed of the publication of these reports would help define the
“audience” of the agency and how the interest for HTA evolves over
time and issues.

These two types of monitoring activities should be integrated as much
as possible into the flow of the agency’s routine (Lehoux, 1995a,
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1995b). Additional resources would of course be useful. Actually,
several Canadian funding agencies are aware of the need to increase
dissemination activities, and resources are available to this end. In
small- to medium-sized HTA agencies, an evaluator (or someone with
a background in health research and specialized training in com-
munication) could devote part of his/her time to monitoring the in-
fluence of agency dossiers. With the help of semi-structured forms,
all evaluators could regularly note the activities in which they par-
ticipate, those in which they are invited to speak, the audience
reached, and the main observations made by key participants. In a
“dossier diary,” evaluators may collect information over the course
of the development of each assessment to help anticipate what dis-
semination activities prove successful, as well as a potential moni-
toring strategy. The potential influence of a given report could
therefore be made more explicit right from the onset of the evalua-
tion process. Finally, the results of most monitoring activities could
be regularly shared with evaluators (in a brief bimonthly meeting)
to keep them informed of the progress of dossiers with which they
are less familiar.

To summarize, the monitoring system examines both the influence
of assessments and the sociopolitical environment in which they
evolve. By describing current practices and defining underlying un-
certainties and conflicts more explicitly, monitoring encourages rel-
evant actors to discuss and identify parts of the solutions.

A VARIETY OF EFFECTS TO TAKE INTO ACCOUNT

The description of the monitoring system has remained general so
far. However, the choice of “impact indicators” is extremely impor-
tant. In this section, with a few examples, we explain why it seems
more instructive and perhaps less risky for HTA agencies to make
use of a variety of measures of influence.

Interplay between Costs and Change in Clinical Practice

In the current context of public budget cuts, HTA agencies often
conceive of their impact in terms of expense rationalization (Buxton
& Hanney, 1996; Garber, 1994). In our opinion, the danger lies in
measuring the impact of assessment solely in financial terms. For
financial impact to be truly meaningful, a change (upwards or down-
wards) in resource allocation needs to be commensurate with the
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appropriate use of the assessed technology (Blanpain, 1986). How-
ever, resource allocation alone is not an indicator of appropriate tech-
nology use, as increased allocation may be necessary, and reducing
historically allocated resources is often difficult (Evans, 1984). Fur-
thermore, by assessing the financial impact of adopting an assess-
ment’s recommendations, an agency may endorse a role for
technology assessment as a control on health expenditures. Even
though some HTA agencies may be given such a mandate, other
aspects of technology use require a broader notion of HTA.

In addition, all medical technologies cannot be directly regulated by
controlling resource allocation; intermediate linkages between the
assessment and clinical practice are often at play. For instance, the
CETS study of regional variations in the rates of various elective
surgeries (CETS, 1996) concluded that concerted efforts among the
specialists and the referring physicians were required to reduce vari-
ation and called for professional self-regulation mechanisms such
as guidelines and peer reviews. Once the extent of these practice
variations was described and discussed, both political mechanisms
(committees, agenda setting, consensus, follow-up) and financial
mechanisms had to be implemented before practices would be suit-
ably modified.

In another example, practice guidelines on the use of contrast me-
dia in radiology were published by the College of Physicians of Que-
bec (CPMQ, 1991) based on CETS recommendations. Two reports
by the CETS had quite clearly identified the large cost differential
between the two types of contrast media and shed important light
on ethical considerations associated with a total or partial substitu-
tion of the contrast media currently in use (CETS, 1990a, 1990b). In
addition, the guidelines also clarified the legal conditions of selec-
tively using high- and low-osmolarity contrast media. As a result,
both radiologists and hospital administrators were willing to initi-
ate policies establishing selective use — radiologists gave assurance
that this practice was legally above reproach and hospital adminis-
trators were interested in optimizing available financial resources.
The mechanisms involved were professional self-regulation (assisted,
in this case, by an economic incentive in the form of hospital sav-
ings) and a linkage between actors, because change by one required
the agreement or support of the other.

Lastly, initiating desired changes may require consideration of
mechanisms other than regulatory interventions in the health care
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sector. For example, the question of re-using biomedical devices
(pacemakers, catheters) (CETS, 1991, 1997) can be dealt with by
R&D mechanisms in the biomedical equipment industry. Should the
design of devices be modified to make their re-utilization safer? Can
prices of catheters be negotiated? Would a post-marketing monitor-
ing process be implemented for gathering more information on de-
vice performance and shortcomings? (For detailed discussions of
other examples see Bos et al., 1996; Buxton & Hanney, 1996; Hailey,
1996; Jacob & Battista, 1993; Jacob & McGregor, 1997.)

In short, in order to reflect the dynamics that influence technology
use, it is important to view the impact of HTA through mechanisms
other than the mere financial regulation of technologies. Simply
emphasizing cost containment as a measure of impact fails on two
counts: 1) it presumes that resources can be reduced/re-allocated
without health or social consequences; and 2) it threatens the de-
velopment of HTA, because manufacturers and health profession-
als are unlikely to give credence to assessments if HTA agencies
pride themselves solely on decreasing manufacturer revenue or pro-
vider income.

What Effects? When Do They Occur?

We suggest that HTA reports bring about six types of effects through
the individual and collective actions of various actors, including some
not directly affected by the reports (see Table 3). As mentioned above,
the economic effects attributable to implementing an assessment’s
recommendations translate into increased or decreased specific
health care expenditures (Evans, 1984). An overall change in spend-
ing is sensitive to the unit cost of a technology, the substitution for
or addition of other procedures, the number of interventions per
person, and the population served. However, how resources will ac-
tually be used remains at the discretion of planners, administra-
tors, and practitioners. In addition, various cost-benefit models can
estimate the costs associated with expected or measured health gains
from specific health care services.

Early detection and prevention of cancer, home care for individuals
who are insufficiently autonomous, and prevented post-operative
complications are all positive health effects. Conversely, the anxiety
caused by false-positive screening tests is a negative health effect.
Organizational effects arise from implementing new programs that
are responsive to community needs, sharing expensive technologies,
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coordinating health care organizations, and increasing or changing
care delivery. Market effects are principally documented in the United
States literature, where group purchasing, service contracts, equip-
ment leasing, and technical support are among payer strategies for
minimizing costs and increasing services offered by technology ven-
dors (Barlett Foote, 1986). Social effects include changes in access
to services for individuals in remote areas, maintaining policies that

Table 3Table 3Table 3Table 3Table 3
Types of EffectsTypes of EffectsTypes of EffectsTypes of EffectsTypes of Effects

Category of Effects Examples

ECONOMIC Decrease/increase in direct and indirect costs
Decrease/increase in opportunity costs
Change in funding mechanisms
Transfer of expenses (public to private)

HEALTH Mortality and morbidity
Quality of life
Therapeutics indications
Disease and trauma prevention

ORGANIZATIONAL Centralization and enhancement of know-how and skills
Institutional coordination and competition
Intensity of care
Patient-management process
Creation of innovative programs
Reinforcement of teaching and research

MARKET Corporate profitability
Professional income
Negotiations for group purchasing
After-sales service and technical support
Warranties and standards
Trade balance

SOCIAL Accessibility to services
Equity
Victim blaming
Public education and information

POLITICAL Legislation
Confidentiality of information
Application of democratic principles
Consultation
Accountability
Policy transparency
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minimize inequities, and educating the public about health (Charles
& De Maio, 1993). Intensifying research and teaching and dissemi-
nating knowledge also belong to a set of “collective goods” that as-
sessment can promote (Contandriopoulos, 1994). Finally, political
effects are linked to resource allocation decisions, disclosure of pri-
vate information, enhancement of ethical standards, and a greater
emphasis on accountability for professional behaviour and the ex-
penditure of public funds (Roy, Dicjens, & McGregor, 1992).

By paying attention to these six types of effects when assessing the
influence of HTA agencies, different parts of the general HTA role
in their environment can be delineated. Furthermore, when meas-
uring such effects, three issues should be considered. First, HTA
reports often exert influence in conjunction with the intervention of
individual and institutional actors who support and promote the find-
ings of assessment reports (Hailey & Crowe, 1993). Such interac-
tions should be documented as explicitly as possible in the monitoring
process. On the other hand, assessments that receive no support
and are manifestly disputed by several actors can have counter-ef-
fects. As an illustration, an assessment supporting the re-use of
hemodialyzers (CETS, 1991) could trigger the adoption of this prac-
tice by many hospitals. However, clinicians and administrators would
have to discuss the local relevance and feasibility of re-use and de-
velop organizational policies. In other hospitals, patients disputing
the safety of re-use may have created an environment unfavourable
to adopting this practice, which could even affect the practice of re-
using other types of biomedical devices. Thus, a larger view on in-
tended and unintended effects should be adopted (Rich, 1997). Third,
effects occur in different time frames: immediately after the assess-
ment is disseminated, after a period of maturation, or with recur-
rent incentives. Political activities or unforeseen events (death, fraud)
may act as catalysts, accelerating or disrupting the adoption of an
assessment’s recommendations (Melkers & Roessner, 1997). A moni-
toring system should therefore accommodate the supervision of a
dossier over a long period of time, despite the apparent stasis of the
situation.

CONCLUSION

The growing interest in the use of scientific advice in policy making
serves as the background for this article. Articulate observers such
as Jasanoff (1990) underlined the perils associated with the increased
use of regulatory science in the governance of modern states. Since
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the 1960s, numerous advisory bodies have been effectively estab-
lished — some have since been abolished while others have gained
vigour. By producing knowledge on the efficacy, costs, safety, and
ethical, social, and legal issues of health technologies, HTA agen-
cies could play an important role in shaping public policies. They
could also become instruments in the hands of the government
(Faulkner, 1997). In this article, however, we suggest that their con-
tribution to decision and policy making follows multiple pathways.
An examination of their influence is not only challenging but neces-
sary. HTA agencies, whose purpose is to promote the appropriate
use of technology in health care systems, operate in a highly com-
plex environment. Without a keen understanding of this environ-
ment, their ability to make a valuable social contribution is
diminished. As Jacob and McGregor put it: “failure to make any at-
tempt to assess the impact of HTA is clearly inconsistent with the
concept that decisions should be evidence-based” (1997, p. 68).

This article’s primary claim is that the normative function of HTA
and its impact on society and the health care system must be more
closely examined. We have described a range of effects, measure-
ment of which will enable agencies to better understand the impli-
cations of their normative function and to identify the complexity
underlying the role of HTA. We have also described a monitoring
system, emphasizing the usefulness of monitoring tailored to each
assessment report and monitoring agency HTA-related activities.
In situations of turbulence, the emphasis will be placed on agency
efforts to define a resolvable problem and, in situations of continu-
ity, on its participation in implementing effective solutions.

Developing a continuous monitoring system with information dis-
semination, data gathering, and feedback functions is certainly a
demanding task. First, it suggests that HTA producers initiate re-
search activities and use tools with which they are not familiar. In-
deed, the proposed sociopolitical concepts and methods differ from
the epidemiological arsenal, which emphasizes accurately identify-
ing the causal relationships between medical interventions and
health outcomes. Nonetheless, because the influence of HTA research
findings occurs within a social world, tools from the social sciences
are highly appropriate. Second, a monitoring system requires addi-
tional resources. In fact, a monitoring system should not preclude
formal external assessments. We believe that such an investment
will prove useful in the long run for the agencies themselves and for
the health care system.
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Because our monitoring system combines attributes of self-assess-
ment and external impact assessment models, it could be adapted
to monitor similar advisory bodies by following the two steps de-
scribed. First, by replacing in the “framework of pathways of influ-
ence” the factors specific to the health care sector with appropriate
institutional actors and regulatory bodies, one could chart the main
links between an advisory body and the potential users of the knowl-
edge it produces. Second, a specific monitoring system based on a
modified framework would aim at: 1) making clearer how diverse
interacting forces influence the dissemination of scientific reports
and produce different types of effects in a given jurisdiction; 2) de-
fining a range of monitoring activities that are useful for enhancing
the organizational performance and dissemination strategies of the
advisory body; and 3) carefully selecting impact indicators because
of their significance for the future development of the advisory body.
In sum, monitoring scientific knowledge utilization presents stimu-
lating challenges and, when addressed from a broad sociopolitical
perspective, may provide the seeds for continued growth and in-
creased contribution of knowledge producers.
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NOTES

1 Huberman (1989, pp. 8–9) suggests that there are two dominant ways
of defining and measuring knowledge utilization. First, the “instru-
mental” or “imperativist” perspective holds that “scientific knowl-
edge is gradually transformed into more prescriptive forms as it
enters the user’s setting.” One robust finding of this line of inquiry
lies in the correlations between the “types or intensity of dissemina-
tion of research findings” and the measured “effects on targeted
users.” Second, the “constructivist” or “transactional” or “conflict-
theoretic” perspective stresses that knowledge is reconstructed in-
dividually and/or collectively in ways that do not automatically
correspond to the knowledge-producers’ aims. According to
Huberman, this second line of inquiry was able to more fully ex-



THE CANADIAN JOURNAL OF PROGRAM EVALUATION26

plain how “sustained interactivity” — a construct central to the
imperativist perspective — was empirically effective in predicting
the level of knowledge utilization. He therefore argues that “looking
with both eyes,” e.g., using both models to explain knowledge utili-
zation, by using a two-layered conceptual frame would capture a
sharper picture of the phenomenon of knowledge utilization.

Similarly, we feel that the metaphors of the projectile and the or-
ganism could be used jointly to highlight complementary dimensions
of the dissemination, assimilation, and appropriation of knowledge.
The projectile shares affinities (type and intensity of dissemination
means) with the “imperativist” perspective, whereas the organism
reflects some dimensions (subjectivity, social interaction, intention-
ality) of the “transactional” perspective.

2 In 1981, only three years after its inception, the National Center for
Health Care Technology (NCHCT) was similarly closed under pres-
sure from the Health Industry Manufacturer’s Association and the
American Medical Association (AMA) (Perry, 1982, p. 1098).

3 The International Society of Technology Assessment in Health Care
(ISTAHC) held its first annual meeting in 1985 with 16 countries
represented. Today, more than 1,100 (individuals, institutions and
corporate) members are drawn from over 40 countries. The Interna-
tional Journal of Technology Assessment in Health Care was also
first published in 1985.

4 An International Network of Agencies for Health Technology Assess-
ment (INAHTA) was established in 1993. It now includes over 28
organizations from 16 countries and is aimed at the promotion of
HTA (training, dissemination, organization) and the development
of joint assessments on selected topics (INAHTA,1997).
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As health promotion practitioners, we have been encouraged to
implement strategies that embrace a community-building ap-
proach for strengthening community health. In this article, we
present our experience in piloting a methodology to assess the
extent to which community capacity was built in a rural heart
health project. We defined community capacity as the degree to
which a community (and its agency partners) can develop, im-
plement, and sustain actions for strengthening community
health. An assessment protocol that included a series of guid-
ing questions and a ranking procedure to assess seven domains
of community capacity was designed for focus group applica-
tion. Following from this, community capacity webs, which visu-
ally depict the extent of capacity built through the heart project,
were produced for each community. The methodology requires
further refinement; however, through this process we were able
to further our understanding of the effectiveness of this project
in building community capacity.

En tant que praticiens de promotion de santé, on nous a encou-
ragés à mettre en oeuvre des stratégies incluant une approche
à la mise en valeur du potentiel de la collectivité pour renforcer
la santé de la communauté. Dans cet article, nous présentons
notre expérience de piloter une méthodologie pour évaluer le
degré de développement communautaire dans un projet rural
de santé cardiaque. Nous avons défini la mise en valeur du po-
tentiel de la communauté comme le degré auquel une commu-
nauté (et ses organismes partenaires) peut développer, mettre
en oeuvre, et soutenir des actions pour renforcer la santé de la
communauté. Un protocole d’évaluation qui a inclu une série
de questions de direction et un procédé de rang pour évaluer
sept domaines de la capacité de la communauté a été conçu et
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appliqué dans un groupe d’entretien en profondeur. Ensuite,
des schémas de mise en valeur du potentiel de la communauté
qui représentent visuellement l’ampleur du développement suite
au projet cardiaque ont été produits pour chaque communauté.
La méthodologie doit s’améliorer; cependant, ce processus nous
a permis d’étendre notre compréhension de l’efficacité du projet
de mise en valeur du potentiel de la communauté.

Evidence from the literature (Fawcett et al., 1995;
Freudenberg et al., 1995; Labonte, 1992, 1993a, 1993b; Lomas, 1997;
Robertson & Minkler, 1994) and from our own experience suggests
that an approach to health promotion programming that builds on
existing community strengths and resources and embraces local ex-
perience and knowledge for planning, implementation, and evalua-
tion is most effective in achieving positive health outcomes. Many
authors advocate such a capacity-building approach, however, it has
yet to be fully developed or made operational for planning and evalu-
ation purposes (Goodman et al., 1998; Jackson et al., 1997). If un-
derstanding how a community works together for the improvement
of health is to advance, increased efforts are needed to develop as-
sessment methods and tools specific to this purpose (Baker & Teaser-
Polk, 1998). We have attempted to meet this challenge with research
centred on piloting a methodology to assess the extent to which com-
munity capacity was built in a heart health project.

HEART OF THE LAND, AN ALBERTA HEART HEALTH PROJECT

Heart of the Land was a four-year (1993–1997) community-based
project that targeted rural adults in the David Thompson Health
Region (DTHR) of central Alberta, Canada. This project was one of
36 research demonstration sites of the Canadian Heart Health Ini-
tiative (Health and Welfare Canada, 1992) and one of four in the
Alberta Heart Health Project (AHHP). Two community clusters, each
with a population of approximately 1,500 adults, had staggered dates
of entry into the project. Six communities within these clusters were
invited to participate because of the increased incidence of cardio-
vascular disease risk in Alberta rural communities (Joffres, Titanich,
& Hessel, 1993) and their known desire to enhance personal and
community health.

The main goals of the AHHP were: (a) to foster the improvement of
heart health by improving knowledge and awareness of heart dis-
ease risk factors and by improving heart health lifestyle skills and
behaviours; (b) to entrench heart health in the public agenda by
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building structures, systems, and linkages to sustain heart health;
and (c) to improve social and physical environments in support of
heart health through increasing capacity, resources, research, and
expertise for heart health, including an increased focus on develop-
ing policies with a heart health focus (Alberta Health, 1998).

The first three years of the DTHR project are best characterized as
following a traditional community-based programming approach to
heart health. Inherent in this approach is the concept that commu-
nity members are mobilized and motivated to act as change agents
to address problems and achieve health outcomes defined by health
professionals (Labonte, 1993a, 1993b). In the heart project, staff elic-
ited the support of community members and groups to mobilize the
maximum number of people to reduce risk behaviours and to im-
prove lifestyles for heart health. Strategies based on the experiences
of other community-based heart projects were implemented (Carleton
et al., 1995; Fortmann et al., 1995; Luepker et al., 1994; Shea &
Basch, 1990). Staff established partnerships with several commu-
nity organizations and agencies in the targeted communities to sup-
port educational and promotional activities such as individual risk
assessment, community health education, media communication,
support groups, and healthy public policy development.

Lessons learned throughout the project coupled with evidence from
the literature (Ebrahim & Davey Smith, 1997; Egolf, Lasker, Wolf,
& Potvin, 1992) led us to an understanding that the focus on chang-
ing individual heart health behaviours — the original perspective
of the project — was not conducive to community ownership and
sustainability of heart health. Thus, in the fourth year, staff added
a community capacity-building approach to continued education and
promotion strategies. The most significant change was the intro-
duction of community facilitator(s) to replace the project coordina-
tor role. This new role of the health professional focused on the
facilitation of a developmental process within the communities to
engage community members in actions they deemed to be impor-
tant to support and sustain heart health, as opposed to the coordi-
nation of predetermined heart health activities. Guiding principles
for this process were developed by the facilitators and included (a)
development of positive relationships with community members, (b)
respect for the uniqueness of each community, (c) recognition of
empowerment and participation of the community, (d) building of a
shared vision for heart health, and (e) the need for ongoing critical
reflection (Baugh Littlejohns, Smith, & Thompson, 1999).
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METHODOLOGY

Within the context of our research we defined community capacity
as the degree to which a community (and its agency partners) can
develop, implement, and sustain actions for strengthening commu-
nity health. In our case, agency refers to staff working with the heart
project in the health region. We designed a process to assess the
extent of community capacity built and to further understand how
each of the targeted communities and the agency worked together
to realize changes for sustainable heart health. Prior to establish-
ing the evaluation protocol, we identified characteristics that make
a community effective in taking action. Following from this, a list of
elements was refined to seven community capacity domains: vision,
experience of community, resources, knowledge and skill, participa-
tion, leadership, and critical learning (Baugh Littlejohns, Smith, &
Thompson, 1999). These domains are defined in the results section
of this article.

We chose a focus group methodology for data collection as we wanted
to engage community members and project staff in an interactive
and iterative process to capture the broad community effects of the
heart project (Baker & Teaser-Polk, 1998; Eng & Parker, 1994;
Goeppinger & Baglioni, 1985; Hawe, 1994). Four focus groups (two
in each community cluster) were held with participants from the
various sectors that partnered with the heart project, including ag-
ricultural societies, women’s institutes, family and community sup-
port service agencies, and seniors’ groups. Health professionals and
individual project participants were also invited. Each focus group
was comprised of six to ten people, which allowed us to comfortably
dialogue with members. Eight agency staff — including public health
nurses, community facilitators, and a nutritionist — participated in
a separate focus group to determine the extent to which they per-
ceived the heart project built community capacity. A facilitator was
engaged to conduct the focus groups and a recorder documented the
proceedings. All focus groups were audiotaped.

In each focus group the facilitator shared the definition of commu-
nity capacity and presented the seven domains. A series of ques-
tions for each domain were developed to guide the dialogue among
focus-group members. These questions were intended to frame the
discussion and prompt participants to describe how capacity was
built in each domain through the heart project. For example, the
following questions (drawn from different domains) were asked: (a)
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Was a common vision created for heart health? (b) How did the
project fit into the community way of life? (c) How did the project
built on existing community resources? (d) Why did people partici-
pate in heart activities? and (e) How was leadership for heart health
developed in the community? This data was used to identify salient
themes for each capacity domain, both individually and collectively,
for all communities.

Through a consensus-building process (whereby focus group mem-
bers reached a collective agreement even though individual opin-
ions differed), members then ranked the extent to which they
believed that capacity was built in each domain. They were asked to
provide examples from the heart project that explained the rank
given. A Likert scale of 0 to 5 was used: a rank of 0 indicated that
“no capacity had been built,” 3 denoted that capacity was built “to a
moderate extent,” and 5 meant that capacity “had been built to a
great extent.”

To visually depict the rankings for each capacity domain we designed
an octogram. For practical purposes and further clarification we sepa-
rated the domain of participation into two components — participa-
tion in community-based heart activities and participation in decision
making. Thus, seven capacity domains gave rise to an eight-sided
figure. A pentagram used by Bjaras, Haglund, and Rifkin (1991) to
measure five elements of community participation inspired this
octogram. With this tool, we were able to create a “community ca-
pacity web” for each focus group. By connecting the numbers as-
signed to each domain, a web was drawn depicting the sphere or
area of community capacity perceived to have been built. This proc-
ess allowed us to see the differences between focus groups in the
extent to which community capacity was considered to be built.

RESULTS

The numerical rankings assigned to the capacity domains for all
five focus groups are found in Table 1.

The rankings for each domain have been compiled according to com-
munity and agency focus groups. This table is a useful way to or-
ganize the data to illustrate variations in the rankings of the capacity
domains. For example, the range for critical learning is great (0.5 to
4.0), while the range for resources is narrow (4.0 to 4.5). To compre-
hend the differences underlying these rankings, it is critical to
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analyze the qualitative data. This analysis helped us clarify why
focus group members believed that the domains were well-built or
not. It showed how people could use similar perceptions to give vastly
different rankings, and how vastly different perceptions could be
used to justify an identical ranking.

These focus group rankings were used to create the community ca-
pacity webs. The webs of two communities and the agency are shown
in Figure 1.

From the community capacity webs, it is clear which capacities were
perceived by participants to be well-built and which were not. For
instance, the web for Community B reveals that focus group mem-
bers in that community believed the domains of resources, knowl-
edge and skill, leadership, experience of community, and critical
learning were built to a greater extent than the domains of vision,
participation in activities, and decision making. The web for Com-
munity C indicates that the domains of resources, knowledge and
skill, and participation in activities were acknowledged as well-built,
while vision, leadership, participation in decision making, experi-
ence of community, and critical learning were seen to be not as well-
built. Findings from the agency focus group indicated that resources,
knowledge and skill, and experience of community were perceived
to have been built to a greater extent than vision, participation (in
activities and decision making), leadership, and critical learning.

Table 1Table 1Table 1Table 1Table 1
Ranking of Community Capacity Domains by Focus GroupsRanking of Community Capacity Domains by Focus GroupsRanking of Community Capacity Domains by Focus GroupsRanking of Community Capacity Domains by Focus GroupsRanking of Community Capacity Domains by Focus Groups

Focus Vision Experi- Resources Know- Partici- Partici- Leader- Critical
Group ence of ledge pation in pation in ship Learning

Com- and Activities Decision
munity Skill Making

Community A 4.0 4.0 4.5 5.0 3.5 3.0 1.5 3.5

Community B 2.0 4.5 4.0 3.5 2.5 3.0 4.0 4.0

Community C 2.0 2.5 4.5 4.0 4.0 1.0 1.0 0.5

Community D 3.5 4.0 4.0 4.5 3.5 2.0 4.0 1.0

Agency 3.0 4.0 4.0 4.0 3.5 2.5 3.5 2.0
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While these octograms gave us an immediate portrayal of the ex-
tent of community capacity built, we had to analyze the descriptive
data to determine what these rankings meant. For example, we
wanted to know why one focus group (Community D) gave the do-
main of leadership a rank of 4, and another (Community C) gave it
a rank of 1 (see Figure 1). Analysis of the recorded data revealed
differences in perceptions held by focus group members and helped
us to understand their differing viewpoints.

Here, we present the definition for and the key question asked in
ranking each domain in piloting this methodology. Then rankings
for the capacity domains, along with selected examples given to sub-
stantiate each, are described for community and agency focus groups.
To facilitate ease of presentation, we have collapsed the rankings
for each domain into three categories, with a ranking of 0–2.0 con-
sidered low (capacity was built to a limited extent), 2.1–3.9 being
moderate (capacity was built to a moderate extent), and 4.0–5.0
deemed to be high (capacity was built to a great extent).
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Vision

We defined vision as an agreed preferred future that reflects shared
goals for a healthy community. It becomes a pathway to the future
and a key reference point for planning health strategies. Communi-
ties with capacity find strength to act together when they have a
shared and compelling picture of a healthier community. The ques-
tion posed to focus group members was “To what extent was a clear
vision created for heart health in the community?”

Focus groups in Communities B and C articulated that no commu-
nity visioning process for heart health had been facilitated during
the project and so ranked vision low. One participant commented,
“I don’t think we knew what we were going towards, so it was hard
to pinpoint what we really needed.” The focus group in Community
D gave vision a moderate ranking. Participants acknowledged there
was a goal of making community members more aware of heart
health through the project, particularly with risk screening. Par-
ticipants felt “this vision was clear for people involved with the
project, but fell short for the community.” Agency focus-group mem-
bers ranked vision as moderate; they never actively engaged the
targeted communities in an exercise to identify a shared and com-
pelling picture of heart health. However, they felt that communities
generally accepted that increased heart health knowledge and be-
haviour change for individuals constituted the vision.

Focus group members in Community A did not mention a visioning
process for heart health; nonetheless, they ranked this domain high.
This was based on the fact that they understood they were part of a
research project. They felt the community would benefit as a result
of this participation. Focus group members suggested that learning
about heart health through risk-screening assessment constituted
the primary and clear focus of their involvement.

Experience of Community

We defined this as a sense of belonging to, and a shared strong his-
tory in, the community. It denotes one’s sense of community that is
supported by traditions, celebrations, ceremonies, and rituals. These
are the ways community members come together to recognize and
renew their relationships with one another. We asked the following
question for ranking: “To what extent did the heart project fit into
the community way of life?”
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The focus group in Community C ranked the fit of the project into
the community way of life as moderate. Participants thought the
project was well integrated into selected community-based activi-
ties (e.g., development of a community cookbook and seniors din-
ners), though they felt young adults were not reached.

Focus groups in Communities A, B, D, and the agency gave the do-
main of experience of community a high rank. Examples cited were
(a) the influence of the project in the initiation of activities like daily
walking groups and line dancing at senior group meetings, (b) the
integration of project volunteer recognition into community-spon-
sored events, and (c) the inclusion of heart health information in
social activities such as picnics, community dinners, and parade
floats. One community focus group member commented that “Any
time there is a function, everybody is talking about what is heart
healthy.” Agency focus-group members stated that they had made a
point of getting to know the communities well and facilitated the
incorporation of heart health into community-based functions.

Resources

We defined resources as time, money, leadership, volunteers, infor-
mation, and facilities within the community and the ability to ac-
cess them outside the community. For ranking purposes we asked,
“To what extent did the heart project build on known resources
within the community?”

All community focus groups and the agency ranked the extent to
which the project built on known community resources as high.
Numerous examples were offered to support the high rankings. Com-
munity focus-group members perceived that local resources were
well acknowledged and utilized in heart health including (a) the
number of volunteers, (b) the provision of local facilities, such as
schools and community halls, and (c) the donated space in commu-
nity newsletters. Collaboration with community groups was believed
to be effectively fostered as reflected in this comment: “The involve-
ment of local groups, businesses, and government agencies in this
project was outstanding. There was strength in partnerships.”

Many points were raised by community focus group participants to
express their satisfaction with resource sharing between the project
and the community. One member responded, “We need to work to-
gether for health — we have so few health resources of any kind,
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that we have to go outside the community.” This domain seemed to
be readily understood by focus-group members, with concrete ex-
amples shared to support the positive collaboration perceived by all
targeted communities and staff in maximizing available community
resources.

Knowledge and Skill

We defined knowledge and skill as the attributes, skills, and experi-
ences of community members. The ability of the community to uti-
lize these in effective ways is critical. Community members must
develop, enhance, promote, and strengthen skills to take action on
health. The question we focused on for ranking was, “To what ex-
tent was existing knowledge and skill in the community built upon
by the heart project?”

Focus group members in Community B ranked this domain as mod-
erate, because members felt that “if more people had participated
in the project, the spread of knowledge and skill would have been
greater.” They also suggested that local physicians, whose knowl-
edge and skills are well respected, could have been more involved to
add credibility to the project.

Focus groups in Communities A, C, D, and the agency ranked this
domain high. Focus-group members felt that new knowledge gained
through the project strengthened the existing knowledge base of
groups and professionals supporting health in the community. They
perceived that training local health professionals in blood pressure
monitoring, tobacco reduction support, and recipe modification for
heart health would sustain knowledge development in their com-
munities. They expressed the view that the understanding of their
own communities was utilized in the coordination of risk assess-
ment, workshops, and newspaper articles.

Some focus-group participants observed that the project primarily
focused on building new knowledge for individuals to make personal
behaviour changes, rather than fostering change at the community
level. Comments such as “individuals now know more” and “we came
into this with the thought of our own health rather than the health
of the community” support this idea. Project staff affirmed that the
greatest percentage of activities was directed toward the promotion
of knowledge and skills for individuals.
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Participation

We defined participation as the right and responsibility of commu-
nity members to get involved in local decision making. This means
there needs to be a fair distribution of power that seeks inclusiveness
of all members of the community. Participation also included the
notion of the presence of many associations and groups in a commu-
nity, and the subsequent involvement in voluntary organizations,
mutual support groups, and social movements are evident. For prac-
tical reasons we divided the domain of community participation into
two parts for discussion. The first part was participation in activi-
ties, where we asked this question for ranking: “To what extent did
community members participate in community-based heart activi-
ties?” The second part was participation in decision making, and
the question asked for ranking was, “To what extent was the com-
munity involved in decision making about heart health activities?”

Members of focus groups in Community A, B, D, and the agency
ranked participation in activities as moderate; they noted the lack
of involvement of younger adults and suggested that participation
was selective and repetitive, with the same people attending multi-
ple events. Another perception offered by a community focus-group
member was that “Those who were already healthy and informed
were the primary attendees of events.” Members in the focus group
in Community A indicated they participated because “It was a re-
search project and we do not often get this opportunity.” Focus-group
members here also explained that for the first two years of the project
they thought people participated because they were interested, and
events were stimulating; however, they believed participation waned
in the last two years because people had nothing more to learn per-
sonally. This was a comment shared by some of the local citizenry.

In Community C, focus-group members believed that participation
in heart health activities was comparable to that of other commu-
nity-based events, which they said is extensive, and accordingly
ranked this domain high.

All focus groups (community and agency) indicated there was good
representation in this project of community-based organizations, for
example agricultural societies, family and community support serv-
ice agencies, seniors groups, and firefighters. Project staff created
many linkages with these groups in the provision of heart health
education and risk screening.
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With respect to participation in decision making, focus-group mem-
bers in Communities C and D ranked it low. They felt that the deci-
sion making for the project was in the hands of project staff, not the
community. One focus-group participant indicated, “As far as our
decision making in the project — decisions were already made by
staff,” and another stated, “We received a lot of direction from project
staff.”

Communities A and B ranked this domain as moderate. They be-
lieved that the community and project did share in some decision
making, particularly in the last year of the project. Focus-group par-
ticipants in Community B compared themselves to children who were
now mature and were given more responsibility in the last year.
Even though they indicated decision making was conjoint in the fi-
nal year, they explained, “In decision making only a few were in-
strumental, because there was a very small group of community
people involved.”

Participants of the agency focus group also ranked this domain as
moderate. They agreed that few opportunities were implemented to
increase community participation in decision making. Staff offered,
“We didn’t involve the community directly in all decisions affecting
the project. This was not a community development project … we
were trying to mobilize people.” One staff member suggested that
“We created opportunities for discussion and we listened, but the
overall balance of power rested with the project.”

Leadership

We defined leadership as something that is dynamic and respon-
sive, which is demonstrated through individuals and groups who
recognize that all community members need to be heard and who
acknowledge community and individual achievements. The devel-
opment and recruitment of new community leaders is valued. Lead-
ers facilitate networks of people to maximize community resources.
Focus-group members were asked to rank this question: “To what
extent did the heart project build on existing leadership in the com-
munity?”

Focus groups in Communities A and C ranked this domain low. Fo-
cus-group participants believed that the leadership came from the
project and not from within the community. Focus-group members
in Community C were quite comfortable with a low ranking, as they
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thought leadership should come from project staff with the knowl-
edge and time to lead. Focus-group participants, themselves, did
not want the responsibility of community leadership for heart health,
and suggested that people would be more interested in participat-
ing if activities were organized by health professionals, rather than
local community members. When asked who the heart health lead-
ers in the community were, members of Community A named the
Agricultural Society and Women’s Institute, indicating the presence
of community leadership. Neither Community A nor C focus groups
perceived that new leaders came forward in the community through
the heart project.

Agency focus-group members ranked leadership as moderate; they,
too, felt leadership rested with the project. Agency focus-group par-
ticipants suggested that communities had been loyal to the program
coordinator during the first three years of the heart project, and
constantly checked with her for direction rather than relying on their
own leadership. One staff member commented, “The project did not
build a good foundation in terms of recognizing existing community
leadership and building it to sustain activities.” Another staff mem-
ber suggested that “We were good at facilitating task leadership,
but we did not develop leadership in community planning.”

Focus-group participants in Communities B and D ranked leader-
ship high. This rank was supported in that these two focus groups
felt the community provided leadership and that the project would
not have accomplished its goals without it. Particularly in the last
year of the project, they felt leadership was increasingly shared with
agency staff as affirmed by the following quote: “This year we took
more responsibility for it [the project] … we felt a little overwhelmed
at first.” They did qualify that this leadership was limited to the
Family and Community Support Service agency in their communi-
ties. Participants in Community D also felt they had gained the con-
fidence to advocate for change within their community to support
heart health — “We now have the backbone to say ‘no smoking’ at
community suppers.”

Critical Learning

We defined critical learning as a process to reflect on what is hap-
pening in a project or community in order to enhance the communi-
ty’s ability to analyze and understand its circumstances. Lessons
from the past are valued in order for successes to be repeated and
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failures avoided. Effective community learning is participatory and
builds confidence in the learner. To rank critical learning, we asked,
“To what extent did you feel there were opportunities to talk about
how well the project was going in the community?”

Focus-group members in Communities C and D ranked this domain
low. To explain this ranking, members revealed that they had seen
few opportunities to critically assess how the project was going in
the community. One participant stated, “As for community round-
table discussions, we really did not do very much.” Reasons cited
were that the agency did not facilitate critical learning and the com-
munity thought it did not have the knowledge or resources to com-
plete such a task. Members in Community D indicated their Family
and Community Support Service agency was periodically involved
in critical assessment of the heart project. Focus-group participants
acknowledged they briefly discussed the effects of the project and
expressed, “what we did learn we are carrying out at home.” This
comment suggests that the learning from the heart project was more
individual than collective.

The agency focus group also ranked this domain low, based on the
fact that staff had implemented few processes to address critical
learning. One meeting was held with stakeholders after the first
year to reflect and plan for the next year. For the staff group, there
were ample opportunities to critically reflect on the progress of the
project, but there were few occasions designated for shared reflec-
tion with the communities.

The focus group in Community A ranked critical reflection as mod-
erate. Members indicated they had discussed individual health
changes as a result of the project and had participated in the pro-
vincial evaluation. Focus-group members in Community B ranked
this domain high. Even though members commented that few peo-
ple participated in the annual evaluation of the heart project, they
felt there were many informal opportunities to discuss the project
in the community. They pointed out that they participated to a much
greater extent in reflecting on community-based heart activities and
lessons learned in the fourth year. Because of their heightened in-
volvement in critical learning in the final year, they ranked this
domain high. One focus-group member commented, “We took away
the good ideas to apply to future activities.”
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DISCUSSION

Through piloting this methodology to assess the extent to which com-
munity capacity was built in a rural heart project, we observed both
strengths and limitations. We want to discuss four key points re-
garding these parameters. These are (1) the focus group methodol-
ogy, (2) the community capacity domains, (3) the practice setting,
and (4) the validity or soundness of our research.

Focus-Group Methodology

This methodology provided a framework for focused dialogue about
the heart project and its effect on the capacity domains. The envi-
ronment was relaxed, friendly, and open since focus-group mem-
bers knew us through their participation in the project. We developed
a set of guiding questions specific to the heart project and the tar-
geted communities; however, these questions can be tailored to any
health-promotion initiative and community. The difficulty we expe-
rienced was that participants wanted at first to answer the ques-
tions with their personal experiences rather than with what they
felt happened at the community level. Thus, we had to guide discus-
sion to capture the changes at the broad community level.

We anticipate that this process could be used in a variety of settings
with different community groups to assess either capacity that is
built as a result of a health-promotion initiative or capacity that is
currently present in a community. We caution not to confuse these
purposes by mixing questions about “what now exists” in the com-
munity with questions on “what was built.” The questions we asked
prompted telling discussion on how the heart project built capacity
in each capacity domain, and clear evidence was presented in dis-
tinguishing the role of the community and agency in building ca-
pacity.

We recognize that the descriptive and explanatory qualitative data
was of greatest importance to our research; however, the ranking
exercise added merit to the process. Our experience paralleled that
of Bopp (1994) who stated that “the value of the ranking exercise
[was] not so much in the actual numbers assigned … Rather, the
process of insiders and outside helpers being forced to agree on nu-
merical values that ranked the various degrees and subtle dimen-
sions of development partnerships proved to be revealing. The
consensus-building process, particularly when differences of perspec-
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tives arose, served to heighten everyone’s awareness” (p. 39). After
the ranking procedure, we were able to create community capacity
webs, which gave focus-group members a sense of closure to the dis-
cussion and allowed us to show the communities how much capac-
ity was caught in their web.

Community Capacity Domains

We found that focus group participants easily understood our defi-
nitions of the seven community capacity domains in the context of
the heart project. We propose the seven domains presented here as
noteworthy (though not exhaustive) as an initial reference point to
structure an assessment of community capacity. The exact meaning
of each domain, however, is likely to vary from community to com-
munity based on the unique experiences and circumstances of each.
In retrospect, we should have involved community members in the
identification, definition, and values associated with the domains of
community capacity to ensure that these were most meaningful.

Practice Setting

This methodology is ideally based on the values and assumptions
inherent in community-based action research. Stringer (1996) indi-
cates that such research would involve extensive community par-
ticipation in deciding (a) how, when, and where to assess its
capacities in a systematic way, (b) how to interpret the findings, (c)
what additional learning needs or changes are indicated by the find-
ings, and particularly (d) how to best take action in response to re-
search findings. We did not incorporate these principles from the
inception of the heart project; thus, we have not piloted the process
under ideal conditions.

In the future, we will subscribe to the “Ten Commandments” of com-
munity-based research proclaimed by Brown (1997). In particular,
we will define and design the research framework in consultation
with the community; we will analyze the community data with com-
munity input; we will involve the community in the compilation of
the research findings; and we will include community members to
assist with the research.
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Validity

We suggest that validity as it is commonly understood in positivist
research may not be a fully appropriate criterion by which to judge
this type of qualitative or interpretivist research. We concur with
Lincoln and Guba (1985), Creswell (1998), Mays and Pope (1996),
and Lin (1998) that alternate constructs are more fitting for assess-
ing the soundness of this type of research. Lincoln and Guba (1985)
propose four such constructs — credibility, transferability (or
generalizability), dependability, and confirmability.

Credibility is established through a comprehensive and accurate
description process (this is commonly referred to as “thick descrip-
tion”). We provided an in-depth characterization of our data results
in an attempt to clarify their meaning and facilitate understanding.

Transferability or generalizability is the application of one set of
learning to another context. We believe that this methodology has
application to other settings (e.g., communities, organizations) where
one wants to ascertain the presence of or the extent to which capac-
ity is built. Triangulation of data from different sources is another
strategy used to strengthen the generalizability of qualitative re-
search findings. We could have asked the same questions in the com-
munity and with the agency about community capacity using other
methods (e.g., stakeholder interview, citizen survey) to corroborate
our focus-group data.

Dependability accounts for changing conditions in the phenomenon
chosen for study, as well as for changes in the design created by an
increasingly refined understanding of the setting. We did not de-
sign this research to replicate the same results among communi-
ties; it was intended to refine our understanding of and insight into
how the heart project built capacity in each community. We believe
the tool is dependable in that it concentrates on the intricacies and
complexities for each community in the same way, rather than stand-
ardizing scores for comparison.

Confirmability relates to whether the data help confirm general find-
ings and lead to implications. Since there were recurrent themes in
our data analysis, we feel this corroborates a degree of relevancy for
the domains in assessing the extent to which community capacity
was built.
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CONCLUSION

We have presented our research methodology and findings here in a
spirit of learning. We recognize that further study is needed from a
theoretical base to establish credibility and to refine the process.
We believe that these tools should have several practical applica-
tions in health promotion for (a) preparing funding proposals for
projects where the identification of a community’s ability to take
action is requested, (b) determining a community’s assets and chal-
lenges to plan and implement strategies as desired; and (c) evaluat-
ing the extent to which strategies are building community capacity.

We also believe that a capacity-building approach produces more
effective and sustainable community action in health promotion.
Therefore, we suggest that capacity could be used as a proxy meas-
ure for evaluation purposes in determining the health of a commu-
nity (Smith, Baugh Littlejohns, & Thompson, in press). The
methodology described here with its unique focus on the relation-
ship of the community and agency allows us to see how the com-
munity capacity web is spun in developing, implementing, and
sustaining action for community health.

NOTE

1 The members of the Alberta Heart Health Team are Dr. Ruth Collins-
Nakai, Dr. Ronald J. Dyck, Dr. Rudy Dressendorfer, W. Keith
McLaughlin, and Dr. Don Schopflocher.
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FEDERAL ECONOMIC DEVELOPMENT
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The Atlantic Canada Opportunities Agency (ACOA) was estab-
lished in 1987 as the federal government agent for economic
development in Atlantic Canada. This article describes the Agen-
cy’s “corporate” approach to provide credible, quantitative esti-
mates of the long-term policy outcomes of total Agency activity.
The focus of evaluation activity has been to determine the con-
tribution of ACOA as a whole to its legislated mandate to en-
hance the growth of earned incomes and employment
opportunities in Atlantic Canada. To provide reliable impact
estimates for senior management, ministers, parliamentarians,
stakeholders and taxpayers, the Agency has used multiple lines
of evidence, both qualitative (client-user surveys and independ-
ent verifications) and quantitative, such as economic statistics
from multiple sources, econometric modelling, and time-trend
analysis versus a comparison group (ACOA clients versus all
Atlantic small- and medium-sized enterprises), to measure policy
outcomes. This methodological approach is detailed and the find-
ings with respect to broad macro-economic indicators such as
employment creation, earned income, tax revenues, and the
unemployment rate are presented.

L’Agence de promotion économique du Canada atlantique
(APECA) a été établie en 1987 afin de veiller au développement
économique dans la région de l’Atlantique, pour le compte du
gouvernement fédéral. Cet article décrit la méthode «intégrée»
adoptée par l’Agence pour fournir des évaluations quantitatives
fiables des répercussions à long terme de ses politiques de dé-
veloppement, et ce pour l’ensemble des activités menées par
l’Agence. Toutes les évaluations ont eu pour objet de détermi-
ner dans quelle mesure l’APECA a respecté le mandat qui lui
est conféré par la loi de favoriser l’augmentation du revenu ga-
gné et des possibilités d’emploi dans la région de l’Atlantique.
Pour pouvoir estimer les répercussions avec le plus de préci-
sion possible à l’intention des cadres supérieurs, des ministres,
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des membres du Parlement, des intervenants, et des contribua-
bles, l’Agence a utilisé des sources de données multiples, tant
qualitatives (sondages auprès des clients et vérifications indé-
pendantes) que quantitatives. Elle a notamment utilisé les sta-
tistiques d’ordre économique de diverses provenances, des
modèles économétriques, et des analyses des tendances tempo-
relles par opposition à un groupe comparatif (clients de l’APECA
par opposition à l’ensemble des petites et moyennes entrepri-
ses des provinces de l’Atlantique) afin de mesurer les répercus-
sions des politiques de l’APECA. La méthode employée est
décrite en détail. Les conclusions par rapport aux grands indi-
cateurs macro-économiques, tels la création d’emploi, le revenu
gagné, les recettes fiscales, et le taux de chômage sont
presentées.

DESCRIPTION OF THE EVALUATION APPROACH

ACOA was created by the Government Organization Act,
Atlantic Canada, 1987, as the federal government’s lead agent for
economic development in Atlantic Canada. The Agency’s legislated
mandate is: “To increase opportunity for economic development in
Atlantic Canada and, more particularly, to enhance the growth of
earned income and employment opportunities in that region.”

In pursuing its mandate, ACOA focuses on small- and medium-sized
enterprises (SMEs) because they are the most effective job creators
in Atlantic Canada. Statistics Canada research (1999) shows that
in Atlantic Canada, from 1989–96, over 95% of newly-created busi-
nesses are small- or medium-sized firms with less than 100 employ-
ees. ACOA works in cooperation with SMEs and other partners to
provide resources such as information and tools for developing ex-
port markets; linkages with universities to enhance research and
development; and programs tailored to the unique needs of rural
SMEs to ensure that they are able to take advantage of business
opportunities. ACOA expenditures in fiscal year 1998–99 totalled
$363.5 million, less than 1% of Atlantic Canada’s Gross Domestic
Product (GDP) of $45.3 billion in 1998. As a result, aggregate meas-
ures of Atlantic economic activity are in no way an accurate meas-
ure of the impact of ACOA programs.

A Focus on Evaluating Policy Outcomes

When we are dealing with regional economic development, we are
dealing with a very controversial field. Regional economic develop-
ment programming designed to stimulate productive investment in



LA REVUE CANADIENNE D'ÉVALUATION DE PROGRAMME 59

Canada’s regions has been part of Canadian economic policy for over
35 years. For most that time, there has been a lot of debate (some of
it informed, most of it uninformed) on the effectiveness of these
measures: Are these programs making any difference to the eco-
nomic growth of the regions? What are taxpayers getting for their
dollars?

No conclusive answers to these and other questions had resulted by
1987. It was no doubt for this reason that Parliament included in
the ACOA Act a clause requiring that the Agency table a compre-
hensive report in Parliament every five years, providing an evalua-
tion of all activities in which the Agency was involved and the impact
those activities have had on regional disparity. This legislated re-
quirement for evaluation predates by some years the moves by many
jurisdictions, including a number of Canadian provinces, the United
States federal government, and several American states to legislate
requirements for results reporting. Currently, the Agency remains
the only major department or agency of the Canadian government
that has a legislated requirement to evaluate the economic impact
of its programming.

Early in its life, the Agency made a decision to take a “corporate”
approach to provide credible quantitative estimates of long-term
policy outcomes of total Agency activity. The objective was to deter-
mine the impact of ACOA as an entity on the ultimate policy out-
comes of regional employment and the unemployment rate, Gross
Domestic Product (GDP), a proxy measure for earned income, and
regional disparity, as well as intermediate outcomes such as wages,
business starts, and exports. As the Auditor General of Canada
(1995) has noted, “In addressing the impact of its programming on
regional disparity, the Agency has gone beyond most current prac-
tice for measuring and reporting results of economic development
programs” (p. 18-13). The estimated impacts are related to expendi-
tures to provide “value for money” outcomes, for example, the in-
crease in GDP per dollar of ACOA expenditure. As this information
is designed to inform decision making by senior Agency manage-
ment and ministers of the Crown on resource allocation, the reli-
ability of the estimates is a crucial concern.

Ensuring Reliability

One key to reliability is to utilize multiple lines of evidence or con-
verging partial indicators. The Agency’s second Five-Year Report to
Parliament, 1993–1998 (Atlantic Canada Opportunities Agency
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[ACOA], 1998) expands and refines the techniques developed for the
first Five-Year Report to Parliament, 1988–1993 (ACOA, 1994).

Some examples of the techniques used to develop multiple lines of
evidence are: project monitoring and review, client/user surveys,
“tracking” of ACOA client performance by Statistics Canada, quasi-
control group analysis, and independent reviews and verifications
of the estimation methodologies and assumptions employed.

THE ESTIMATION PROCESS

The process used to estimate the policy outcomes of ACOA expendi-
tures, outlined in Figure 1, begins with an estimate of the jobs cre-
ated and maintained through ACOA support. Actual employment
generated by SMEs supported by ACOA was determined through
surveys by Statistics Canada (1995, 1997). The jobs created and
maintained are then expressed as a total impact on the Atlantic
economy. To do this, the jobs are translated into a measure of “value-
added” economic impact, sector by sector. Value-added impact by
sector is entered in the Conference Board of Canada’s econometric
model of the Atlantic provinces to estimate the impact on GDP. In
this manner, other macro-economic effects, such as the impact on
taxes, can also be estimated.

Several important features of the estimates are worth noting:

1) In order that the estimates measure only those impacts “attrib-
utable” to ACOA programming, it is important to include only ben-
efits from incremental projects. Incremental projects are those which
would likely not have proceeded with the same scope, at the same
time and in the same location without ACOA. Several lines of evi-
dence were used to develop a reliable estimate for this crucial fac-
tor. The first approach was the traditional subjective approach
involving post facto questions of the SME receiving ACOA support.
The Statistics Canada surveys asked the client: “Without ACOA
support, what would have been the impact on investment?” On this
basis, Statistics Canada found that 95% of investments could not
have proceeded as planned.

The second technique involved the analysis of a quasi-control group.
Asking recipients of money whether they would have gone ahead
with the project has its flaws: recipients of aid may be unlikely to
say that the aid was unnecessary. Real measurement of increment-
ality would require randomly assigning equally valid projects to ei-
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Figure 1Figure 1Figure 1Figure 1Figure 1
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ther the experimental (receive money) or control (rejected) group. A
situation close to this took place when ACOA temporarily imposed
a $200,000 ceiling on project size on May 15, 1989. A follow-up sur-
vey by ACOA (1990) revealed that 58% of the viable projects re-
fused assistance were cancelled altogether and fully 91% did not go
ahead as planned, thus yielding an incrementality estimate of .91.

A final technique employed was independent verification. Incre-
mentality was one of the issues examined by the Auditor General of
Canada (1995) in the review of ACOA and the other regional devel-
opment agencies. Findings based on file reviews concluded that “in
19% of the cases reviewed there were indications that the applicant
had sufficient means to raise the necessary funds for a proposed
project” (p. 18-22). This yields an incrementality estimate of .81.

In light of the evidence presented above, ACOA decided that an
incrementality estimate of .67 would be reasonable.

2) Benefits include direct employment gains by ACOA-assisted busi-
nesses, plus indirect and induced employment as estimated by the
Conference Board’s model. Indirect and induced impacts occur as
incomes associated with direct employment gains are spent and re-
spent throughout the economy. This impact, commonly known as
the “multiplier,” is calculated to be approximately 0.4, meaning that
four jobs are created through these indirect and induced impacts for
every ten jobs created directly by ACOA expenditures.

3) The impact on GDP is net of the impact which would have been
obtained if the ACOA expenditures had been directed instead to pro-
viding income support (for example via employment insurance or
social assistance) to individuals. In the absence of ACOA expendi-
tures to support productive investment and long-term employment,
a most likely use of equivalent federal spending would have been
this type of cash transfer to individuals.

4) While the underlying surveys and evaluations exclude any projects
that had failed at the time of the surveys, it is recognized that some
companies will fail subsequent to completion of the ACOA involve-
ment with them. To the extent that firms assisted in earlier years
fail, there will be a reduction in overall economic impact in the 1993–
98 period. The average age of a completed project is about three
years. Available data on the survival rate of ACOA-assisted firms
from Statistics Canada (1998) indicates that a further 8% of firms
fail between three and five years of age. To recognize the impact of
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projects failing after completion, the overall impacts have been re-
duced by 10% to reflect failure rates between three and ten years,
since the survival rate of businesses after five years is relatively
stable (Statistics Canada, 1991). This assumption is believed to be
conservative because it takes no account of the fact that some projects
will do better than expected and offset failed projects.

5) It is also possible to make an allowance for what is called the
“displacement” effect (i.e., ACOA support to firms adversely affect-
ing competitors). The little evidence available indicates that this
effect is weak. For example, the Economic Council of Canada (1977)
found that if there is an effect, it is not very strong or occurs by
inhibiting expansions. More recent evidence compiled by the Na-
tional Audit Office (1991) on the United Kingdom experience indi-
cates a displacement effect of between 6% and 29%. The Agency has
procedures in place to ensure that adverse impact on competitors is
kept at a minimum consistent with achieving the objective of im-
proved competitiveness. It is true, however, that the Auditor Gen-
eral (1995) did find some instances where existing producers could
have been affected by Agency support. Accordingly, for the purposes
of ensuring conservatism in reporting results, a displacement effect
of 15% has been assumed for ACOA-supported projects.

As a final step to ensure reliability and credibility of the estimates
of policy outcomes, ACOA commissioned an expert review from out-
side sources. An independent audit undertaken by Pricewaterhouse-
Coopers (1998) commented on the components of the process and
the assumptions made (e.g., with respect to incrementality, displace-
ment, and failure rates) and provided an opinion on the reliability
of the overall estimates. Overall, PricewaterhouseCoopers concluded
that “ACOA’s process and assumptions are reasonable and perhaps
conservative, i.e., the final ACOA-derived figures, for jobs created
and maintained, could in fact be less than the real number, and the
consequent impact on the unemployment rate could be higher” (p. 1).

THE ECONOMIC IMPACT OF ACOA EXPENDITURES

The estimation process described above produced the following esti-
mates of the economic development policy outcomes of ACOA ex-
penditures.

• From 1992 to 1997, the impact of ACOA programming on
Atlantic GDP has grown from $1.4 billion to $3.7 billion a
year (Figure 2);
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• Over the ten years of its operations, every $1.00 of ACOA
spending generated $5.00 of GDP impact;

• From 1988 to 1997, the Conference Board of Canada’s model
has calculated that ACOA program spending of $3.2 billion
generated $3.9 billion in personal income taxes and sales
taxes (Figure 3);

• The Atlantic unemployment rate is 2.8% lower due to ACOA
programming than it would have been without that pro-
gramming (Figure 4).

As further confirmation of the impact of ACOA programming, the
Agency commissioned Statistics Canada (1998) to track comparison
groups of ACOA-assisted clients versus all businesses in Atlantic
Canada. This type of analysis responds to the comments of critics
who claim that because aggregate employment in the economy has
declined, then ACOA could have had no impact. What this analysis
does reveal, as indicated in Figure 5, is that there have been signifi-
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Figure 3Figure 3Figure 3Figure 3Figure 3
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cant gains in ACOA-assisted firms which have been offset by losses
in unassisted firms due to economic restructuring and, in particu-
lar, the collapse of the Atlantic groundfish fishery in the early 1990s.
This analysis directly responds to those observers who rely on ag-
gregate measures to judge the efficacy of regional development pro-
gramming. Figure 6, which compares employment performance for
ACOA-assisted versus all firms for the manufacturing sector, which
accounts for 60% of all ACOA support, provides a closer match of
assisted to unassisted firms and a better indication of the employ-
ment growth attributable to ACOA. As Storey (1998) points out,
evaluation of this type, which compares the performance of program
recipients with comparable groups of unassisted enterprises, pro-
vides much stronger evidence of the difference made by the program-
ming than monitoring techniques which typically only seek the
opinions of recipients of support.

CONCLUSION

The Atlantic Canada Opportunities Agency has directed its evalua-
tion efforts to providing estimates of the policy outcomes of its total

Figure 5Figure 5Figure 5Figure 5Figure 5
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expenditures. As the federal government agent for economic devel-
opment in the Atlantic Region, the Agency has focussed on provid-
ing information to senior government managers, ministers of the
Crown, parliamentarians, and taxpayers on the contribution of its
activity to regional growth in employment and income. In an effort
to ensure the reliability of these estimates, the Agency has employed
multiple lines of evidence using both quantitative and qualitative
techniques. The resultant estimates demonstrate that the Agency’s
programs have made a significant difference to economic develop-
ment in the region and are producing value-for-money outcomes.
The approach isolates the impact of ACOA from external factors af-
fecting economic growth and explains how the Agency’s programs
can have a positive impact even when aggregate economic growth is
weak.
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IS THE BOTTOM LINE “IMPACT” OR PROFITS?
A REJOINDER

Kenneth Watson
Rideau Strategy Consultants Ltd.
Ottawa, Ontario

There are two very different views about the value of
subsidizing otherwise unviable businesses in declining regions of
the economy. One view emphasizes that an economy cannot succeed
by investing in money-losing businesses. Kristian Palda, professor
emeritus in the faculty of business at Queen’s University, recently
wrote of the Export Development Corporation of Canada: “The logic
is that by bleeding healthy parts of the economy to coddle non-per-
formers, Canada will breed efficient businesses, or businesses that
serve some vaguely defined national interest” (Palda, 2000).

The second view was exemplified by the Premier of Quebec, Lucien
Bouchard, when he spoke in 1998 of the “boost” that the economy of
Quebec had received from spending to repair the ravages of the great
ice storm. The repairs made the provincial gross domestic product
figure look good for a year or two. The “impact” was a higher “growth”
rate. GDP numbers are key, even if the activity is debt-supported
and profits and wealth have taken a beating.

The article “Evaluating Policy Outcomes: Federal Economic Devel-
opment Programs in Atlantic Canada” is an extreme version of the
second view. Not only does it claim that it is costless for the federal
government to tax the prosperous areas of Canada to provide subsi-
dies to business in depressed areas, it is actually profitable. The
authors state that, in 1997, the federal government reaped approxi-
mately five times as much in tax revenues “resulting from ACOA
expenditures” as it made in grants.

Over the period of the study, manufacturing employment in the At-
lantic provinces dropped 18.1%, and business employment overall
fell by 6.1% (figures 5 and 6). What is the explanation for the dis-
parity between the rosy view of a great success of subsidies in At-
lantic businesses and the disastrous economic bottom line? The
authors argue that the non-subsidized part of the economy performed
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much worse than the subsidized part, and the success of the subsi-
dized businesses offset the losses elsewhere. They state that in 1997
approximately $8.2 billion (1997 dollars) of Atlantic Canada’s Gross
Domestic Product of $45.3 billion “resulted from ACOA program-
ming” (Figure 2) — about 20% of the whole economy.

This seems implausible. It is unlikely that subsidizing projects that
are not otherwise viable will have such great economic benefits.

FREE MONEY

A key assumption by the authors is that the money ACOA disburses
is costless. This does not seem a reasonable assumption for a fed-
eral government agency to make. The source of funds is either fed-
eral tax money or foreign borrowing and neither is costless.

In addition to the obvious cost, there is a “deadweight loss.” It costs
the federal government about $0.50 to collect, administer, and spend
every tax dollar. Therefore the “opportunity cost” of a tax dollar is
approximately $1.50. So the legitimate comparison is between the
benefits that would have been generated if the $1.50 had been left
in a profitable business and the benefits generated by $1 granted to
subsidize a business in a depressed area.

MULTIPLIERS

The analysis not only ignores the cost side but also applies an “eco-
nomic multiplier” of 1.4 to the benefits side. This increases the ben-
efit to take into account “induced and indirect employment effects.”
However, no attention is paid to the fact that the “multiplier” on the
cost side is certainly larger since, on average, the taxes come from
the more economically dynamic parts of the Canadian economy.

THE “IMPACT” DOUBLE ENTENDRE

Although the authors state that “over the ten years of its opera-
tions, every $1 of ACOA spending generated $5 of GDP impact,” a
500% return in 10 years seems unlikely from subsidized investments.
The explanation is probably in the use of terminology. The $1 in
subsidy is called the “cost.” The $1 of subsidy plus $4 in business
costs covered from other sources of financing is called the “impact.”
Then this impact of $5 is talked about as if it were a “benefit.”
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However, the whole $5 is economic cost. Speaking of impacts im-
plies benefits, but nowhere in the analysis do the authors demon-
strate that there are any actual profits at all from these subsidized
businesses.

CROWDING OUT, POISONING THE WELL, AND THE
INCOMPETENCE TRAP

In the long run, tax-and-spend will crowd out private investment.
Some of the investment crowded out will be in Atlantic Canada, but
most would be in other regions depending on the distribution of taxes.

The federal government also runs two other risks — first, “poison-
ing the well” whereby subsidized businesses make it impossible for
competitors to operate without a subsidy themselves, and, second,
the “incompetence” trap whereby the best business talents are di-
verted away from competitive enterprises and towards harvesting
subsidies.

It is worth considering the incentives set up by a system of business
subsidies. If the investment is viable by itself then it is not eligible
for subsidy. If it is not viable, then it can get a 20% subsidy. Con-
sider two investments:

• A normal business project that generates $10.50 each year
for costs of $10 (a profit of $0.50 on an investment of $10)

• A money-losing project that generates only $9 for the same
costs of $10, but gets a $2 subsidy (a “profit” of $1 on net
costs to the business person of $8).

The business person gains by pursuing the subsidized project, but
the economy loses.

OTHER METHODOLOGICAL PROBLEMS

Jobs and GDP

The federal government has rules-of-thumb for translating an in-
crement of government spending into an estimate of “jobs created.”
Statistics Canada’s input-output tables are used as the basis of these
estimates. However, it is a misuse. The input-output tables are a
static model, not a dynamic model. That is, they provide a snapshot
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of the economy, but they do not say what will happen if there is an
exogenous increase in expenditure in a particular sector or region.

However, the authors cite an approach that reverses the normal
procedure, making it even less defensible. Apparently estimates of
jobs created were made by surveying the grant recipients. Then the
rules-of-thumb were reversed to convert claims of jobs created into
dollars of GDP. This is a very dubious procedure.

Misunderstanding Incrementality

When subsidies are given to businesses for particular projects, it is
quite possible that the subsidizer never knows the actual use of the
money. The World Bank recently made this point strongly (World
Bank, 1999). Money is fungible. Consider a business person who
without subsidy will make three investments this year: A, B, and C.
Given a grant, he/she will do a fourth project, D. However, to get
the subsidy he/she will put forward the project that best fits the
application criteria — say project B. When he/she receives the grant,
he/she goes ahead with the four projects A, B, C, and D. It is the
marginal project “D” that is really being supported, although the
subsidizer never saw any information on “D.”

Misplacing Incrementality

An estimate of incrementality is somewhat beside the point when
the cost side is not considered. Incrementality should be applied to
both the cost and the benefit sides equally, not just the benefits.
Applied correctly, estimates of incrementality change the absolute
scale of net benefit, but do not normally change the ratio of costs to
benefits.

Validation of the Research Results?

The article states that the subsidizer had “ensured reliability and
credibility of its estimates” (or incrementality and benefits) by com-
missioning an “independent audit.” However, the work in question
was not an audit and did not produce an audit opinion. It was a
review by the management consulting side of the firm and was not
independent since the terms of reference were drafted and the work
paid for by the subsidizer. This is not what independent means.
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To their credit, the authors attempt some comparisons between the
subsidized businesses and other businesses. However the compari-
sons are not well-based. The authors refer to a “quasi-control group”
of businesses that were refused assistance after May 15, 1989, when
a ceiling of $200,000 was temporarily imposed on project size. This
is not a control group because it was not selected randomly and is
not representative of all applications because the size of project is
constrained. The authors also speak of a “comparison group” (all
small- and medium-sized enterprises in Atlantic Canada). This is
not a good comparison group either, again because it is obviously
non-equivalent.

The authors state that ACOA “remains the only major department
or agency of the Canadian government that has a legislated require-
ment to evaluate the economic impact of its programming.” This is
no longer so. All departments and agencies are required to report
their performance to Parliament. The Canadian Food Inspection
Agency, for example, is not only required by legislation to present a
performance report to Parliament each year as part of its annual
report, but the agency is instructed in its founding legislation to
obtain an opinion from the Auditor General each year on the valid-
ity and accuracy of the report.

CONCLUSION

It is important context to this debate that something has gone badly
wrong with the Canadian economy — from rough per-capita income
parity and a dollar at par, we have slipped about 30% behind our
American neighbours. There are undoubtedly many factors involved.
However, slippage on such a scale indicates that we’ve got some-
thing big wrong. Our national equalization strategy needs to be re-
assessed in this light. The Canadian government might want to give
subsidies to businesses in depressed areas, but it cannot be done
without cost.
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SUPPORT TO BUSINESS IN
UNDERDEVELOPED REGIONS MAKES
ECONOMIC SENSE: A REPLY

Terry Thomas
Béatrice Landry
ACOA
Moncton, New Brunswick

The reviewer claims, based on wholly subjective evidence,
that there is an economic cost to subsidies to businesses in depressed
areas. It was not the mandate or purpose of our article to provide a
socio-economic benefit-cost analysis of ACOA support to business.
Rather, the article measures the effectiveness of the Agency in
achieving its legislated mandate of increasing earned incomes and
employment in the Atlantic Region. Nevertheless, in responding to
the reviewer’s criticisms, we hope to provide a convincing argument
that government investments in support of Atlantic business can
provide a net economic gain to Canada.

The reviewer contends that we have assumed a dollar of ACOA funds
to be costless and that the appropriate cost comparison would be
the benefits generated by leaving $1.50 of taxes with profitable busi-
nesses. In fact, we do not assume that ACOA funds are costless. We
clearly indicate that the impact on GDP is net of the impact of spend-
ing the funds on transfer payments to persons — roughly equiva-
lent to a personal income tax cut. Assuming that ACOA funds come
from income tax payments and given that personal income taxes
make up close to 80% of the total, we would argue that we have
used a more appropriate cost comparison than that suggested by
the reviewer. Let us consider the reviewer’s contention that it costs
the federal government $1.50 to collect, administer, and spend $1.00
of taxes. Firstly, from the current estimates of the Canada Customs
and Revenue Agency, one can derive an average cost of collection of
2–3¢ per $1.00 of federal income tax revenue. The marginal cost of
collecting an extra $1.00 would be minimal. Secondly, our analysis
includes the direct operational costs incurred by ACOA in adminis-
tering its programs in the expenditures required to produce the
measured impact.
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We would argue therefore that our analysis adequately accounts for
the “deadweight loss” issue raised by the reviewer.

The “bottom line” on benefits to society from capital investment
equals the value of goods and services (GDP) which otherwise would
not have been produced. It goes well beyond profits or private re-
turns to the investor. Firstly, in addition to profits before taxes, eco-
nomic returns include interest payments to suppliers of capital and
depreciation. Then there is the labour benefit.

The labour benefit is equal to the wages paid by the assisted busi-
nesses less the social opportunity cost of labour (i.e., the economic
value to society of the workers’ output in the most likely alternative
activity, including unemployment).

The size of the labour benefit depends principally on the extent to
which workers are drawn from the ranks of the unemployed or rep-
resent new entrants to the labour force. At very high levels of un-
employment, all workers are likely to come from the unemployed,
though not necessarily directly.

During the 1992–97 period, the unemployment rate for the Atlantic
Region as a whole averaged over 14% compared to 10% for Canada.
However, 75% of ACOA’s expenditures go to areas outside of major
metropolitan centres. In a number of these rural areas, unemploy-
ment rates were in the 20–25% range. If one also takes into account
the lower labour force participation rates in the Atlantic, the level
of unemployed resources relative to the rest of Canada is higher
still. It would seem clear then that the labour benefit from expanded
business employment levels will be higher in the Atlantic than in
the rest of the country.

Some workers will be drawn from other jobs and these jobs may be
left unfilled. In this case, the labour benefit can be taken to be the
difference in wage levels. It is worth noting that the most recent
data indicates that wages paid by ACOA-assisted firms are about
8% above the Atlantic average.

The Agency employs Statistics Canada to track the profits of ACOA-
supported firms. The most current estimates indicate a profit to eq-
uity ratio of 10%. However, it is worth noting that even in the absence
of a private rate of return to investors, a project can produce net
benefits to the economy.
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As we indicated earlier in our analysis, the multiplier has been ap-
plied to the cost side, the increase in consumer incomes through
transfer payments. Contrary to the reviewer’s contention, benefits
from the multiplier effect would be larger in the Atlantic Region
than in what the reviewer calls “the more dynamic parts of the Ca-
nadian economy.” This is so because of the relatively larger supply
of unutilized labour in the Atlantic. In the rest of the country, there
is more competition for scarce, already employed, labour. As a re-
sult, the multiplier effect is likely to be dissipated by wage gains
and inflation.

The reviewer bases his case against business subsidies on a number
of theoretical arguments (e.g., the incompetence trap and crowding
out). These arguments ignore the reality of how ACOA does busi-
ness and the business investment climate in Atlantic Canada.

As for the “incompetence trap,” a fundamental requirement for ACOA
support is that the investment must be viable in the sense of pro-
viding net economic returns to the Atlantic Region and Canada.

ACOA provides not grants but interest-free unsecured loans. As such,
the Agency addresses primarily the problem of inadequate access to
capital by Atlantic business. The reviewer’s crowding-out argument
just does not stand up given the wealth of evidence that the region
suffers from insufficient access to capital. Studies by the Canadian
Federation of Independent Business (1994, 1997) revealed that the
availability of debt financing is lower in Atlantic Canada, and rejec-
tion rates are higher than national averages. A study by Thompson
and Lightstone (1997) for the Canadian Bankers Association indi-
cated that the loan approval rate was below the national average.
Finally, a study by the Conference Board of Canada (1999) concluded:

The SME debt market appears to be less developed in
Atlantic Canada than in Canada as a whole. Indeed,
there may be fewer suppliers, less breadth, fewer pro-
viders and fewer local choices. This is an important find-
ing, which may suggest an additional role for government
agencies whose mandate it is to fill this possible regional
financing gap. (p. 10)

One factor behind the access to capital problem is that Atlantic
Canada is considerably more rural than the rest of Canada, with
nearly 50% of people living in rural areas as compared to less than
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25% for Canada. Rural areas are not attractive for banks because
they are historically high risk.

ACOA focuses on the most critical areas of this financing gap, such
as investments in new technology and trade development, which do
not meet the risk (i.e., security) requirements of banks. Far from
crowding out investment, the ACOA support brings commercial lend-
ing into the investment package by making the project “bankable.”
Also, ACOA support, at an average of about $100,000 per project, is
targeted to investments that do not meet the size requirements of
venture capitalists who are looking for projects in the $1 million
range and up. In recent years, only 2–3% of Canadian venture capi-
tal has been invested in Atlantic companies.

To a lesser extent, ACOA support addresses the problem of cost of
capital. For projects which provide net economic benefits but less
than normal private returns, the support can provide the incentive
for the investor to proceed.

The Conference Board of Canada Model is a general equilibrium
model of the economies of each of the provinces with each provincial
economy modelled explicitly. It provides dynamic estimates of the
impacts of exogenous increases in economic variables affected by
ACOA support. This model produces more realistic estimates of in-
direct and induced activity than input/output models. Because the
input/output approach models an economy that is assumed uncon-
strained in factors of production, the multipliers are unrealistically
high. The fact that industry averages for value added per job were
used in the model may in fact understate the impact of ACOA sup-
port. The ACOA programming enables firms to employ more capital
per worker. On balance, this is likely to mean that the marginal
product of labour in ACOA-assisted firms would be above the aver-
age. In fact, this is borne out by preliminary data from Statistics
Canada, which indicates that labour productivity is higher for ACOA-
assisted firms than for the industry average.

The incrementality factor is an estimate of the proportion of invest-
ments which would not have been able to go ahead as planned with-
out ACOA support. An adjustment for incrementality is necessary
whether or not the cost side is accounted for. However, firms in the
rest of Canada face fewer barriers in accessing capital from com-
mercial sources than Atlantic firms. Therefore, the incrementality
factor to be applied to the cost comparison suggested by the reviewer
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(i.e., investments from taxes left with profitable businesses) would
certainly be lower than the incrementality factor for Atlantic Canada.

Summing up, investments in support of Atlantic businesses can be
expected to produce a net economic gain for Canada compared to
income tax cuts due to higher incrementality, larger net labour ben-
efits, and larger benefits from the multiplier effect.
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LOGIC MODELS IN PRIMARY CARE REFORM:
NAVIGATING THE EVALUATION

Margo S. Rowan
Department of Family Medicine
Dalhousie University
Halifax, Nova Scotia

Primary care is under the microscope in Canada and worldwide.
Governments are spending millions of dollars on reform initia-
tives to see whether innovative approaches will make any dif-
ference to the quality and cost of delivering primary care. The
question of where to start in planning the evaluation of a re-
form is a common concern. This article considers the strengths
and weaknesses of logic models in helping to evaluate reforms
and highlights the model for the Nova Scotia Primary Care
Demonstration Project evaluation. Lessons learned from the de-
velopment of a logic model for this project are also discussed.

Les soins médicaux primaires sont en train d’être examinés de
près au Canada et au monde entier. Les gouvernements dépen-
sent des millions de dollars pour les initiatives réformatrices à
fin de voir si les approches nouvelles feront aucune difference à
la qualité et le coût de livraison des soins médicaux primaires.
On se demande où commencer à planifier pour évaluer les ré-
formes. Cet article s’adresse aux avantages et aux faiblesses
des modèles logiques à évaluer des réformes et souligne le mo-
dèle pour l’évaluation du Projet de demonstration des soins
médicaux primaires de la Nouvelle Écosse. Les leçons apprises
du développement du modèle logique pour ce projet sont aussi
traitées.

Reforming our health care system is a top priority for
governments in Canada. There are many pressures on our system
to reform, including economic restrictions on the health care sys-
tem, the aging population, advances in medical and information tech-
nology, and the rise of consumer needs and demands. Through reform
initiatives, people are experimenting with innovative approaches
such as delivering patient care in multidisciplinary teams, trying
new payment mechanisms, and using new information technologies.
The challenge is how to decide whether to continue, revise, or stop a
reform through evidence-based evaluations.

Abstract:

Résumé:
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There have been several studies published on primary care reform
evaluation in Canada and elsewhere (Gross et al., 1996; Jones, West,
& Lester, 1997; Kates, Craven, Crustolo, Nikolaou, & Allen, 1997;
Kukulka, Christianson, Moscovice, & DeVries, 1994; Mass & Whyte,
1997; Morais & England, 1999; Paterson & Peacock, 1995). In their
review of the international literature on primary health care deliv-
ery models, Abelson and Hutchison (1994) found that evaluations of
reform models varied greatly in study design, rigour, and focus.
Designs included meta-analysis, randomized control trials, histori-
cal and prospective cohort studies, case studies, and impact assess-
ments. The focus of these studies ranged from examining entire
programs to individual provider preference to the effects of given
interventions on service utilization and costs. They conclude that
there is a paucity of evaluation literature on primary care delivery
models and argue for rigorous evaluations of primary health care to
inform policy decisions.

HOW LOGIC MODELS CAN HELP TO EVALUATE REFORMS

One of the first steps in planning a sound evaluation of a reform is
to develop a program logic model. These models are navigational
aids to pictorially describe how a program will be implemented and
what results are expected. They come in a variety of forms and have
been used by evaluators over the past 35 years to guide program
planning and evaluation (McLaughlin & Jordon, 1999; Suchman,
1962; Weiss, 1972; Wholey, 1983; Wholey, Hatry, & Newcomer, 1994).
Increasingly they are of interest to health planners (Dwyer & Makin,
1997; Jarvis, 1997; Letts & Dunal, 1995; Mercer & Goel, 1994; Moyer,
Verhovsek, & Wilson, 1997; Ogborne & Rush, 1994; Rush & Ogborne,
1991; Wong-Rieger & David, 1995) and are well-suited for planning
evaluations of primary care reforms (Canadian Medical Association
[CMA], 1998).

A variety of logic models can be used to describe the plans for imple-
mentation and expected outcomes of reform. There is no right or
wrong way of developing a logic model, although it is preferable to
use models that can be referenced to a sound source from the litera-
ture. There are many models that exist with different levels of
specificity, complexity, and type of pictorial displays (CMA, 1998;
Dwyer & Makin, 1997; Hatry, van Houten, Plantz, & Greenway,
1996; Jarvis, 1997; Letts & Dunal, 1995; McLaughlin & Jordan, 1999;
Mercer & Goel, 1994; Moyer, Verhousek, & Wilson, 1997; Ogborne
& Rush, 1994; Wong-Reiger & David, 1995). Generally there are
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two major approaches to logic model development: bottom up and
top down (Ogborne & Rush, 1994). The bottom-up approach begins
with considering the kind of effects you would like the reform strat-
egy to have on participants or the health care system and then de-
signing the program and activities around these desired results. In
contrast, the top-down approach starts by selecting the reform com-
ponents first and then considering how these components will lead
to certain goals and effects.

There are several benefits of using logic models to help evaluate
primary care reforms. If developed at an early stage of program plan-
ning, logic models can help to ensure that long-term outcomes or
impacts drive program activities. These outcomes are linked through
a series of mini-steps in the path to intermediate and initial out-
comes, outputs, implementation objectives, and components. Know-
ing the path toward outcomes strengthens the validity of a program
by revealing its proposed theory of change (Weiss, 1997). If some of
the expected steps are not borne out by the evidence, then the evalu-
ation can reveal where the expected sequence of steps broke down.
Then the question of why things did not go as planned needs to be
considered.

These models make explicit the underlying logic of reform as they
link process and impact evaluation elements and show the connec-
tion between the planned reform activities and the intended changes
to be seen. Making explicit what is often left implicit can help to
ensure that evaluators have a clear understanding of the program
and that evaluators, program planners, and other relevant
stakeholders have a common view of how the program is intended
to achieve its results (Wholey, Hatry, & Newcomer, 1994). This is
particularly important for primary care reform pilot or demonstra-
tion projects to eliminate unrealistic claims about their intended
outcomes or effectiveness (Ogborne & Rush, 1994).

Which components of a reform to track and measure is something
that needs to be decided quite early in the evaluation. Through the
process of developing a logic model, stakeholders are required to
identify the main components to be measured and to set priorities
for what effects to examine under a reform. Furthermore, a logic
model can assist in determining the differences and similarities
among sites. A common set of data-collection methods and instru-
ments could be developed if sites are considering similar outcomes
as described in their logic model. This can save money and time
evaluating a reform.
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Although there are many positive aspects of logic models, there are
some limitations. They require quite a bit of time and patience to
develop, extending from weeks to several months of iterations if not
longer. Logic models do not illustrate every aspect of a reform. For
example, they are not intended to include details about costs for
different components. Nor do they include information about the
measurement process, including process and outcome indicators. For
the most part, logic models emphasize the information contained in
the boxes rather than clarifying the meaning of the arrows or the
logical reasoning behind why the boxes are connected.

Finally, the question of whether logic models can or should compre-
hensively lay out a program’s theory of change needs some discus-
sion. Perhaps logic models are more appropriate to outline the
“implementation theory” of a program rather than its “programmatic
theory.” According to Weiss (1997), implementation theory focuses
on how a program will be carried out and tests the assumption of it
reaching its desired results based on how well it matches its imple-
mentation plan. Programmatic theory examines the “mechanisms
that intervene” between implementing the program and reaching
its outcomes. These mechanisms are the responses or changes in
participants because of the program. For example, increased early
detection of breast cancers might be due to improved knowledge of
self-breast examination because of an educational program. Program-
matic theory is more detailed and rests on a known scientific basis
or, in the case of clinical programs, clinical experience about, for
example, the influence of client characteristics on the response to
an intervention (Sidani & Braden, 1998). However, in the govern-
ment policy world where programs are developed based on a combi-
nation of scientific knowledge, public opinion, and world trends, it
is far more feasible to develop logic models to address implementa-
tion theory than programmatic theory.

THE LOGIC MODEL FOR THE NOVA SCOTIA PRIMARY CARE
DEMONSTRATION PROJECT

The Nova Scotia Department of Health received funding from Cana-
da’s Health Transition Fund to implement a demonstration project
exploring different ways of delivering, managing, and funding pri-
mary care (Nova Scotia Department of Health, 1999a). Four sites
were selected throughout the province, with one site per health re-
gion and a mix of rural and urban areas. The logic model for the
overall demonstration project is shown in Figure 1. The structure
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for this model is based on the work of Hatry, van Houten, Plantz,
and Greenway (1996) and Ogborne and Rush (1994). The three main
implementation components, interdisciplinary teams, advanced in-
formation systems, and alternative funding for providers, were ini-
tially conceived through consultation with communities in Nova
Scotia (Nova Scotia Department of Health, 1999b), past government
reports (Nova Scotia Department of Health, 1996, 1999c), and a
workshop with key stakeholders in primary care reform and evalu-
ation from across Canada (Nova Scotia Department of Health, 1997).
These components were approved by the project steering committee.

The evaluation working group took the first stab at developing the
implementation objectives, outputs, and outcomes. This occurred over
several meetings in which the group was divided into three sub-
groups, each dealing with one implementation component. Subgroups
brainstormed the initial, intermediate, and long-term outcomes along
with implementation objectives and outputs. Refinements were made
by senior project management team members including the chairs
of the information systems, funding, and evaluation working groups
and individuals leading the collaborative practice component. The
next logical progression was the development of a series of meas-
urement grids stemming from the logic model itself. An example
from the impact evaluation matrix is seen in Figure 2 and outlines
the outcomes, objectives, and evaluation questions, indicators or
measurements, data collection methods/design/sample, and com-
ments. The process and impact evaluation matrices went through
several review iterations by a variety of stakeholders including the
evaluation working group and the demonstration-site participants.

LESSONS LEARNED

1) Before developing a reform logic model, program planners need to
define and articulate what is to be implemented, including the goals
and objectives.

In Nova Scotia, clarity about the goals and objectives of the demon-
stration was achieved through several methods. Meetings were held
very early in the project with the project steering committee to de-
fine the main components of the demonstration and to decide
whether, in fact, all sites needed to implement all three components
at once. These discussions were challenging at times particularly
since there was no “common view” on whether a nurse practitioner
needed to be introduced at every site. In the interest of following
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government policies and having consistency in the way the demon-
stration was implemented, a consensus was reached on implement-
ing the same components at all four sites.

Also early in the project, Department of Health staff developed, re-
fined, and redefined the overall goals and objectives of the project,
which helped to shape the project outcomes. These were very pro-
ductive sessions leading to clarification on uncertain points. For ex-
ample, there were discussions about whether one of the main project
components included multidisciplinary or interdisciplinary teams.
The multidisciplinary team consisted of a broader set of profession-
als, whereas the interdisciplinary team focussed on the relationship
between the physician(s) and the nurse practitioner(s). In the end,
it was decided to focus on interdisciplinary teams because of the
priority need to understand the relationship of that dyad while also
considering, to a lesser degree, other professionals who interact with
that team.

2) There are other ways to develop reform logic models, not just bottom
up or top down.

We applied neither a top-down nor a bottom-up approach to develop
the Nova Scotia logic model. Rather, we used a “mixed approach” in
which elements of the logic model were developed in parallel. The
implementation objectives, outputs, and project outcomes were de-
veloped by the evaluation working group based on proposed, yet
hypothetical, implementation components. Decisions about what to
implement were made simultaneously by the project steering com-
mittee. This method of constructing a logic model was not seen in
the literature. The real challenge was to ensure that decisions and
information flowed rapidly and freely to and from each committee
or group so that any needed adjustments to the overall logic model
could be made. Fortunately the proposed components ended up be-
ing selected for implementation.

3) A reform logic model is likely to change over time.

It is likely that a reform logic model will change over time as the
model is implemented in the field. In fact, in Nova Scotia, there is
now justification for developing separate models for each site, so
that they can be portrayed accurately. For example, two of the sites
will not be changing their system of physician remuneration because
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they are already on alternative fee-for-service payments. Conse-
quently, these sites’ implementation objectives and outputs for the
alternative funding for providers component will need to be revised
to reflect the lack of change in this area. At another site, the nurse
practitioner will work in the physician’s office 60% of the time and
will be off-site out in the community 40% of the time. The imple-
mentation objectives and outputs for this site will likely differ from
sites where the nurse practitioner is stationed in the office 100% of
the time. Variations to the overall logic model such as these were
anticipated from the beginning of the project and viewed by the
project steering committee and evaluation working group as vital to
representing the individual perspectives of each participating com-
munity site.

CONCLUSIONS

Primary care reform planners no doubt have a rationale for their
program, but the logic behind what they intend to do may be im-
plicit. Taking the time to organize and diagrammatically integrate
information about program activities and desired results will prove
useful when planning reform evaluation. In the future, it may be
possible to use logic models to set out a framework to help make
broad comparisons of similarities and differences among reform sites
across Canada.
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A school-based HIV/AIDS/STD education program was carried
out and evaluated in four provinces. The Skills for Health Rela-
tionships program was developed from a conceptual model and
included knowledge, attitudes, skills, and motivational supports.
Teachers were trained in delivering the program and were given
instruction on how to recruit and train student peer group lead-
ers and how to encourage parental involvement. The evalua-
tion used a quasi-experimental comparison group design with
a student pre-test and three post-tests over a two-year period.
The comparison group received their schools’ usual sex educa-
tion curriculum. The intervention group gained significantly in
knowledge about STDs, in attitudes towards people living with
AIDS, in intentions to communicate assertively in sexual situ-
ations, and in condom use skills. There were no significant dif-
ferences in the proportions of students being sexually active or
in actual use of condoms. The effect of a peer strategy was mini-
mal in changing group norms.

Un programme d’éducation VIH/SIDA/MTS dans les écoles fut
mis en exécution et évalué dans quatre provinces. Le programme
des competences pour des relations saines fut développé à par-
tir d’un modèle conceptuel et incluait connaissances, attitudes,
habilités, et appuis motivateurs. Les professeurs étaient for-
més à livrer le programme, et des directives furent données sur
comment recruter et former les dirigeants de groupe étudiant
de support par les pairs et comment encourager l’implication
des parents. L’évaluation a utilisé un projet de groupe de com-
paraison quasi-expérimental avec un pré-test étudiant et trois
post-tests sur une période de deux ans. Le groupe de comparai-
son a suivi le curriculum habituel d’éducation sexuelle de leurs
écoles. Le groupe d’intervention a avancé d’une façon significa-
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tive en connaissances au sujet des maladies transmises sexuel-
lement, en attitudes envers les personnes atteintes de SIDA,
en intentions de communication affirmative dans les situations
sexuelles, et en habilités d’utilisation du préservatif. Il n’y avait
pas de différence significative dans les proportions d’étudiants
sexuellement actifs ou dans l’utilisation actuelle de préserva-
tif. L’effet d’une stratégie de soutien par les pairs fut minimale
à changer les normes de groupe.

A recent United Nations and World Health Organiza-
tion report warns that infection rates for HIV are exploding among
teenagers and young adults, with 15 to 24 year olds accounting for
one half of new infections worldwide (UNAIDS & WHO, 1998). HIV/
AIDS educational programs for youth, both in schools and commu-
nity settings, have been implemented widely since the 1980s. How-
ever, there is still a fear that AIDS education programs may cause
young people to become more sexually active (Coates, 1992). An im-
portant question is whether prevention and educational programs
are associated with improvements in knowledge and, most impor-
tantly, changes in risk behaviour.

The purpose of this article is to describe the effectiveness of a school-
based risk reduction program for HIV/AIDS/STDs and pregnancy.
Grade 9 Canadian youth in four provinces are the focus in the study
because, at this age, many young people begin to engage in sexual
activity and are vulnerable to unplanned pregnancy and contract-
ing and transmitting sexually transmitted infections (King et al.,
1988).

LITERATURE REVIEW

We briefly review epidemiological research in sexually transmitted
diseases as well as research on youth knowledge, risk behaviours,
and effectiveness of prevention programs. The rate of HIV infection
in Canadian youth is relatively low, especially for infection trans-
mitted through behavioural risks rather than through blood prod-
ucts (Bureau of HIV/AIDS & STD, 1996; Health Canada, 1998). The
low rate appears to be due to a low incidence of “highest risk behav-
iours” (anal intercourse, intravenous drug use) in the majority het-
erosexual adolescent population. It also reflects the reality that most
youth have not had extensive numbers of sexual contacts and thus
their cumulative risk for HIV is low (Thomas, DiCenso, & Griffith,
1998).
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On the other hand, viral sexually transmitted diseases (STDs), es-
pecially genital herpes and venereal warts, are on the increase (Bu-
reau of HIV/AIDS & STD, 1996). Genital chlamydia is the most
common bacterial STD, and its incidence is highest among youth
15–19 years of age. Although these problems are not generally life-
threatening and can be treated with good results, STD infections do
pose a serious long-term threat to health. For example, the virus
associated with venereal warts is believed responsible for nearly 85%
of cervical cancer (Picker, 1995), and genital chlamydia can cause
pelvic inflammatory disease if left undetected. An untreated STD
infection can also increase the risk of HIV transmission by causing
micro-lesions in the genital area (Piot, 1988). Finally, although births
to females aged 15 to 19 years comprise only about 5% of all Cana-
dian births, the pregnancy rate for this age group increased by 15%
between 1987 and 1995 (Canadian Council on Social Development,
1998; Statistics Canada, 1995).

An assessment of the knowledge, attitudes and behavioural prac-
tices of over 38,000 young people aged 12, 14, 16, 18, and 19 years
was undertaken in Canada in the late 1980s (King et al., 1988). The
Canada Youth and AIDS Study reported findings from a representa-
tive sample of youth on a national basis as well as for each Cana-
dian province and territory. Results showed that young Canadians
were able to accurately define AIDS and were knowledgeable about
routes of transmission, but a large proportion did not know the ben-
efits of using condoms and spermicides to protect themselves against
HIV infection and knew even less about protection from STDs. Since
this study, no national data on student knowledge, attitudes, and/
or behaviours have been collected in Canada, although numerous
smaller scale studies have been conducted.

The bombardment of HIV/AIDS information from a variety of sources
in the public domain has resulted in a high level of knowledge about
sexually transmitted infections and safer behavioural intentions
among youth (Brown, Barone, Fritz, Cebollero, & Nassau, 1991;
Brown, Fritz, & Barone, 1989; DiClemente, 1989; Huszti, Clopton,
& Mason, 1989; Lanier & McCarthy, 1989; Ramsum, Marion, &
Mathias, 1993; Rickert, Gottlieb, & May, 1990.) However, in gen-
eral, researchers consistently report a discontinuity between stu-
dents’ knowledge of HIV risks, and their sexual attitudes and
behaviours. Changes in the actual risk behaviours of young people
are the best measures of progress in the area of HIV prevention in
youth. However, about one-quarter to one-third of sexually active



THE CANADIAN JOURNAL OF PROGRAM EVALUATION96

Canadian adolescents report that they do not use any method of
contraception at first intercourse (Schnirer, 1996; Wadhera & Millar,
1997). Despite widespread educational and health-promotion initia-
tives, young people continue to engage in unprotected sexual inter-
course (Bibby & Posterski, 1992; Myers & Clement, 1994; Otis,
Longpre, Gomez, & Thomas, 1994; Ramsum et al., 1993; Schnirer,
1996; Wadhera & Millar, 1997). However, most studies fail to iden-
tify a consistent relationship between condom use and demographic
variables, AIDS knowledge, fear, or number of sexual partners, in-
dicating that a complex set of factors are at play.

The emphasis in Canadian school-based sexual health curriculum
has generally been on the development of HIV/AIDS knowledge and,
to a lesser degree, attitudes, while attention paid to skills develop-
ment and motivational elements has been minimal. Recent reviews
of the HIV prevention literature and the existing Canadian Provin-
cial Education Ministry/Department curricular guidelines indicate
a number of limitations of current HIV/AIDS educational efforts
(CMEC, 1999; Radford, 1998). AIDS-related interventions and cur-
ricula have tended to be atheoretical; have not assessed pre-inter-
vention knowledge, attitudes, skills, and motivators; and have rarely
provided the skills training required to practice AIDS preventive
behaviours (Boyer & Shafer, 1990; Kelly, St. Lawrence, Betts,
Brasfield, & Hood, 1990; Kelly, St. Lawrence, Hood, & Brasfield,
1989 are exceptions). Interventions have also neglected to include
motivators for behavioural change and have not systematically evalu-
ated the curriculum delivery process. Furthermore, these data can
only be generalized to in-school adolescents. Thus, the relationship
between HIV education, or knowledge acquisition, and risk behav-
iour remains unclear at this time.

Many of the existing HIV education evaluation efforts fall short of
definitive research. One systematic review in Great Britain indi-
cated that only one in five evaluation studies was methodologically
sound (Peersman & Levy, 1998). Fullerton, Holland, and Oakley
(1995) reviewed the program evaluation efforts of European AIDS/
HIV researchers and concluded that only a small proportion of HIV/
AIDS prevention interventions had been evaluated in such a way as
to come to reliable conclusions about demonstrated effectiveness.
Methodological problems with evaluation work included a lack of
adequate control groups, small or unbalanced sample sizes, and the
failure to take account of substantial and differential attrition be-
tween intervention and control groups. One example of a controlled
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study of knowledge acquisition was conducted by Hamalainen and
Keinanen-Kiukaanniemi (1992) who considered the effect of a 45-
minute lesson on HIV/AIDS knowledge and attitudes with 15-year-
old school children in 18 classes in nine elementary schools in Oulu,
Finland. An increase in HIV/AIDS knowledge following the lesson
was demonstrated in the intervention group, however follow-up
evaluation of knowledge and behaviours was not undertaken. While
increased knowledge is a desired impact of HIV/AIDS educational
efforts, there is no demonstrated link between knowledge and be-
haviour, and follow-up behavioural assessments are often not in-
cluded in HIV/AIDS education evaluation studies.

In sum, there have been few comparative evaluations with appro-
priate follow-up of school-based HIV prevention programs applied
to a broad spectrum of youth. The purpose of this article is to report
on a study of the effectiveness of an HIV prevention program in four
provinces in Canada. The overall intent of the evaluation was to
determine effectiveness in important outcome areas of a new school-
based approach to HIV education. Due to resource limitations and
to the multiple sources of variation in program delivery across pro-
vincial jurisdictions, the evaluation was not designed to be a tightly
controlled study of the process of teacher and peer leader training
nor a comprehensive study of class and home activities. These con-
trolled approaches are suitable for demonstrating the effectiveness
of model pilot programs, although there are often severe limitations
in their application to real school settings.

INTERVENTION

The new program was introduced in the same manner in which edu-
cational innovations are commonly disseminated across Canada —
through in-service training of interested teachers and through pro-
vision of written materials. This approach, while neither control-
ling nor maximizing the strength of intervention elements, reflects
the reality of Canadian teacher professional education and may il-
lustrate the program results one can expect in real school situations.

Conceptual Model

The intervention program, Skills for Healthy Relationships (SHR),
was based on a global review of HIV/AIDS/STD education (King &
Wright, 1990) and on a conceptual model that placed emphasis on
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the acquisition of knowledge, responsible attitudes (including be-
havioural intentions), motivational supports, and skills development
— all factors believed to influence behavioural change (Ajzen &
Fishbein, 1980; King et al., 1989). The program was developed after
careful examination of the AIDS education and prevention litera-
ture, all of the Canadian provinces’ and territories’ Ministry of Edu-
cation guidelines, and consultation with advisors and teachers of
health education. The conceptual framework was based on the gen-
erally accepted health education principle that the development of
healthy behaviours requires not only the transmission of knowledge
but also depends on the adoption of healthy attitudes and appropri-
ate skills. The importance of external motivational supports is re-
flected by a focus on activities mediated by youth peer leaders and
cooperative learning. Parent participation was also encouraged to
foster better communication about sexuality and support for the
youth in the home.

Goals and Objectives

The SHR program was intended to accomplish four principal goals:
(1) to prolong decisions by non-sexually active youth to remain ab-
stinent; (2) to change the sexual behaviour of sexually active youth
so that they revert to abstinence; (3) to decrease the risks and in-
crease protective measures taken by sexually active youth; and, (4)
to develop tolerance in students toward alternate sexual orienta-
tion and compassion toward people living with HIV/AIDS.

Components, Duration, Materials

Designed on the basis of results from the Canada Youth and AIDS
Study (King et al., 1988), SHR comprises four units: (1) Information
about AIDS and other STDs; (2) Responsible Behaviour: Abstinence;
(3) Responsible Behaviour: Safer Sex; and (4) Health-Enhancing
Supports. The entire program takes approximately 20 hours to teach
and contains 31 learning activities for Grade 9 students to complete.
Twenty-five of the activities are to be completed with teacher direc-
tion in class and in small groups with peer leaders. Six of the activi-
ties are designed to be completed by students at home with their
parents. SHR materials include teacher, student, peer leader, and
parent manuals, condom activity materials, a videotape on assert-
iveness training, and audiovisual presentation materials (Robertson,
Petracek, King, Warren, & Beazley, 1994).
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Teacher Inservice Training

The SHR program was accepted by ministries of education in four
provinces as a voluntary initiative for school jurisdictions. A three-
day inservice training session prepared volunteer teachers for the
program’s implementation and evaluation. The training agenda con-
sisted of working through all parts of the SHR curriculum with the
teachers and emphasizing ways to handle sensitive issues in the
classroom, to understand and teach the more difficult activities, and
to integrate the recommended teaching strategies and audiovisual
aids prepared for the program.

Peer Educator Training

Male and female peer educators in each class were selected by teach-
ers or nominated by students. Peer training included skills in how
to help small groups work effectively as well as how to model re-
sponsible attitudes and behaviours. Peer training occurred accord-
ing to individual teachers’ schedules and time availability, as
happens in reality in schools.

SAMPLE

Intervention and Control Groups

Grade 9 high school students were chosen as the target group for a
number of reasons. Most students in Grade 9 have formed a sexual
identity and are at an age (approximately 15 years) when experi-
mentation and pursuit of excitement can be key motivators for their
behaviours. Consequently, it is important to ensure that they un-
derstand the risk of HIV/AIDS/STDs and develop appropriate skills
before high-risk behaviour patterns are entrenched. Furthermore,
Grade 9 students are at a developmental stage when they are able
to understand that they might need information about sexual inter-
course and STD protection, and educators are able to implement
more advanced methods of sexuality education involving skills de-
velopment. Finally, Grade 9 is frequently the last opportunity for
formal health education in Canadian secondary schools.

In total, 52 teachers from 59 schools taught the SHR intervention
program in 123 classes to 2606 students. The classes included fam-
ily life classes in New Brunswick, science classes in Manitoba, per-
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sonal development and relationships classes in Nova Scotia, and
physical and health education classes in Ontario. Over two-thirds
of the classes were co-educational. A similar number of health edu-
cation classes were selected as a comparison group, from the same
provinces, that were comparable in school size, urbanicity, language
of instruction, and religion. In the comparison group, 1906 students
received their school’s usual HIV/AIDS/STD educational program
which focused principally on knowledge and attitudes, not on rela-
tionship skills and motivational supports from peers and parents.

DATA COLLECTION

The evaluation involved a quasi-experimental, non-randomized con-
trol group design employing comparable school jurisdictions. Four
sets of questionnaires, developed by the authors using items from
the CYAS study, were administered to the students in intervention
and comparison classes. Steps were taken to assure confidentiality
during test administration. The evaluation design entailed a pre-
test and post-test questionnaire during Grade 9 as well as two de-
layed post-tests — one administered to the students in the fall of
Grade 10 and the second when they reached Grade 11 for a total
follow-up of two years. Data concerning program implementation
were not collected rigorously and therefore this evaluation is un-
able to draw firm evaluative conclusions.

The vast majority of the students in the 123 classes in which the
program was taught participated in the evaluation. Only a few stu-
dents did not receive consent from their parents or refused to par-
ticipate (between 0.8% and 1.7% among the schools). Table 1 shows
the number of students who completed questionnaires at each stage,
the attrition from one stage to the next, and a summary of reasons
for attrition. Only the data of students who responded to all four
questionnaires over the two years and could be matched with their
earlier responses were included in the final analysis (1358 inter-
vention; 965 comparison).

FINDINGS

The unit for analysis is considered to be the individual student since
there is no evidence that student data on these sexual risk behav-
iour issues are clustered by class or school. At pre-test, the groups
were equivalent on gender, age, and grade as well as on most study
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variables. However, the groups differed on some variables with the
comparison group showing higher scores on assertiveness, comfort
in buying condoms, and actual sexual experiences. The interven-
tion group, however, reported a greater use of condoms at pre-test.
Repeated measures analysis of variance was utilized with alpha lev-
els set at p<.05.

Knowledge

One unit of SHR concentrated on developing knowledge about HIV/
AIDS and other STDs. The results of all three post-tests revealed
that the students in the intervention group showed significantly
greater knowledge about HIV, AIDS, and other STDs than the com-

Table 1Table 1Table 1Table 1Table 1
Student Questionnaires Received and Matched — Pre-test to Post-test 3Student Questionnaires Received and Matched — Pre-test to Post-test 3Student Questionnaires Received and Matched — Pre-test to Post-test 3Student Questionnaires Received and Matched — Pre-test to Post-test 3Student Questionnaires Received and Matched — Pre-test to Post-test 3

Questionnaires Group % Attrition* Number of Number of
of Pre-test Forms Forms

Participants Returned** Matched

Pre-test Intervention — 2606 —
Comparison — 1906 —
Total — 4512 —

Post-test 1 Intervention 7.1  2421 2017
Comparison 4.6 1819 1436
Total 6.0 4240 3453

Post-test 2 Intervention 3.3  2522 1755
Comparison 9.2  1731 1263
Total 5.7  4253 3018

Post-test 3 Intervention 26.9 1905 1358
Comparison 20.7 1511  965
Total 24.3 3416 2323

* Attrition of the original population in the intervention (2606) and comparison (1906) groups
was due to absentees (between 1.0% and 3.5% across all three post-tests), withheld
parent consent and refusal (between 0.8% and 1.7%); and unreturned questionnaires by
schools (between 0.9% and 11% due to teacher work-to-rule campaigns, tracing difficul-
ties, student relocation, and administrative complications).

** Many returned questionnaires were unusable due to students not responding to the items
used for matching a questionnaire to the previous one.



THE CANADIAN JOURNAL OF PROGRAM EVALUATION102

parison group on their composite scores, even though both groups
had increased their knowledge since the pre-test (see Figure 1). At
post-test 3, the intervention groups’ scores averaged 70% correct on
the 19 HIV/AIDS knowledge items while the comparison groups’
scores averaged 65% correct (p<.05). By contrast, at the three post-
tests, there was no significant difference between intervention and
comparison groups on the nine STD knowledge items.

Attitudes

Another unit of SHR (Health-Enhancing Supports) had a number of
activities in which the objectives were to develop tolerance toward

Figure 1Figure 1Figure 1Figure 1Figure 1
Knowledge of HIV/AIDS and Knowledge of STDKnowledge of HIV/AIDS and Knowledge of STDKnowledge of HIV/AIDS and Knowledge of STDKnowledge of HIV/AIDS and Knowledge of STDKnowledge of HIV/AIDS and Knowledge of STD

Knowledge of HIV/AIDS Knowledge of STD
(% correct of 19 items) (% correct of 9 items)

47 52 72 61 70 65 70 65 38 42 55 51 56 50 56 55

Pre- Post- Post- Post- Pre- Post- Post- Post-
test test 1 test 2 test 3 test test 1 test 2 test 3

Intervention Comparison
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persons of alternate sexual orientation and compassion toward peo-
ple with HIV/AIDS. Five items were combined to measure discrimi-
nation/compassion on the questionnaires (alpha = .80). Even though
the students in both groups at pre-test had generally positive, non-
discriminatory attitudes about gay/lesbian/bisexual persons and
about persons with HIV and those living with AIDS, the mean score
on the discrimination/compassion scale by the intervention group
at all three post-tests was higher (indicating more positive attitudes)
compared with those in the comparison group. The scale scores
showed statistical differences between the two groups at the time of
post-test 1 (p<.01), post-test 2 (p<.01), and post-test 3 (p<.05). Also,
the scores of the intervention group increased significantly (p<.01)
from pre-test to each of the three post-tests, whereas scores of the
comparison group did not show these increases. Nonetheless, be-
tween 17% and 22% of the intervention group expressed intolerance
on the attitude scale items by grade 11 (age 16 years). As expected,
females were more positive in their attitudes; however, the differ-
ences in attitudes across the two groups were greater among males.
These gender patterns were maintained at all three post-tests.

Communication about Sex

The SHR program emphasized the importance of honest communi-
cation about sexual matters among partners. Compared with stu-
dents who did not receive the program, more youth in the
intervention group expressed positive intentions concerning talk-
ing with a partner about past sexual experiences (post-test 1 — In-
tervention 77%: Comparison 66%, post-test 2 — Intervention 72%:
Comparison 66%, post-test 3 — Intervention 74%: Comparison 69%,
p<.01) and intent to refuse sexual intercourse before being ready
(post-test 1 — Intervention 77%: Comparison 71%, p<.01 and post-
test 2 — Intervention 72%: Comparison 62%, p<.05). However, by
Grade 11 (post-test 3) these differences had disappeared. Although
there were greater changes in males’ intentions, more females in
both groups had favourable intentions. With regard to items con-
cerning the intention to inform their partner of having an STD and
to keep informed about ways persons can become HIV-infected, the
vast majority of students in both groups reported strong intentions;
consequently, the results left little room for positive change.

In the unit on abstinence, the SHR program encouraged participants
to express affection to a boyfriend or girlfriend in ways other than
by engaging in sexual intercourse until they felt ready. At pre-test,
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proportionally more students in the comparison group (Intervention
62%: Comparison 66%, p<.05) were able to ask their partners to ex-
press affection without having sex. However, there were no signifi-
cant differences between the two groups at each post-test. Thus, the
intervention group caught up to, but did not surpass, the compari-
son group. By Grade 11 (post-test 3), as students matured, both males
and females increased their intentions to be affectionate without
sex, although far more females intended to do so (83% of both groups)
than males (67% intervention and 69% comparison group).

Skills Development

Skill development was measured through the students’ responses
to case scenarios written by SHR developers. The scenarios provided
structured choices about how a person could act and what they could
say in given circumstances. Alternative responses showed degrees
of assertiveness or non-assertiveness. Most of the scenarios did not
appear to produce a full range of responses because students usu-
ally chose assertive responses, possibly demonstrating a social de-
sirability bias. The findings from the two scenarios which seemed to
be most effective in testing skills are summarized below.

Significant differences (Intervention 68%: Comparison 62%, p<.01)
were found at post-test 3 for the first scenario regarding acting on
an invitation to have sex; however, they were primarily due to fe-
male differences (Intervention 81%: Comparison 74%, p<.01). In the
second scenario regarding verbalizing sexual decisions, at post-test
1 more of the males in the intervention group reported that they
would respond assertively if they were pressured unwillingly into
having sex. The differences between groups were not statistically
significant at either post-tests 2 or 3 for females or males.

Condom Use Skills and Attitudes

The following condom skills were to be developed through partici-
pation of the SHR program: to be able to obtain condoms; to pur-
chase them in a store without being embarrassed; and to be able to
use them properly when the time came. At post-test 1 (Intervention
89%: Comparison 86%, p<.05) and post-test 2 (Intervention 92%:
Comparison 87%, p<.01), more students in the intervention group
compared to their counterparts believed that they would be able to
get condoms. Both groups showed progressive improvement at each
post-test in reporting being able to obtain condoms.
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As expected, fewer students in the intervention group (Intervention
33%: Comparison 37%, p<.05) at post-test 1 reported they would be
embarrassed to ask for condoms in a store, even though at pre-test
the comparison group reported more comfort in this situation. How-
ever, there was significant positive change in this view over time by
both groups.

It is interesting to note that, at all three post-tests (Intervention
90%: Comparison 82%, p<.01; Intervention 90%: Comparison 84%,
p<.01; Intervention 92%: Comparison 87%, p<.01), the intervention
group felt more confident that they could actually use a condom prop-
erly. These differences were mostly attributable to the responses of
females, although more male students in the intervention group at
post-test one (Intervention 94%: Comparison 89%, p<.01) felt confi-
dent that they could use a condom correctly.

With regard to intention to use condoms with sexual partners, there
were no significant differences between the groups. Intentions were
already positive at pre-test on the part of a large majority of stu-
dents in both groups (Intervention 90%: Comparison 91%, p<.01).
These very positive responses created a ceiling effect with little room
for positive change. Although a decrease was noted from pre-test to
post-test 3 for both groups in the proportions intending to use con-
doms with their sexual partners, more females in the comparison
group (Intervention 87%: Comparison 91%, p<.05) and more males
in the intervention group (Intervention 84%: Comparison 78%, p<.05)
planned to use condoms. Intentions to actually ask partners about
condom use before having sexual intercourse were less impressive.
Significant differences between the two groups were only evident at
post-test 2 (Intervention 84%: Comparison 80%, p<.05), in favour of
the intervention group.

Condom Use Behaviours

The SHR program developers anticipated that one of the major out-
comes of the unit on safer sex would be that young people who made
the decision to become sexually active would also decide to protect
themselves and their partner with condoms. However, when asked
how often they used condoms in the last two months, the propor-
tions who responded “always” did not differ significantly across the
two groups at any of the post-tests. In fact, the percentages of stu-
dents answering “always” in both groups diminished from 57% in
the intervention group and 55% in the comparison group at post-
test 1 to 41% in both groups at post-test 3.
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An additional analysis determined that many more of those who
had sex with only one partner, compared with those with multiple
partners, had always used a condom at both post-test 1 and post-
test 2. Thus, the students who were at higher risk because they had
more partners were also more likely to take the additional risk of
avoiding condoms.

At post-test 2 (Grade 10), significantly fewer students in both groups
who were sexually active at pre-test used a condom “the last time
they had sex” (Intervention 48%: Comparison 54%, p<.01) compared
to those who had become sexually active in the past year (Interven-
tion 74%: Comparison 72%, p<.01). This finding indicates that 15-
year-olds were much more likely to use condoms if they had only
recently become sexually active.

At pre-test, the main reasons that students gave for not using a
condom were that: students did not have one with them; they be-
lieved that their partner was safe; and the female was using a con-
traceptive pill (Table 2). By post-test 3, greater proportions of
students in both groups gave the last two reasons, indicating that

Table 2Table 2Table 2Table 2Table 2
Reasons a Condom Was Not Used When Student Last Had Sexual IntercourseReasons a Condom Was Not Used When Student Last Had Sexual IntercourseReasons a Condom Was Not Used When Student Last Had Sexual IntercourseReasons a Condom Was Not Used When Student Last Had Sexual IntercourseReasons a Condom Was Not Used When Student Last Had Sexual Intercourse
(% females and males in both groups at pre-test and post-test 3)(% females and males in both groups at pre-test and post-test 3)(% females and males in both groups at pre-test and post-test 3)(% females and males in both groups at pre-test and post-test 3)(% females and males in both groups at pre-test and post-test 3)

Pre-test Post-test 3
Intervention Comparison Intervention Comparison

Reasons F M F M F M F M

Did not have a condom 36 73 37 52 27 46 25 45
Had too much to drink 7 — 5 9 3 10 4 13
Did not know how to use /
did not trust a condom 4 5 5 — 2 1 2 —
Safe time of month 5 — 3 — 4 1 5 2
Have a faithful (safe) partner 19 5 13 15 28 18 24 16
Not able to ask partner to use
one / did not want to show
distrust of partner 10 — 13 — 1 — 2 —
I am (my partner is) on the Pill 14 9 13 12 30 13 29 18
Other* 5 9 11 12 6 11 10 6

* Other responses included “I was raped,” “didn’t expect it to happen,” “didn’t want to,” “feels bet-
ter on the penis without one,” and “didn’t feel it was needed.”
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responsible reasons for non-use of condoms had increased. Interest-
ingly, fewer females in both groups at post-test 3 stated that they
were unable to ask their partner to use a condom. Evidently, female
assertiveness had increased in both groups.

Motivational Supports

An important component of the SHR’s conceptual model was moti-
vational support. Findings are presented here on the influence of
peers and of parents on youth behaviour.

Peer Influence

The motivational supports component was integrated into the pro-
gram through the use of youth peer leaders. The goal of incorporat-
ing these peers into the SHR program was to change the group norms
which encouraged sexual risk behaviours. Peer leaders helped with
small-group activities and cooperative learning where students were
encouraged to interact with one another through discussions in small
groups. Also, the content of some SHR activities stressed the influ-
ence of peers.

A seven-item scale (alpha = .71) was formed to examine peer norms.
One example of a scale item was “My friends and I help each other
avoid taking unnecessary risks.” When the scale scores of the two
study groups were compared, the SHR program had little effect on
changing peer norms which could have negative influences. How-
ever, it was found that students who seemed to be influenced by
peer norms of positive health attitudes and behaviours were less
likely to be sexually active than those whose peer norms promoted
more negative attitudes and risky behaviours. This finding suggests
the importance of the peer support aspect to the conceptual model
and to achieving the SHR program’s main objectives, although over-
all, peer norms were difficult to change using the SHR intervention.

Parent Influence

A second method of incorporating a motivational support compo-
nent into the program was through having students dialogue at home
with their parents about sexual matters. It was anticipated that
parent involvement in the SHR program would have the effect of
improving communication between parent and student, thus creat-
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ing a better opportunity to maintain parental influences on health
behaviours. Six parent-youth activities, which were to be done in
collaboration, were designed to improve the communication between
parent and son or daughter and to foster the development of healthy
attitudes toward safe sexual practices. Unfortunately, procedures
employed by teachers for gaining the parents’ cooperation to par-
ticipate fully in the program’s activities were unsuccessful and only
one-third of the parents did at least one of the SHR activities with
their child. Consequently, data from the minority of parents who
participated are not presented here as they may reflect a biased
sub-sample. This shortcoming illustrates the problem in expecting
teachers and parents to take on new and perhaps challenging roles
in curriculum areas not traditionally seen as the prime responsibil-
ity of schools.

Sexual Behaviours

The number of sexually active students in both groups increased
significantly from pre-test through each of the last two post-tests,
as would be expected for this age group. At pre-test, 15% of the in-
tervention group (15% females; 16% males) and 21% of the compari-
son group (17% females; 26% males) reported having vaginal
intercourse at least once. By post-test 3, the rates were 44% of the

Table 3Table 3Table 3Table 3Table 3
Associations with Having Vaginal SexAssociations with Having Vaginal SexAssociations with Having Vaginal SexAssociations with Having Vaginal SexAssociations with Having Vaginal Sex

Standardized beta
Independent Variables Females Males Total

Cannabis use .21 .11 .17
Alcohol use .16 .22 .17
Mother’s education (lower) .10 — .07
Skipping classes .09 .12 .09
No church attendance .07 .09 .08
Lower average mark — .11 .08
HIV/AIDS/STD knowledge (lower) — .09 —
Higher self-esteem — — .09
Parent relationships (poorer) — — .08

Multiple R .38 .46 .42
R Square .14 .21 .17
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intervention group (46% females; 42% males) and 50% of the com-
parison group (49% females; 51% males). These differences between
the sexual behaviours of the two groups were significant (p<.01) at
each test point but did not clearly indicate the effectiveness of SHR
in promoting abstention. The increase in sexual activity was simi-
lar for both females and males across the two groups, although the
differences between the intervention and control groups in the pro-
portions who were sexually active were greater for males at all four
tests.

Multiple Risk

Students who had sexual intercourse took risks in other areas as
well. A multiple regression analysis on the dependent variable vagi-
nal sex yielded a multiple R value of .46 for males and .38 for fe-
males (Table 3). Self-report variables that were moderately
correlated with having vaginal sex were drinking alcohol, cannabis
use, skipping classes, and achieving lower grades at school.

DISCUSSION

Overall, the differences between the intervention and comparison
group students show a positive, but marginal, effect of the SHR pro-
gram. It must be remembered that even these small positive effects
may have been artifacts of evaluating the groups with instruments
designed to reflect the SHR curriculum content. Other standard-
ized instruments of youth behaviour, if such existed, may have shown
even smaller effects. Furthermore, the intervention group students
may have exhibited a social desirability bias in their responses as
they knew they were receiving a new curriculum. Finally, since im-
plementation of the SHR program was not monitored, it is difficult
to say how completely the program elements were delivered and
whether a Type III error has occurred in the analysis. This is a real
possibility in the assessments of many health education curricula
that are implemented on a broad basis, and we can only have a mod-
est degree of certainty that these findings can be generalized to other
Canadian education settings.

HIV/AIDS/STD Knowledge, Skills, and Behaviour

Sexual activity in both groups increased at about the same rate as
in the general population (King et al., 1988). Therefore, the SHR
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program did not seem to be effective in decreasing the proportion of
youth reporting to have sexual intercourse.

Most Canadian secondary students have been exposed to and under-
stand the basic facts about HIV/AIDS/STD transmission. However,
knowledge of HIV/AIDS increased significantly in the intervention
group over the comparison, which may have indicated the value of a
more practical, skills-based curriculum. Similarly, attitudes and
behavioural intentions improved after the program was implemented
and in subsequent years. Finally, there were significant differences
in assertiveness and condom skills between the intervention and
comparison groups. Students often report an intention to abstain or
to utilize safer sex practices. The SHR program activities related to
condom skills were effective in enabling students to know how to
obtain condoms, to decrease embarrassment about buying condoms,
and to learn the steps of putting on a condom. However, students’
reports on condom use in actual sexual situations showed much less
use. Although young people indicate in Grade 9 that they intend to
use condoms with their sexual partners, when they later become
sexually active, they tend not to use them. On the basis of the evalu-
ation data, 15 year olds did not sufficiently protect themselves and
their partners with safe sexual practices. Their reported use of con-
doms did not increase over time despite the SHR emphasis on the
critical importance of condoms as the only safe protection against
STDs and HIV. Thus, the behavioural parts of the program need to
be reinforced beyond the year in which the program is offered. Fur-
thermore, this indicates that a better understanding is required of
the initiation of sexual relationships and the norms and expectations
which adolescents experience in this activity.

There is some indication that sexual risk behaviours are linked to
other risk taking and experimentation. Although the data are not
conclusive, it might be expected that youth who undertake multiple
risk behaviours may be less influenced by a school-based educational
program.

Peer Influences

High-risk sexual behaviour is not equivalent to other risk behav-
iours, such as substance use or smoking, because sexual activity
involves two people being motivated by emotions and very powerful
biological forces. Also, male and female norms and roles tend to dif-
fer, particularly regarding sexual issues, peer-group structures, and
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values. Therefore, it is important to investigate and understand gen-
eral gender role differences as well as sexuality norms.

While some studies have demonstrated the impact of peer associa-
tion on the initiation and frequency of sexual intercourse among
adolescents (DiBlasio & Benda, 1994; Jessor & Jessor, 1977; Kandel
& Davies, 1991; Treboux & Busch-Rossnagel, 1990), significant gaps
in knowledge remain as to the nature of these associations and the
social mechanisms through which sexual exploration is learned.
Furthermore, sexually active teenagers may be engaging in norm
violation (of society’s norms), rather than in collective conformity to
alternate social controls (within the peer group). The SHR program
had little demonstrable effect on changing peer norms. However,
this may have been due to variation in peer-leader training or in-
consistency in applying the peer-leader strategy. By examining the
value of peer-group coherence in adolescent development and its
impact on behaviours and norms, we may gain further insights into
the role of the social environment in shaping adolescent sexuality.

Sex Education

Education authorities in Canada have recognized “Healthy Growth
and Sexuality” as a major component of health education and have
developed curricula that address the process of developing healthy
sexual relationships, as well as the mechanics of protection from
unwanted pregnancy, HIV, and STDs (Ontario Ministry of Educa-
tion and Training, 1998). The SHR program is a relatively brief in-
tervention and, as such, is less likely to have an impact than a
longer-term curriculum that is well-integrated into multiple sub-
ject areas. However, with recent revisions to the school environment
in many provinces, there may be fewer opportunities for teachers
and resource persons to deliver health-education packages that are
relevant to high risk behaviours. Furthermore, responsibility for
curricula delivery in schools is inconsistent, with various roles be-
ing taken by physical education, counselling, and family studies de-
partments. Biomedical and individualistic behavioural perspectives
usually take precedence in instructional methods. Sociocultural, eco-
nomic, and group dynamic perspectives on high-risk behaviours are
seldom presented to students (CMEC, 1999). Finally, students with
irregular attendance and students who drop out of school do not
benefit from traditionally delivered curricula. These issues suggest
that alternative delivery mechanisms and strategies need to be uti-
lized for HIV/AIDS/STD education for high risk groups of youth.
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CONCLUSIONS

The SHR initiative represents an important development in health-
education programming in that it was accompanied by a long-term
evaluation of outcomes. This research was premised on the assump-
tion that parents and peers can play powerful roles in reinforcing
health-risk avoidance behaviours. Educational programs to reduce
high-risk behaviours that focus only on individual knowledge, atti-
tudes, and behaviours are unlikely to be successful in a peer-group
milieu that provides powerful incentives for conformity to group
normative values. Programming that emphasizes activities that pro-
mote group understanding of norms and skills in changing norms
are needed. Such programs, which recognize the power of group
norms to undermine the individual’s ability to practice preventive
health behaviours and that address the social function underlying
these collective behaviours, are necessary if intervention strategies
are to be effective and sustainable. However, peer programs are also
difficult to implement in the usual school environment of limited
time and resources for “non-essential” curricula.

More research is required to examine the effect of peer influences in
the larger context of behavioural change. This work should contrib-
ute to a more powerful framework to increase understanding about
the sexual behaviours of youth and the factors influencing them. A
study that concentrates on more qualitative information about mo-
tivators, values, and other factors that might influence sexual be-
haviours is necessary to help in the search for explanations and to
guide the development of better educational programs aimed at de-
creasing high-risk behaviours.
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Pour réformer le système sociosanitaire, le gouvernement du
Québec encourage une gestion par programmes intégrés de ser-
vices à l’échelle des régions. Particulièrement, les plans régio-
naux d’organisation des services (PROS) ont constitué une
stratégie d’articulation d’une telle approche. Les PROS peuvent
se définir en tant qu’outils complexes et dynamiques de planifi-
cation des services, visant à mieux répondre aux besoins diver-
sifiés des populations régionales et à coordonner l’offre des
services. Afin d’apprécier le potentiel de cette intervention, cet
article présente un modèle d’évaluation adapté au contexte de
la réforme des services de santé mentale. Ce modèle d’évalua-
tion s’appuie sur une recherche exhaustive qui a été réalisée sur
la mise en œuvre et les effets des PROS et leur contribution à
l’implantation de la Politique de santé mentale. Il s’agit de cir-
conscrire les balises d’interprétation, les cadres d’analyse, et les
variables pertinentes à considérer pour procéder à une telle éva-
luation. L’article débouche sur la promotion d’une approche
participative, émergente, et préventive de l’évaluation des pro-
grammes régionalisés et intégrés des services de santé mentale.

To effect changes in the health care system, the Quebec govern-
ment advocates an integrated program management approach
within each region. In particular, regional service organization
plans (PROS) are a strategy for developing this approach. PROS
are complex and dynamic tools for planning services that aim
to meet the diverse needs of regional populations and to coordi-
nate delivery of services. To assess the potential of this inter-
vention, this article presents an evaluation model adapted to
the context of reform in the mental health sector. The evalua-
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tion model is based on exhaustive research on the implementa-
tion and impact of PROS and their contribution to implementa-
tion of the Mental Health Policy. This article provides guidelines
for interpretation, the analytical framework, and relevant vari-
ables for evaluation. It also promotes a participative, emerg-
ing, and preventive approach to evaluation of integrated regional
programs for mental health services.

Depuis quelques décennies, le champ de l’évaluation des
interventions publiques a considérablement augmenté le nombre de
ses adeptes. Le contexte socio-économique actuel de décroissance
financière rend d’autant plus critique l’importance de recourir à une
telle procédure puisque de nombreux avantages y sont reliés. L’éva-
luation permet l’amélioration de l’efficacité du système et des servi-
ces, de l’adéquation des missions organisationnelles aux besoins du
réseau, et de la capitalisation du savoir; elle vise à allouer les res-
sources selon les activités les plus efficientes et pertinentes pour la
santé de la population, à légitimer le système établi ou le renouvel-
lement de sa configuration, et ainsi de suite (Degeorges, Monnier, &
Spenlehauer, 1990). L’accent mis sur l’évaluation rend actuellement
compte de larges zones d’incertitude dans les relations entre les pro-
blèmes de santé et les interventions les plus efficientes susceptibles
de les résoudre, du développement très rapide des nouvelles techno-
logies médicales et des attentes de plus en plus grandes de la popu-
lation (Contandriopoulos, 1993). C’est dans ce contexte que
l’évaluation devient, avec la Loi 120, une composante centrale de la
gestion du système sociosanitaire. Sur le plan de la gestion régio-
nale, la planification par programmes1 et l’approche par objectifs/
résultats renforcent également l’importance de ce processus.

Plusieurs formes d’évaluation sont recensées; Patton (dans
Contandriopoulos, 1993) en décrit plus de 132 types, par exemple
l’analyse de la productivité, des effets, du rendement, de l’implanta-
tion, du processus, et ainsi de suite. L’objet de l’évaluation peut aussi
sensiblement différer d’une seule composante à un ensemble de va-
riables interreliées dans un système complexe. L’objet d’étude de
l’évaluation, les objectifs qu’elle poursuit, et les fondements ontolo-
giques et épistémologiques que soutiennent ses praticiens définis-
sent le processus d’évaluation, ce qui témoigne de l’aspect complexe
et dynamique d’un tel dispositif. D’après Bégin, Joubert, et Turgeon
(1999), l’évaluation sur le plan de l’administration publique des sys-
tèmes de santé aurait surtout été influencée par le courant positi-
viste. Elle s’est ainsi le plus souvent confinée à des évaluations
techniques de conformité et de surveillance, ne rendant que peu
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compte de la complexité du contexte d’implantation d’une interven-
tion (diversité des intérêts des partenaires, savoir-faire
multidimensionnels, etc.). Le contexte actuel de transformation du
système sociosanitaire rend aussi plus fluide l’objet de l’évaluation
(Mercier, 1990).

L’évaluation de la mise en œuvre et des effets d’une procédure de
planification régionale telle que les plans régionaux d’organisation
des services de santé mentale (PROS) apparaît ici comme un exem-
ple pertinent de la complexité d’un tel dispositif. Les PROS s’appa-
rentent à des instruments de gestion complexes qui se sont
transformés au gré de l’apprentissage des techniques de planifica-
tion et en parallèle à l’évolution du contexte socio-économique. Ils
poursuivent des objectifs technocratiques, démocratiques, et de struc-
turation du système2 et intègrent l’ensemble des distributeurs de
services d’un programme pour une région sociosanitaire, lesquels
doivent desservir une clientèle en fonction d’une gamme continue
de services diversifiés et complémentaires. La réalisation d’une telle
recherche amène aussi à réfléchir sur le processus d’évaluation de
programmes, mettant en exergue la potentialité d’une approche par-
ticipative, émergente, et préventive en ce domaine.

Cet article a donc principalement pour but d’illustrer une démarche
d’évaluation de programmes qui aspire à tenir compte de la com-
plexité d’une intervention et de son caractère dynamique. Le mo-
dèle d’évaluation proposé et les réflexions tirées pour améliorer un
tel dispositif sont appuyés par une recherche qui s’est intéressée à
l’implantation et à l’impact de la planification régionale et des PROS
sur la structuration de la réforme des services de santé mentale au
Québec (Fleury, 1998). Avant de présenter le modèle d’évaluation,
les PROS seront d’abord définis et les objectifs et les méthodes de
cette dernière recherche brièvement discutés puisqu’elle encadre le
présent article. L’analyse de la mise en œuvre de l’intervention PROS
et de sa validité comme outil de gestion à réformer ce système
sociosanitaire s’est d’abord réalisée dans le cadre d’une évaluation
du processus. Le concept de mise en œuvre est défini comme “un
usage approprié et suffisamment intensif d’une intervention”
(Scheirer & Rezmovic, 1983 dans Champagne & Denis, 1992). L’éva-
luation du processus vise à désigner comment certaines particulari-
tés des milieux d’implantation influencent les effets d’une
intervention. L’analyse de l’implantation du PROS s’est aussi réali-
sée grâce 1) à une évaluation de l’effort et de la surveillance de pro-
grammes qui vient comparer les caractéristiques de l’intervention
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planifiée à celles de l’intervention véritablement déployée et cher-
che à en expliquer les écarts; 2) à une évaluation des composantes
qui exprime qu’une connaissance de l’impact relatif des composan-
tes d’un programme sur les effets observés permet de reconnaître
les éléments critiques du succès d’une intervention; et 3) à une éva-
luation de la spécification du traitement qui aide à comprendre com-
ment des variations dans le degré de développement d’une
intervention pourraient influencer les résultats obtenus (Champa-
gne & Denis, 1992).

LE PROJET D’ÉVALUATION DES PROS EN SANTÉ MENTALE

Contexte et définition de l’intervention

À la fin des années 1980, le contexte socio-économique remet en ques-
tion l’organisation des services sociosanitaires. Dans cette mouvance,
les PROS deviennent la principale stratégie d’implantation de la
Politique de santé mentale (MSSS, 1989). Les PROS sont définis
par le ministère (Ministère des Affaires sociales, 1987, p. 5) comme
des processus de planification par programmes «au carrefour ou à
la jonction des orientations et priorités ministérielles et des besoins
des communautés d’une part, et des ressources publiques disponi-
bles et des efforts communautaires, d’autre part». Ils proposent d’in-
troduire une gamme de services plus conforme aux besoins de la
clientèle aux prises avec des troubles de santé mentale (de la pré-
vention/promotion à la réadaptation/réintégration sociales), suivant
une conception biopsychosociale de la notion de santé mentale. Ils
tendent par ailleurs à réformer l’organisation des services en préco-
nisant certaines orientations: 1) assurer la primauté de la personne,
2) accroître la qualité des services, 3) favoriser l’équité, 4) recher-
cher des solutions dans le milieu de vie, et 5) consolider le partena-
riat (MSSS, 1989). La planification par programmes s’effectue aussi
en tenant compte des particularités socio-économiques respectives
des territoires sociosanitaires et des modalités de gestion choisies
par les acteurs régionaux. Ces variations dans les modalités de ges-
tion prises pour atteindre les orientations de la planification contri-
buent actuellement à configurer l’organisation de la distribution des
services dans les régions sociosanitaires et entraînent des résultats
divergents quant à la rencontre, par ces territoires, des objectifs pour-
suivis par la Politique de santé mentale.

Les PROS sont perçus, par les différents acteurs du secteur de la
santé mentale, comme des outils de planification substantiels de
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changements, puisqu’ils élargissent sensiblement le champ de la
santé mentale à d’autres interventions que l’hospitalisation et le trai-
tement psychiatrique et encouragent à rapprocher les services des
communautés. Pour la plupart des régions, la période d’élaboration
des PROS s’étale entre 1989 et 1991. L’exercice, réalisé sous la coor-
dination des conseils régionaux de la santé et des services sociaux
(CRSSS), rassemble les acteurs-clés du domaine de la santé men-
tale d’un territoire respectif. Des comités tripartites, regroupant des
intervenants et des gestionnaires des établissements, du commu-
nautaire, et de l’intersectoriel (municipalités, commissions scolai-
res, etc.) sont en effet déployés pour supporter le processus de
planification. Avec les PROS, le rôle des acteurs organisationnels
autres que ceux qui exercent en milieu psychiatrique est donc insti-
tutionnalisé. Les PROS sont ainsi des instruments centraux de dé-
mocratisation, puisqu’ils intègrent une pluralité d’acteurs au
processus de prise de décision. La planification régionale est, par
ailleurs, systémique et formalisée (les documents PROS ont pres-
que tous plus de 200 pages), imprégnée des différentes étapes de ce
processus: planification stratégique, tactique, et opérationnelle
(Pineault & Daveluy, 1995).

Les PROS sont aussi structurés en fonction des approches par pro-
grammes et par objectifs/résultats. L’évaluation de la planification
et des services devient également une étape cruciale du processus
de gestion régionale. L’approche par programmes propose de gérer
les services d’un territoire non plus en fonction des distributeurs,
mais en fonction des besoins intégrés recensés de la clientèle. Elle
tire ses fondements de l’approche matricielle, puisque l’on cherche
à introduire pour un domaine d’activités une double structure d’auto-
rité et de prise de décision ainsi que des mécanismes les appuyant
(régionale et organisationnelle: Galbraith, 1971, 1972). Cette appro-
che devrait éventuellement favoriser l’amélioration de la coordina-
tion latérale des services et jouer positivement sur l’efficience et la
pertinence du système (Provan & Milward, 1994; Provan, Sebastian,
& Milward, 1996). Par exemple, le programme de santé mentale de
la Montérégie s’organise dans une nomenclature de 32 sous-program-
mes répertoriés en trois niveaux de services (prévention et promo-
tion, première ligne et services de crise, et services spécialisés —
deuxième ligne) et composés d’activités sous la responsabilité de dis-
tributeurs principaux et de collaborateurs obligatoires ou volontai-
res qui sont dispersés dans l’ensemble des organisations du réseau
de la santé mentale.
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La planification par objectifs et par résultats propose principale-
ment de financer le système en fonction d’objectifs et d’effets rela-
tifs à l’amélioration de la santé de la population. L’approche par
objectifs/résultats s’appuie sur la théorie «management by objecti-
ves» (MBO). Initialement développé pour bonifier le rendement des
employés par la spécification de responsabilités, de buts poursuivis,
et de résultats attendus qui sont conjointement élaborés par les
employés et les employeurs, le concept prend actuellement des for-
mes plus extensives (Ford, McLaughlin, & Nixdorf, 1980; Greenwood,
1981). L’approche «MBO» est ainsi jugée efficace pour planifier des
stratégies, pour organiser les ressources et pour préciser les respon-
sabilités organisationnelles (Covaleski & Dirsmith, 1981; Rodgers
& Hunter, 1992; Thompson, Luthans, & Terpening, 1981). Elle est
singulièrement utilisée dans les PROS pour associer les fonctions
de gestion, de planification, et de contrôle; pour clarifier la compré-
hension des buts organisationnels, comme mécanismes de contrôle
(mesure de la performance et suivi de l’atteinte des objectifs); et pour
développer la capacité envers le changement.

Objectifs poursuivis par la recherche et méthodologie

D’un point de vue théorique, la recherche évaluative sur la planifi-
cation régionale du programme de santé mentale visait à mieux cer-
ner le rôle des outils de gestion et de la planification dans la
transformation des systèmes sociosanitaires. Sur le plan empirique,
elle a procédé à l’évaluation de la mise en œuvre et des effets des
PROS et de leur contribution à l’implantation de la Politique de santé
mentale, particulièrement pour le territoire sociosanitaire de la
Montérégie. Les principaux résultats de la recherche ont été discu-
tés dans d’autres publications (Denis et al., 1998; Fleury, 1998;
Fleury & Denis, 2000; Fleury, Denis, & Sicotte, à paraître). Pour
répondre aux objectifs de la recherche, le devis utilisé comprenait
une étude de cas, réalisée dans la région sociosanitaire de la
Montérégie, et une enquête descriptive, effectuée dans le reste des
territoires du Québec (à l’exception des régions sociosanitaires du
Nord du Québec, du Nunavik, et de la Baie-James). Nous avons con-
duit 160 entrevues semi-dirigées auprès d’une diversité d’acteurs
du réseau de la santé mentale: intervenants et gestionnaires des
établissements et des organismes communautaires interagissant
dans ce secteur, acteurs du milieu intersectoriel mobilisés dans la
planification régionale, clientèle et proches des services, et gestion-
naires des régies régionales. Une importante revue de littérature,
constituée de sources primaires (sources d’archives, documents mi-
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nistériels, régionaux, ou d’acteurs organisationnels) et secondaires
(systèmes de santé mentale, théorie organisationnelle, et analyse
de l’implantation), a aussi servi d’appui à cette investigation. La
collecte des données, articulée en sept périodes, a eu lieu de février
1995 à juin 1997.

L’étude de cas est la stratégie de recherche la plus souvent utilisée
pour mener une analyse d’implantation (Denis & Champagne, 1990).
Elle permet au chercheur d’examiner en profondeur une unité d’ana-
lyse ou un petit nombre d’unités d’analyse. La complexité, la perti-
nence, et l’exhaustivité des relations entre les composantes du cas à
l’étude et la confrontation entre le modèle théorique et la réalité du
terrain témoignent de la puissance explicative de ce genre de stra-
tégie de recherche (Contandriopoulos, Champagne, Potvin, Denis,
& Boyle, 1990). L’enquête descriptive permet ici d’obtenir une re-
présentation transversale des caractéristiques des différentes régions
et du degré de mise en œuvre d’un modèle intégré de distribution
des services. Ces deux devis s’inscrivent parmi les recherches syn-
thétiques qui sont généralement jugées plus apte que les études ex-
périmentale ou quasi-expérimentale à résoudre les problèmes
extrêmement complexes posés par les sciences humaines, car ils pren-
nent largement en compte la complexité des situations, leurs con-
tradictions, la dynamique des processus, ainsi que les points de vue
différents des acteurs sociaux (Pourtois & Desmet, 1989).

Nous avons aussi procédé à des analyses synchronique, diachroni-
que, et parallèle des données. L’analyse synchronique a permis de
tracer un portrait actuel des PROS comme outil de planification,
des configurations de l’organisation de la distribution des services
de santé mentale, de l’influence du contexte socio-économique sur
l’implantation de cet outil de gestion, et de sa contribution à l’at-
teinte des objectifs de la réforme en santé mentale. L’analyse dia-
chronique a cherché à clarifier ce qu’étaient les PROS lors de leur
déploiement, l’influence du contexte sur leur mise en œuvre à cette
période, et la configuration des services avant 1989. L’analyse pa-
rallèle a permis de généraliser les résultats obtenus par l’analyse
synchronique et diachronique aux différentes problématiques exa-
minées. Elle s’est attachée à explorer les «patterns» de relations ob-
servées au sujet du développement et des effets des PROS et des
configurations de l’organisation des services de santé mentale.

Afin de réduire les biais inhérents à toute recherche, nous avons
élaboré un modèle théorique explicite, circonscrivant l’objet d’étude
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dans sa complexité et dans sa dynamique et cernant l’émergence de
nouveaux construits, lequel s’est inscrit dans un paradigme distinct.
Nous avons aussi procédé par une stratégie de triangulation de l’in-
formation. Une description précise et détaillée des procédures em-
ployées par les chercheurs pour collecter et interpréter les données
a ainsi été réalisée, ce qui a contribué à la validité interne de l’étude.
L’enquête descriptive, effectuée pour l’ensemble des régions
sociosanitaires, a permis d’augmenter la validité externe de la re-
cherche. La notion de validité externe fait référence à la potentia-
lité de généraliser les conclusions d’une étude à d’autres contextes,
populations, ou périodisations. Le potentiel de généralisation d’une
recherche s’accroît d’autant plus quand cette dernière peut être
transférable nonobstant un contexte similaire (principe de robus-
tesse). La validité externe d’une recherche synthétique repose sur-
tout sur la généralisation analytique dont elle est porteuse ou sur
l’aspect généralisable du modèle théorique sur lequel elle s’appuie:
«Mieux on comprend comment, par quels mécanismes, les résultats
ont été obtenus et quel a été le rôle de différents facteurs dans leur
obtention, plus il sera facile de généraliser les résultats par rapport
à d’autres populations, à d’autres contextes et à d’autres périodes
(principe de l’explication)» (Contandriopoulos et al., 1990, pp. 37–
38). La section qui suit présente le modèle théorique de l’évaluation
des PROS.

MODÉLE THÉORIQUE DE L’ÉVALUATION DES PROS EN SANTE
MENTALE

Pour examiner la mise en œuvre et les effets des PROS, un cadre
conceptuel d’interprétation générale et un modèle d’analyse des com-
posantes des PROS ont été développés. Ce premier établit les bali-
ses paradigmatiques et théoriques qui soutiennent l’ensemble de la
recherche. Il considère l’évaluation de l’implantation d’un change-
ment stratégique comme un processus complexe, systémique, et dy-
namique. De ce fait, l’introduction d’une réforme est jugée en fonction
de trois dimensions (institutionnalisation, cadre d’interaction, et
pouvoir/culture) et de cinq niveaux d’analyse, lesquels sont présen-
tés dans la section qui suit: 1) le contexte socio-économique (Qué-
bec/Canada/Occident), 2) l’État et la société civile, 3) le champ
(médical/alternatif/santé), 4) la structuration organisationnelle, et
5) l’individu (voir Figure 1). Le modèle d’analyse des composantes
des PROS s’inscrit dans le cadre général d’interprétation. Il identi-
fie les composantes spécifiques de mise en œuvre et d’effets de l’in-
tervention.
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Cadre conceptuel général d’interprétation de la recherche

Des niveaux et dimensions d’analyse de ce cadre général d’interpré-
tation, le contexte socio-économique est interprété en tant
qu’épistémè, formée de systèmes structuro-matériel et symbolique
(Chanlat, 1990). Le concept d’épistémè est défini comme un ensem-
ble de connaissances réglées, de types de rationalité, et de
routinisation de l’action, propres à l’esprit d’un temps et d’un lieu
(Dreyfus & Rabinow, 1984). Le déploiement des PROS est notam-
ment fortement déterminé par les conditions économiques de l’État,
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le rôle de mouvements sociaux tels que la syndicalisation et la
communautarisation des services, et la conceptualisation des trou-
bles de la santé mentale. Par exemple, l’enfermement/traitement
est de plus en plus perçu comme une intervention inadéquate consi-
dérant le contexte économique actuel, la morale de la société (va-
leur humanitaire), et l’évolution technologique (mise en marché des
neuroleptiques et des antidépresseurs). Les individus sont néan-
moins capables de se déjouer du «poids» des structures sociales et
symboliques, puisqu’ils sont conçus en tant qu’ «acteurs» (Crozier et
Friedberg, 1977). La personnalité des distributeurs de services a
notamment été rapportée, lors de cette étude, comme l’une des con-
ditions déterminantes de la coordination des soins et des activités
de santé mentale. De même que la collaboration des centres hospi-
taliers au processus de réforme dans le secteur de la santé mentale,
comme souvent relative à la personnalité des dirigeants qui peu-
vent infléchir la vision et le comportement organisationnels de ces
institutions.

Le niveau de la structure organisationnelle correspond principale-
ment aux régies régionales, aux centres hospitaliers, aux centres
locaux de services communautaires (CLSC), aux différents organis-
mes communautaires (groupes d’entraide, ressources d’hébergement,
etc.) et aux membres de l’intersectoriel (municipalités, commissions
scolaires, etc.) qui interagissent dans le domaine de la santé men-
tale. Plusieurs définitions ont été données de la structure organisa-
tionnelle. Séguin et Chanlat (1992) répertorient trois paradigmes qui
structurent l’ensemble de ce corpus: les paradigmes fonctionnaliste,
critique, et de la complexité. Le premier a longtemps été le paradigme
dominant en science administrative, le paradigme critique étant trop
souvent laissé pour compte. Le troisième est en voie d’émergence,
influençant de plus en plus les façons de concevoir l’organisation.
Plusieurs postulats sont rattachés à l’analyse organisationnelle im-
prégnée par le paradigme fonctionnaliste: 1) une conception systé-
mique (ensemble dont les parties sont reliées les unes aux autres)
et synchronique de l’organisation (accent sur la coordination d’un
ensemble), 2) une conception téléologique de l’organisation (des buts
consensuels poursuivis), 3) une conception antihistorique de l’orga-
nisation (évacuation de l’histoire, des phénomènes de causalité et du
changement), et 4) une conception intégrante et non conflictuelle de
l’organisation (vision partagée et harmonique). Le paradigme criti-
que est soutenu par six conceptions de l’organisation: 1) une concep-
tion sociologique (importance du pouvoir et des idéologies, des
valeurs, et des conceptions qui traversent une époque), 2) une con-
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ception historique (prise en compte du passé pour expliquer le pré-
sent), 3) une conception dialectique de l’organisation (vision
processuelle de la réalité qui privilégie les contradictions), 4) une
conception démystificatrice des organisations (dénonciation de la
réification), 5) une vision actionnaliste des organisations (l’organi-
sation est une expression du vouloir, du savoir, et du faire de
l’homme), et 6) une vision émancipatrice de l’organisation (libération
de la domination et de l’exploitation). Le paradigme de la complexité
propose de réunir les visions contradictoires des paradigmes
fonctionnaliste et critique: privilégiant l’ordre et le désordre, la syn-
chronie et la diachronie, et ainsi de suite. C’est dans le paradigme
de la complexité que s’est positionnée l’évaluation des PROS.

La société civile/l’État et le champ sont les deux autres niveaux ana-
lytiques considérés. Ce premier fait référence aux forces de régula-
tion en opposition: force émergente et locale et force centrale et pla-
nifiée. La décentralisation et la démocratisation de la gestion du
système renforcent actuellement le pouvoir des sociétés civiles dont
les régions, les territoires locaux, et les organismes communautai-
res sont représentatifs. L’appartenance aux formes de régulations
locales ou centrales dépend, en fait, de la position comparative des
acteurs organisationnels dans la situation à l’étude. Le concept de
champ est identifié à un espace historique structuré de relation de
pouvoir et formé d’une vision relativement consensuelle de la réa-
lité: d’une logique et d’une pratique, de capitaux et d’habitus parti-
culiers (Bourdieu, 1975). On désigne par capital les prédispositions
et les acquis individuels et sociaux d’ordre économique, culturel, et
symbolique. L’habitus relève des schèmes de perception, d’appré-
ciation, et de pratiques historiques qui sont inculqués par un indi-
vidu, une organisation, ou un champ. Les champs peuvent être plus
ou moins légitimés et plus ou moins autonomes; leur rapport à la
société civile et surtout à l’État (le champ du pouvoir) est représen-
tatif de ce degré de légitimation et d’autonomie (Fleury, Denis, Cham-
pagne, & Pineault, à paraître); voir plus loin la notion d’institution-
nalisation). Trois champs sont traités dans la recherche: le champ
alternatif, médical, et de la santé (ou le champ réformiste). En santé
mentale, le champ alternatif est associé aux forces communautaires
et surtout aux ressources «alternatives»; le champ médical, singu-
lièrement aux centres hospitaliers par leurs départements de psy-
chiatrie et le champ de la santé, à la réforme en cours, particulière-
ment à l’action des régies régionales et du ministère. Le champ
alternatif est caractérisé comme une forme territorialisée de régu-
lation et par une déprofessionnalisation des interventions, une
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démédicalisation des processus de vie, une dévictimisation des indi-
vidus, et une désexisation de la société (Lamoureux, 1994). Le champ
médical se spécifie par une approche clinico-pathologique et
épidémiologique de la maladie et une pratique hospitalocentrique.
En santé mentale, le courant alternatif privilégie les notions
«psychosociale» du concept de santé mentale; le courant médical, la
notion biomédicale. Le champ réformiste propose l’intégration des
philosophies et des pratiques d’intervention, la notion biopsycho-
sociale du concept de santé mentale étant privilégiée.

Des trois dimensions d’analyse du cadre conceptuel général d’inter-
prétation de la recherche, le pouvoir est conçu comme un rapport de
force qui est contraignant ou stimulant. Le pouvoir est inhérent à
toute action et à toute relation d’échange qui sont foncièrement
inégalitaires. L’inégalité s’explique par la possession de capitaux
divergents (Bourdieu, 1975) et par le contrôle ou la démystification
de règles de jeux (Crozier & Friedberg, 1977; Friedberg, 1992). Qua-
tre types de capitaux sont relevés: économique, social, culturel, et
symbolique. La portée des capitaux est fonction du champ dans le-
quel les individus ou les organisations sont insérés. En santé men-
tale, le capital culturel, relié au savoir, est le plus promu (Bourdieu,
1975). En ce sens, les professionnels de la science médicale sont les
plus investis de pouvoir. Les règles de jeu sont définies comme «des
mécanismes de régulation, plus ou moins stabilisés et articulés, struc-
turant les processus d’interaction, c’est-à-dire d’échange et de négo-
ciation à travers lesquels les acteurs concernés règlent et gèrent les
dépendances mutuelles qui ont donné naissance à leur coopération,
en même temps qu’elles sont entretenues par elles» (Friedberg, 1992,
p. 111). La force d’un acteur ou d’une organisation est de pouvoir
consolider, à l’intérieur de ces règles, la pertinence de ses possibili-
tés d’action (définition des solutions et des problèmes pertinents),
hausser sa zone d’autonomie et les sources d’incertitude pertinentes
contrôlées. La capacité d’un acteur ou d’une organisation est «le pro-
duit conjoint de ce que Boudon (1986) a appelé un effet de position
(elle dépend de la position qu’un décideur ou un acteur occupe dans
un contexte d’action donné et qui conditionne son accès aux informa-
tions pertinentes) et d’un effet de disposition (elle dépend des dispo-
sitions mentales, cognitives, affectives de ce même décideur qui sont
toujours, en partie, préformées par une socialisation passée)»
(Friedberg, 1992, pp. 46-47). L’acteur et l’organisation en position de
force peuvent aussi tenter de modifier les règles de jeu, si celles-ci
contreviennent à leur volonté de puissance ou de contrôle ou à leur
définition des enjeux (voir plus loin la notion de changement).
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La notion de culture, qui insiste sur les dimensions sémantiques des
rapports sociaux (valeurs, normes, histoires, personnalités, etc.),
éclaire aussi le processus de changement social et de construction de
la réalité (Abravanel et al., 1988; Morgan, 1989; Reitter, Chevalier,
Laroche, Mendoza, & Pulicani, 1991). Cette notion met notamment
en exergue la complexité et l’hétérogénéité d’une organisation (ses
sous-cultures, contre-cultures, etc.), mais aussi les mécanismes d’uni-
formisation d’une culture organisationnelle. Spécifiquement, l’ana-
lyse institutionnaliste, par la portée qu’elle accorde aux archétypes
qui sont définis en termes de structures et de processus liés à un sys-
tème d’idée et de valeur, souligne que les normes culturelles peuvent
représenter des forces centrales d’enrôlement organisationnel, par-
fois plus capitales que le pouvoir du marché où règne le critère d’ef-
ficience (Greenwood & Hinings, 1996). Selon Scott et Meyer (1991),
cette situation se présente dans le système de santé mentale.

La notion d’institutionnalisation fait référence à l’inscription et à la
réification de processus ou de structures historiques dans des sphè-
res de légitimation et d’autonomie. Toutes actions ou structures qui
se perpétuent dans le temps, sans nécessairement que l’on sache les
raisons de cette routinisation de l’action ou de la persévérance de
cette structure, sont jugées comme des phénomènes institutionnali-
sés. Toute forme d’institutionnalisation intègre une définition et une
prescription de la réalité socialement construite et des mécanismes
élaborés pour préserver cette inscription. Berger et Luckman (1986)
identifient quatre niveaux de consolidation d’un processus institu-
tionnalisé: 1) le langage; 2) les proverbes, les maximes, et la morale;
3) la théorie; et 4) la symbolique. Ces mécanismes proposent
«d’euphémiser les rapports de force en rapports de sens, par la trans-
figuration du fait en droit et en valeur» (Cibois, dans Van Meter,
1992, p. 789). Le degré d’institutionnalisation d’une pratique cor-
respond à son degré de légitimation et d’autonomie. Il existe deux
formes de légitimation: par l’État et par la société civile. Le degré
d’autonomie fait référence à la potentialité, pour une pratique ou
un champ, de se réguler indépendamment de l’État. Plus une prati-
que est notamment institutionnalisée, plus elle sera réfractaire au
changement. L’étude du degré d’institutionnalisation détermine ainsi
la mobilisation au changement (Fleury et al., à paraître). Par exem-
ple, la médecine psychiatrique élabore, à la fin du XIXe siècle, un
corpus théorique expliquant la maladie mentale (Andreasen, 1985;
Keating, 1993); à cette époque, le médecin psychiatre est aussi con-
sacré garant du malade (la symbolique). Il y a ainsi une alliance
entre le politique (le champ du pouvoir) et le corps médical qui doit
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dès lors administrer cette maladie, bien que la compétence scientifi-
que des médecins soit pour le moins douteuse (Boudreau, 1984; Cas-
tel, 1976). La psychiatrie devient donc fortement légitimée par l’État
et par la société civile et possède une grande autonomie de régula-
tion. Sa mobilisation dans un projet de changement social deman-
dera, de ce fait, des protagonistes d’une réforme, la planification d’une
stratégie fort articulée.

La notion de cadre d’interaction est fortement reliée aux effets sé-
mantiques produits dans des situations de co-présence, c’est-à-dire
dans des circonstances où deux ou plusieurs individus (ou groupes)
se rencontrent. Des changements dans le cadre d’action jouent sur
les effets sémantiques. Le cadre d’action (framing) se conçoit comme
ce qui rend possible la mise en ordre, l’organisation des activités et
des significations (Goffman, dans Van Meter, 1992). La notion de
«faces», la construction de ces dernières dans des situations de co-
présence, est inhérente à la compréhension de la notion de cadre
d’interaction. La notion de «faces» est associée à la valeur sociale
positive qu’une personne ou qu’un groupe revendiquent. Les «faces»
sont le produit de l’action de ces derniers, mais aussi le produit du
reflet de soi sur autrui: c’est par alter qu’ego se construit. Ainsi, le
changement des structures de consultation appuyant la planifica-
tion régionale dans le secteur de la santé mentale à partir de 1989
bouleverse les cadres d’interaction. Les partenaires sont maintenant
positionnés dans une répartition égalitaire. Ce changement de ca-
dre d’interaction et de situation de co-présence influence les «faces»
des groupes et des individus siégeant dans ces instances. Un rap-
prochement entre les groupes communautaires et les départements
de psychiatrie et une certaine décristallisation de leurs rôles ont
notamment été relevés; les deux groupes s’affirment aussi moins
radicaux dans leurs visions (les champs alternatif/médical). Le con-
cept de «face» aide par ailleurs à démystifier la situation des per-
sonnes atteintes de problèmes de santé mentale, puisqu’il peut aussi
fait référence à la stigmatisation de cette clientèle.

Comme autre variable à l’étude de ce cadre conceptuel général, le
type de changements qu’une réforme met en jeu demeure aussi im-
portant à cerner, influençant sa potentialité de mise en œuvre. Du
corpus théorique sur le changement, trois caractéristiques orientant
le cadre conceptuel de l’évaluation des PROS ont été retenues: 1) la
nature planifiée ou émergente, 2) radicale (révolutionnaire) ou
incrémentielle (évolutive), et 3) la question des déterminants d’un
changement. Une réforme est en effet conçue comme un processus
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complexe, dynamique, et politique et, plus souvent qu’autrement,
de nature incrémentielle en raison de l’ampleur des modifications
qu’elle soutient et des enjeux qui y sont sous-jacents (Greenwood &
Hinings, 1996; Ramaprasad, 1982; Tushman, Romanelli, & Roman-
elli, 1985). Les modifications de régulation envisagées pour le sec-
teur de la santé mentale sont aussi de type planifié; elles résultent
au niveau national d’une politique (la Politique de la santé men-
tale) et sur le plan régional des PROS. Néanmoins, l’élaboration de
la planification s’inscrit également dans un dispositif émergent,
puisque les PROS ont pris forme d’un long processus consultatif
(1989–91). Le contexte actuel de compression des dépenses publi-
ques et du virage ambulatoire renforce par ailleurs la tendance ra-
dicale du mouvement de réforme.

Bref, le déploiement d’une réforme n’est pas un processus facile,
puisque l’intervention est mise en œuvre dans un contexte particu-
lier (les cinq niveaux d’analyse et les dimensions de l’institutionna-
lisation, du pouvoir, et de la culture) qui agit en interaction avec
l’objet même de l’implantation (cadre d’interaction). En fonction de
ce contexte, les acteurs s’approprient différemment les processus de
réforme. Il y a toujours les partisans d’une réforme et ses détrac-
teurs; les premiers sont souvent les acteurs que la transformation
avantage et les deuxièmes, plutôt ceux qu’elle désavantage. La mise
de l’avant d’une réforme par le gouvernement implique cependant
la présence d’un certain consensus social sur ses enjeux (Callon, 1989;
Callon & Latour, 1986; White, 1993). Ainsi, l’évaluation des PROS
considère particulièrement les rôles joués par les gestionnaires des
régies régionales et par les acteurs siégeant sur les comités consul-
tatifs, appuyant le processus de planification régionale. Ceux-ci con-
tribuent directement à l’animation et au soutien du développement
de la planification régionale par programmes.

Modèle d’analyse des composantes de la mise en œuvre et des effets des
PROS en santé mentale

Le modèle théorique élaboré pour évaluer la mise en œuvre et les
effets des PROS s’appuie sur une articulation du modèle théorique
du programme (Chen, 1990). Le modèle du programme consiste à
expliciter les liens logiques entre les différentes composantes d’une
intervention (moyens, processus, résultats) et ses objectifs. Figure 2
présente cette modélisation de l’évaluation des PROS. Les program-
mes régionaux poursuivent un ensemble d’objectifs (1,4,5,6) qui de-
vraient être rencontrés grâce à l’implantation de moyens ou de
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processus de production de services (2,3). L’intervention vise à aug-
menter la coordination des ressources ou des producteurs de servi-
ces (3), ce qui devrait éventuellement jouer sur la qualité des services
(5) et ultimement sur leur pertinence et leur efficience (6). L’outil
devrait aussi permettre un ajustement des ressources aux besoins
de la clientèle (4). Ce modèle articule la relation entre le déploie-
ment des PROS et leurs effets autour du principe de coordination
latérale, c’est-à-dire d’un modèle de gestion matricielle.

La forme matricielle correspond à l’utilisation par une organisation
ou par un réseau de structures d’autorité et de mécanismes de sup-
port multiples, regroupant les membres d’unités fonctionnelles dis-
tinctes pour les faire travailler à la réalisation de tâches ou à la
résolution de problèmes rencontrés fréquemment dans le déroule-
ment des activités (Davis & Lawrence, 1977). S’il s’agit d’une struc-
ture temporaire, on parle plutôt d’une gestion par projet que d’une
gestion matricielle (Cleland & King, 1983). L’adoption de la forme
matricielle devrait maintenir le niveau de spécialisation requis chez
les différents acteurs tout en favorisant la mise en commun de leur
expertise. La gestion matricielle se caractérise par cinq éléments
organisationnels (Galbraith, 1971): 1) une différenciation structu-
relle par la désignation d’un directeur ou d’un responsable des pro-
jets ou des programmes et possiblement par une départe-
mentalisation de cette fonction de coordination (e.g., division de la
planification au niveau régional); 2) la présence d’une double struc-
ture d’autorité (e.g., l’orientation des activités de santé mentale est
aussi encouragée par le niveau régional); 3) l’influence de la nou-
velle structure matricielle sur les décisions (Galbraith, 1972) (e.g.,
au-delà de la fonction de coordination, le niveau régional intervient

Figure 2Figure 2Figure 2Figure 2Figure 2
Modélisation de l’évaluation des composantes des PROS.SMModélisation de l’évaluation des composantes des PROS.SMModélisation de l’évaluation des composantes des PROS.SMModélisation de l’évaluation des composantes des PROS.SMModélisation de l’évaluation des composantes des PROS.SM

Adapté de Denis et al., 1994
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directement sur les activités par un financement par programmes);
4) l’élaboration de systèmes d’appui propres à la structure matri-
cielle (Davis & Lawrence, 1977) (e.g., un développement par le ni-
veau régional de ressources pour la planification, la budgétisation,
le traitement de l’information, etc.); et 5) une dynamique de diffu-
sion interne, c’est-à-dire que l’évolution de la gestion matricielle
amènerait graduellement cette structure à englober plus d’activités
pour produire les effets attendus (e.g., expansion progressive du fi-
nancement par programmes dans une région). Cette structuration
des services devrait produire un plus grand degré de coordination
latérale. En brisant avec le principe d’unité de commande (Mintzberg,
1979), la gestion matricielle doit cependant composer avec des sour-
ces multiples d’autorité et les conflits potentiels qui en découlent
(Ford & Randolph, 1992; Gobeli & Larson, 1986, 1987). Par ailleurs,
la dynamique politique caractérisant une organisation ou un réseau
organisationnel donné peut empêcher de recourir à la forme matri-
cielle jugée optimale (Ford & Randolph, 1992).

Ainsi, un PROS en santé mentale, en tant qu’approche matricielle
de coordination des services, génère potentiellement des effets posi-
tifs et négatifs. Par rapport aux effets positifs, la gestion matricielle
devrait notamment: accroître la fréquence et la formalisation des
échanges et des communications entre les différents acteurs ou uni-
tés organisationnelles (Davis & Lawrence, 1977; Galbraith, 1971;
Gobeli & Larson, 1987); augmenter la capacité de traitement de l’in-
formation du système organisationnel et ainsi, sa vitesse de réponse
aux problèmes rencontrés (Davis & Lawrence, 1977); permettre une
plus grande flexibilité dans l’allocation et l’utilisation des ressour-
ces, en particulier pour les ressources ou compétences considérées
rares dans un système organisationnel (White, 1984); développer la
satisfaction et la motivation des membres des organisations concer-
nées en facilitant le travail d’équipe et la résolution des problèmes
auxquels ils sont confrontés (Randolph & Posner, 1992); assurer une
meilleure qualité de la production ou des services et conséquem-
ment favoriser l’atteinte des objectifs (Galbraith, 1971). Ces effets
positifs reposent sur le postulat que la performance d’une organisa-
tion dépend d’un appariement entre les exigences des tâches à réa-
liser en termes de traitement de l’information et de l’efficacité d’un
système organisationnel à traiter l’information pertinente (Burns,
1989). En santé mentale, l’arrimage des services devrait spécifique-
ment améliorer l’efficience des services dispensés à la clientèle et
favoriser le bien-être des personnes (Bolland & Wilson, 1994; Con-
rad, 1993; Gillies, Shortell, Anderson, Mitchell, & Morgan, 1993;
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Provan & Milward, 1994; Provan, Sebastian, & Milward, 1996; Ross,
1979; Shore & Cohen, 1990).

Les effets négatifs de l’approche matricielle résultent en grande par-
tie de la coexistence de sources multiples d’autorité (Ford &
Randolph, 1992). La mise en œuvre d’une forme matricielle peut
créer un ensemble de problèmes au niveau organisationnel (Joyce,
1986) et conduire à une intensification des conflits entre les mem-
bres des différentes unités concernées, conflits relevant de l’ambi-
guïté dans les rôles et les responsabilités associés à cette forme (Davis
& Lawrence, 1977). Ces conflits se manifestent surtout dans la dé-
termination des priorités à l’intérieur des programmes ou des pro-
jets, dans la définition des procédures administratives encadrant
leur fonctionnement, et dans l’allocation des ressources et l’organi-
sation du travail (Denis, 1986). Le risque de conflits est renforcé
dans une forme matricielle par une augmentation des interactions
entre individus ayant des appartenances diversifiées (Posner, 1986).
Les individus qui sont appelés à travailler sous plusieurs responsa-
bles de projets ou de programmes sont potentiellement exposés à
des problèmes de conflit et d’ambiguïté de rôles ainsi que de sur-
charge de travail (Joyce, 1986). La gestion matricielle peut aussi
entraîner des coûts en accroissant l’intensité administrative (Davis
& Lawrence, 1977) et en alourdissant le processus de prise de déci-
sions, ce qui contribue à retarder la décision (David & Lawrence,
1977; Denis 1986). Théoriquement, la gestion matricielle semble ainsi
reliée à des effets paradoxaux (Ford & Randolph, 1992).

Figure 3 présente le modèle d’évaluation de la mise en œuvre et des
effets des différentes composantes de l’intervention PROS. Chacune
des flèches du modèle correspond à une hypothèse mise à l’épreuve
empiriquement. D’abord, l’évaluation permet d’associer le degré de
développement des différentes composantes de l’intervention (sys-
tème de gestion et de financement par programmes et par objectifs/
résultats, système d’évaluation ainsi que démocratisation et décen-
tralisation) avec le niveau de coordination latérale atteint dans le
secteur de la santé mentale. La coordination latérale donne lieu à
des situations paradoxales qui, selon les arbitrages réalisés entre
les bénéfices et les désavantages de ce modèle de gestion dans le
système de distribution des services de santé mentale, produisent
des effets variables en termes de qualité, d’ajustement aux besoins,
de productivité, de pertinence, d’efficience, et d’équité des services.
La section qui suit circonscrit les différentes composantes de l’éva-
luation des PROS.
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COMPOSANTES DE L’ÉVALUATION DES PROS EN SANTÉ MENTALE

Outil PROS

Système de gestion et de financement par programmes et par
objectifs/résultats

Trois composantes sont ici considérées: la formalisation de la plani-
fication et de la gestion par objectifs/résultats, la gestion par pro-
grammes, et le financement par programmes. La formalisation de
la planification correspond à la précision des mandats des agents
dans la mise en œuvre des PROS et au degré de spécification des
méthodes et des procédures permettant d’accomplir les rôles (Price
& Mueller, 1986). La formalisation de la gestion par objectifs/résul-
tats fait référence à la précision d’objectifs et d’effets attendus par
niveaux de services (prévention/promotion, première ligne et crise,
et services spécialisés) et par clientèles (jeunes, adultes, personnes
âgées). Elle comprend trois dimensions: 1) l’ampleur des champs d’ac-
tivités couverts par les objectifs, 2) la précision des objectifs, et 3) la
spécification des moyens pour les atteindre. L’évaluation du déploie-
ment de la gestion par programmes relève de l’adéquation du sys-

Figure 3Figure 3Figure 3Figure 3Figure 3
Modèle d’analyse des composantes de mise en œuvre et d’effets des PROS.SMModèle d’analyse des composantes de mise en œuvre et d’effets des PROS.SMModèle d’analyse des composantes de mise en œuvre et d’effets des PROS.SMModèle d’analyse des composantes de mise en œuvre et d’effets des PROS.SMModèle d’analyse des composantes de mise en œuvre et d’effets des PROS.SM
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tème de distribution aux programmes planifiés au niveau régional.
Elle tient compte de la définition donnée à la notion de programmes
et vient apprécier la nomenclature des programmes et les systèmes
d’information appuyant cette approche. Le financement par program-
mes consiste enfin à lier l’allocation des ressources financières à la
réalisation des activités contenues dans le programme régional de
santé mentale.

Système d’évaluation

Il s’agit ici d’apprécier les activités de suivis d’implantation des PROS
par le niveau régional. Trois éléments sont traités dans cette caté-
gorie: 1) la consultation périodique par le niveau régional des ac-
teurs du réseau à des fins de dépistage des problèmes de mise en
œuvre des PROS, 2) le degré de vérification exercé par le niveau
régional de l’utilisation appropriée des sommes allouées, et 3) le dé-
veloppement de systèmes d’information et d’indicateurs de mise en
œuvre des PROS.

Démocratisation et décentralisation

La démocratisation de la planification régionale est mesurée par le
degré de participation des différents acteurs du réseau de santé
mentale aux décisions entourant la gestion des PROS et au contrôle
de leur mise en œuvre et par le degré de diffusion de l’information.
La décentralisation est relative au degré d’autonomie dans la ges-
tion des PROS des différentes localités (sous-régions, municipalités
régionales de comtés, territoires de CLSC, etc.) impliquées dans ce
processus. L’analyse tient compte des divers groupes organisation-
nels et professionnels interagissant dans le secteur de la santé men-
tale et des phases d’actualisation de la planification.

Coordination latérale

Les relations entre les organisations de santé mentale sont ici exa-
minées d’une façon globale sur le plan régional. Pour la Montérégie,
l’étude s’est particulièrement intéressée aux dynamiques sous-ré-
gionales et à leur impact sur le parcours de la mise en œuvre et des
effets du PROS. Sept variables témoignent du degré de coordina-
tion latérale des PROS: les formes et la fréquence des échanges, la
flexibilité de l’allocation des ressources, l’ambiguïté des rôles, la
motivation, la satisfaction, et la surcharge de travail. Les formes et
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la fréquence des échanges font référence: 1) aux relations entre les
acteurs sous-régionaux et entre ceux-ci et l’instance régionale; 2)
aux modèles de coordination interorganisationnelle (sur un conti-
nuum les modèles vont des fusions aux références de type informel:
Fleury, 1998), et 3) aux conflits ou désaccords entre les acteurs sur
les objectifs à poursuivre, les moyens pour y parvenir, et les condi-
tions de collaboration. Rappelons que l’un des aspects négatifs asso-
ciés à l’approche matricielle est le fait qu’elle entraîne une
augmentation des possibilités de conflits interorganisationnels
(Joyce, 1986).

La flexibilité de l’allocation des ressources correspond à la facilité
avec laquelle les organisations peuvent se procurer des ressources
d’autres organisations selon leurs besoins et à la capacité du niveau
régional à réallouer les ressources en fonction des changements dans
les priorités d’intervention. L’ambiguïté des rôles est décrite comme
la difficulté qu’éprouvent les acteurs à réconcilier les demandes pro-
venant de leurs organisations et celles émanant du réseau de santé
mentale. La motivation répond de la propension des intervenants à
réaliser les tâches associées à leur rôle organisationnel (Price &
Mueller, 1986). La satisfaction, qui est associée à l’orientation af-
fective positive d’un acteur par rapport à son milieu de travail, se
rapporte à différentes dimensions: tâches, supervision, collègues de
travail, et ainsi de suite. La surcharge de travail est enfin reliée au
volume de tâches associées à l’accomplissement d’un rôle organisa-
tionnel (Price & Mueller, 1986).

Effets

Ajustement des services aux besoins

Pour l’ajustement des services aux besoins, deux variables sont trai-
tées: 1) la réduction de l’écart entre le budget disponible et le bud-
get requis, ce qui témoigne de l’équité interrégionale, intrarégionale,
et interprogramme, et 2) l’adéquation de l’organisation de la distri-
bution des services à la gamme de services identifiée par la Politi-
que de santé mentale (de la prévention/promotion à la réadaptation/
réintégration sociales) et aux objectifs de répartition du budget de
santé mentale, identifiés par le gouvernement, qui prônent que 60%
du budget de la santé mentale devraient être alloués dans la com-
munauté et 40%, dans les services hospitaliers (MSSS, 1996).
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Qualité des services

La qualité des services s’exprime par quatre variables: 1) la globa-
lité des services qui fait référence à l’étendue de la gamme des ser-
vices; 2) la continuité qui s’oppose à la fragmentation des services et
qui recherche la qualité de la relation entre le bénéficiaire et les
services durant la maladie; 3) l’accessibilité des services (géogra-
phique, socio-organisationnelle, ou psychosociale) qui est liée à l’écart
entre une source de soins et le bénéficiaire et propose de diminuer
cet écart; et 4) l’humanisation des services, relevant des aspects in-
tangibles de la distribution des services et de la capacité des inter-
venants à s’ajuster aux demandes du client lors d’un processus de
soins (Donabedian, 1973). Le cadre d’interprétation de la recherche
et le modèle d’analyse des composantes des PROS ayant été présen-
tés, la section suivante discute des réflexions tirées de l’étude en
vue d’améliorer le processus d’évaluation de la planification régio-
nalisée par programmes.

UN MODÉLE PARTICIPATIF, ÉMERGENT ET PRÉVENTIF DE
L’ÉVALUATION DES PROGRAMMES RÉGIONAUX
D’ORGANISATION DES SERVICES DE SANTÉ MENTALE

Les conclusions de la recherche concernant l’évaluation de la mise
en œuvre et de l’impact des PROS supportent une orientation plus
décentralisée et émergente du processus de planification pour ses
volets opérationnels (Fleury, 1998). L’étude démontre que les ré-
gions sociosanitaires qui ont, en ce sens, davantage décentralisé leur
système de santé mentale ont généralement développé des réseaux
de services mieux arrimés, ce qui a aussi favorisé les acteurs à da-
vantage apprécier les effets entraînés par la planification. Quant à
la planification émergente, plusieurs avantages sont associés à son
emploi. Elle permettrait de consolider l’expertise et la crédibilité des
protagonistes d’une intervention telle que les PROS, de mieux inté-
grer les décisions à l’évolution du contexte, de travailler progressi-
vement sur les résistances aux changements (les zones d’opposition),
et aux individus de mieux comprendre l’impératif d’une réforme et
de modifier leurs pratiques dans cette voie. La légitimité d’un projet
ou d’une intervention et leur appui politique se retrouveraient ainsi
améliorés (Quinn & College, 1980). Dans cette conception, la plani-
fication devient un processus «préventif», c’est-à-dire qu’elle incite,
sur une base régulière, à la mise à jour des situations et des contex-
tes, des problématiques, des besoins et des orientations de services,
et ainsi de suite (Fricke et Labour, 1990). Nous avons vu qu’au con-
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traire, les PROS se sont davantage apparentés à des processus for-
malisés de planification stratégique, tactique, et opérationnelle
(Pineault & Daveluy, 1995). Ils ont été élaborés dans une logique
technocratique, qui tend à orienter et à contrôler l’ensemble du pro-
cessus de rationalisation et de transformation du secteur de la santé
mentale, négligeant l’interrelation dynamique entre la formulation
et la mise en œuvre d’une planification et l’effet du contexte et des
acteurs sur le processus et la réussite de l’implantation d’un tel dis-
positif.

Analyser la mise en œuvre et l’impact d’une planification régionali-
sée par programmes entraîne ainsi, rétrospectivement, à question-
ner le processus même d’une telle évaluation et son rôle dans la
gestion régionale. Dans ce qui précède, un cadre conceptuel d’inter-
prétation générale et un modèle d’analyse des composantes des PROS
ont été présentés. Une telle démarche d’évaluation, bien que perti-
nente, est néanmoins exigeante en termes de ressources consenties
et de temps investi. Elle ne s’avère aussi essentielle, que trop sou-
vent, parce que peu de ressources sont mandatées pour effectuer
une évaluation des activités régionales ou locales sur une base ré-
gulière. Sur le même modèle que pour la planification, est donc ici
préconisé un processus participatif, émergent, et préventif de l’éva-
luation régionale des programmes de santé mentale (voir Figure 4).
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Cette approche évaluative encouragerait l’adhésion des acteurs lo-
caux aux enjeux d’une réforme, l’adéquation des objectifs et des
moyens mobilisés pour implanter une planification stratégique à
l’évolution du contexte, et une réponse plus rapide aux besoins d’or-
ganisation et de dispensation de services.

Concrètement, l’association des acteurs locaux au processus d’éva-
luation est donc prônée, qui annuellement apprécieraient leur pla-
nification opérationnelle et la rencontre de cette dernière à la
planification stratégique rédigée sur le plan régional. Cet exercice,
réalisé par les acteurs locaux coalisés au sein de structures de con-
certation, serait encadré par les régies régionales, qui demeurent,
dans cette modélisation, les instances garantes de l’imputabilité des
travaux réalisés par les distributeurs de services des régions. Ces
derniers devraient aussi être en mesure de mobiliser leurs organi-
sations dans les prises de décisions élaborées à ce niveau. Il ressort
de nos résultats de recherche qu’il existe, trop souvent, une discon-
tinuité dans les volontés d’organisation de services entre les mem-
bres coalisés dans les structures de concertation et les décideurs et
intervenants-gestionnaires principaux des organisations. Pour faci-
liter l’action, les documents d’appui à la planification et à l’évalua-
tion devraient enfin s’avérer succincts et schématiques et délimiter
un certain nombre d’objectifs et de résultats pour une période don-
née. Des effets négatifs sont cependant aussi reliés au développe-
ment d’un tel modèle, rejoignant ceux recensés pour l’implantation
d’une approche matricielle (e.g., une surcharge de travail, une aug-
mentation des conflits). Il importe ainsi, parallèlement, de promou-
voir la recherche en vue de cerner des mécanismes pouvant déjouer
ou minimiser ces différents problèmes. Une meilleure formalisation
du processus de planification et d’évaluation encouragerait notam-
ment cette orientation.

NOTES

1 Le domaine sociosanitaire est séparé en cinq champs (santé publi-
que, santé physique, santé mentale, intégration sociale, et adapta-
tion sociale) correspondant à huit programmes: santé physique, santé
mentale, santé publique, jeunesse, alcoolisme/toxicomanie, person-
nes âgées, déficience physique, et déficience intellectuelle. Les ré-
gies régionales de la santé et des services sociaux (RRSSS) ont la
responsabilité de mettre en œuvre une planification des services pour
chaque programme (Loi 120, article 347).
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2 Les objectifs démocratiques des PROS.SM visent à implanter une
gamme complète et intégrée de services dont la distribution s’orga-
nise le plus possible dans la communauté. Les objectifs technocrati-
ques proposent d’améliorer les connaissances en termes de besoins
et de services ainsi que l’efficience, la pertinence, et la qualité des
services. Ils viennent aussi préciser les objectifs/résultats pour le
réseau et les mandats des acteurs. Les objectifs démocratiques cor-
respondent enfin à la rencontre d’une équité intrarégionale, inter-
régionale, et interprogramme, à l’ajustement des ressources aux
besoins de la population, et à l’introduction d’une gestion partenariale
(Fleury, Denis, & Sicotte, à paraître).
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