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SUMMARY
The term ‘capacity building’ is used in the health promotion
literature to mean investing in communities, organizations
and structures to enhance access to knowledge, skills and
resources needed to conduct effective health programs. The
Eat Well SA project aimed to increase consumption of
healthy food by children, young people and their families in
South Australia. The project evaluation demonstrated that
awareness about healthy eating among stakeholders across
a range of sectors, coalitions and partnerships to promote
healthy eating and sustainable programs had been
developed. The project achievements were analysed further

using a capacity-building framework. This analysis showed
that partnership development was a key strategy for
success, leading to increased problem-solving capacity
among key stakeholders and workers from education,
child care, health, transport and food industry sectors. It
was also a strategy that required concerted effort and
review. New and ongoing programs were initiated and
institutionalized within other sectors, notably the child care,
vocational education and transport sectors. A model for
planning and evaluating nutrition health promotion work
is described.
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INTRODUCTION
The Eat Well SA project
Eat Well SA was developed in 1996 in response
to the (former) South Australian health promotion foundation outsourcing a statewide nutrition
project. The beginnings of the project, including
its intellectual origins, have been described
elsewhere (Coveney et al., 1999). Briefly, the
project’s goal was to increase the consumption of
healthy food by children, young people and
families in South Australia. The objectives were
A.S. and P.C. were previously Eat Well SA Managers.

to increase the availability and promotion of
healthy food in settings where children, young
people and their families live, are cared for,
educated and spend their leisure time, and to
increase community knowledge and awareness of
healthy food choices (Smith, 2002).
Strategies were developed to improve public
policy, create supportive environments for
healthy eating, support community action and
develop personal skills informed by the Ottawa
Charter (Baum, 2002). Six areas for strategy
327
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development and implementation were selected
for the first 3 years:

As nutrition is an issue that is affected by the
work of many sectors, the project approach was
to put nutrition and food issues onto the agenda
of other agencies and sectors. Inter-sectoral and
inter-agency partnerships were developed to
increase awareness about nutrition issues among
a range of agencies and to increase service
providers’ capacity to support community action
(Coveney et al., 1999).
Capacity building
Use of the term ‘capacity building’ has increased
in the health literature. It first made an
appearance in the mid-1970s as a way of discussing
the importance of training and development in the
context of health service reform (Anon, 1975). It
was not until the mid-1990s, however, that the
term became commonly used in the health
promotion context. Since that time, the idea of
building capacity has found its way into Australian
health promotion and public health strategic
statements at the local, state and national levels
(National Health and Medical Research Council,
1996; National Public Health Partnership, 2001;
NSW Health Department, 2001).
At its broadest, most general level, capacity
building refers to the ability of an initiative
or program to build upon, or add value to, existing resources to promote effective, efficient,
sustainable outcomes. More specifically, capacity
building in health promotion is about investing in
existing communities, organizations and structures
to enhance access to the knowledge, skills and
resources needed to conduct effective health
programs (Jackson et al., 1994). It is also about
increasing the capability to choose the most
appropriate methods or actions (Kickbusch, 2001).
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• Improving the food supply in rural South
Australia;
• Improving food service and promoting healthy
eating in child care settings;
• Promoting awareness in the school community
of the environmental and health impact of
eating;
• Promoting awareness of links between food,
health and the environment;
• Supporting community food activities for lowincome and non-English-speaking groups; and
• Promoting fruit and vegetable consumption.

The benefits of capacity building have been
discussed elsewhere in relation to community
development (Maton, 2000), program effectiveness (Schwartz et al., 1993), program evaluation
(Brazil, 1999), and training and education
(Young, 1999). This literature suggests that building capacity has a number of potential gains for
health promoters, health service funders and
communities.
Hawe et al. have described the three dimensions of capacity building (Hawe et al., 1997).
These are: (i) health infrastructures or service
development; (ii) problem solving capability of
organizations and communities; and (iii) program maintenance or sustainability.
‘Health infrastructure or service development’
creates the organizational culture required to
deliver effective health promotion programs.
Organizational capacity is achieved by developing health promotion skills and knowledge in the
workforce, by incorporating health promotion
goals into the organization’s strategic directions
and leadership, and by committing adequate
human, financial and information resources
(NSW Health Department, 2001). Development
of health promotion capacity is necessary for
health services to provide a full range of early
intervention, preventive, health promotion and
therapeutic services.
Organizations and communities require
‘problem-solving capabilities’ as a basic component of undertaking community empowerment
and organizational development work (Labonte
and Laverack, 2001; Laverack and Wallerstein,
2001). Capacity building here refers to the ways
in which health promotion agencies contribute
technical, administrative, evaluation and other
expertise, which will assist efforts to influence
conditions that affect health and development
(Fawcett et al., 1995). If successful, the resulting
relationship, whether this be with organizations
or communities, allows not only for immediate
problems to be addressed, but also for new
ones to be effectively tackled through the
development of key problem solving skills
(Hawe et al., 1997).
‘Program maintenance and sustainability’
through capacity building refers to the extent to
which work initiated by one agency is taken on
by the same or another agency or network of
agencies as their core business. Capacity building
in this area relies on the ability of health
promoters to sustain a program’s focus of
activity. This can be enhanced by ensuring that
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EVALUATION METHOD
An external evaluation of Eat Well SA (Laris
et al., 2001) was undertaken during 2000.
Qualitative and quantitative data were collected,
analysed and reported based on a framework of
key questions. These were designed to assess: (i)
process (e.g. what happened, who was reached
and what methods were effective?); (ii) impact
(e.g. what changes were observed in terms of
food service, knowledge, awareness and policy
development?) (Hawe et al., 1990); and (iii)
generative impact (e.g. changes in organizational
relationships and in the context for promoting
healthy eating) (Pawson and Tilley, 1997).
In order to answer these key questions from a
wide range of sources, four methods were used to
collect data for the evaluation. One hundred
and sixty-five project documents were analysed,
including plans, minutes, reports, terms of
reference, project materials and evaluation
reports. Interviews were undertaken with 50 key
informants, identified from a list of key partners and stakeholders. Project staff were also
interviewed about all areas of involvement.
Three focus groups were undertaken with 16
people, including two groups of grant holders
and one group of project partners. A telephone
survey was conducted of 180 respondents from a
sample of 300 people selected from the project
newsletter mailing list. They represented the

broader target group the project was trying to
reach. The survey data were collected about
project recall and perception of support provided
by the project (Laris et al., 2001).
The outcomes of the project described by the
evaluation were analysed further, to investigate
and describe the type of capacity developed by
the project. Project outcomes were categorized
using the framework described by Hawe and
colleagues (Hawe et al., 1997; NSW Health
Department, 2001). The program logic model
(Weiss, 1998) was then applied, to propose an
evaluation model based on the type of capacity
building developed by the project.
RESULTS
The evaluation described the project as using
awareness raising, partnership development and
implementing collaborative action across all six
strategy areas of the project. Methods used
for increasing awareness included a campaign
promoting fruits and vegetables, dissemination
of pamphlets and newsletters, a conference, a
cookbook, a literature review and a research study.
Eat Well SA formed coalitions with agencies from
the health, migrant health, community services,
vocational education, schools education, child care,
research, community health, rural health and
primary producer sectors. The project supported
the development and maintenance of partnerships.
These supported the provision of small grants to
schools and community organizations working
with non-English-speaking and low-income groups
to increase their access to healthy food, to plan
development of vocational training for child care
cooks and to provide resources for early childhood
services (Smith, 2002).
Project achievements
The contribution of the project to increasing
consumption of healthy food among children,
young people and families by awareness raising,
problem solving and development of sustainable
programs is shown in Table 1. The telephone
survey found that three-quarters of targeted
workers were aware of the project, while between
one-third and one-half reported receiving support from Eat Well SA for their work promoting
environmentally friendly food, hygienic and safe
food, and nutrition. These activities raised
awareness of the project among key stakeholders
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both project (and evaluation) design and
implementation are developed through a participatory approach between funders, service providers
and communities (Shediac-Riskallah and Bone,
1998).
Investment is also required to achieve these
types of capacities. First, the investment of
resources, whether in terms of staff, funding or
information access, is crucial for successful
capacity building. Secondly, capacity building
requires specific (though not necessarily formal)
training and education. Finally, the institutionalization of initiatives allows organizations or communities to invest in health promotion activities as
part of their core business.
The aim of this article is to describe the
evaluation outcomes of the Eat Well SA project,
to analyse further the evaluation results using a
model of capacity building, and to propose a
planning and evaluation model for building capacity for healthy eating at a local or regional level.
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Table 1: Description of project achievements

New funding to train and support child care workers to provide healthy eating advice to parents

and developed their readiness to be involved in
other activities.
Eat Well SA was found to have successfully
formed significant and effective partnerships and
relationships with 50 organizations, in each of the
six strategy areas of the project. The project was
found to have contributed to improving the
context for promoting healthy eating in South
Australia through relationship building, collaborative planning and advocacy across the breadth of
food and nutrition issues, thereby increasing capacity, knowledge and skills among a broad range
of workers.
Tensions related to differing values were found
when working collaboratively with other organizations. One example was the tension between a
community development paradigm and a
professional nutrition paradigm. In another case,
a partner organization stated that work requiring

environmental expertise undertaken by project
nutrition staff would have more appropriately
been contracted out.
Five new projects and formal partnerships
were developed, which garnered funding across
several areas. In addition, training of child care
cooks and improving rural and remote freight
transport have been institutionalized into the
work of the vocational education and transport
sectors, respectively (Table 1).
Type of capacity developed
Specific activities in each dimension are
summarized in Table 2. The Eat Well SA project
‘infrastructure’ included recruitment of a staff
team of between two and three members, with
administrative and practical support from the
Women’s and Children’s Hospital, Adelaide, the
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Increased awareness about:
The high cost and variable quality of food in rural and remote areas, its health consequences, and ways
of improving food supply among health services, transport planners, rural organizations, community
services and government agencies
The importance of nutrition in child care and ways of improving nutrition in child care, among peak
child care organizations, health sector workers and parents
The need for high quality food service in child care centres, among child care staff, vocational
education organizations, health services and policy makers
The links between food, health and the environment, among staff, students and administrators in four
school communities, health, education and environment sector workers, and among the wider
community
Food, nutrition and healthy eating, among up to 500 participants in 24 low-income and non-Englishspeaking projects, and workers across a range of health and community services organizations
The relationship between food and health, among the primary production sector, supermarkets and
independent fruit and vegetable retailers
The environmental aspects of eating, among conference attendees and community members
Increased problem-solving capacity through:
Shared learning with and among community agencies about promoting healthy eating in vulnerable
groups
Formation of new and extended partnerships and relationships between and among project partners
and other agencies, including a partnership to promote nutrition in early-years settings and a
partnership to improve food supply in rural areas
Joint advocacy for healthy public policy
Development of sustainable programs:
Institutionalization of child care training and workplace assessment in nutrition for cooks by the
vocational education sector
Institutionalization of support for improved rural and remote food freight transport by the state transport
department
Achievement of changes in the child care licensing system
New funding to improve food access in remote areas
New funding to promote food preparation in schools

The Eat Well SA project
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Table 2: Capacity outcomes related to project activity areas and capacity-building dimensions
Project activity areas

Capacity-building dimensions [based on (Hawe et al., 1997)]
Project infrastructure
development

Project initiation and
maintenance

Staff recruitment, development
of project management structure

Awareness raising
activities

Collaborative actions
for sustainable
outcomes

auspicing organization. Support for the project’s
capacity to develop, implement and evaluate
projects was provided by the funder, a management group, reference groups, working groups,
formal partnerships, consultants and steering
committees, many of which included representation from consortium member organizations.
The Eat Well SA project facilitated the
development of ‘problem solving capabilities’
through the development and coordination of
partnerships and coalitions (Table 2). The
evaluation results found that partners strongly
appreciated the partnerships developed by the
project, as a unique and valuable contribution to
promoting healthy eating. These provided
avenues for people from different agencies
and organizations to share their skills and
perspectives and to work together. Newsletters,
professional development workshops and interagency forums also supported skills development.
In addition, community capacity was supported
through information dissemination strategies (e.g.
a parent newsletter distributed through child
care centres), provision of 28 small grants to
community-based organizations and schools, and
through the implementation of grant projects in
the community.
‘Program sustainability’ was enhanced by the
commitment of project partners, for whom the

New consortium developed

Increased knowledge and
awareness about food and
nutrition issues leading to
readiness to undertake
collaborative activity
New knowledge and skills
through cooperative learning
leading to increased breadth
of perspective and context
Organizational skills and
knowledge gained to undertake
collaborative action. Community
skills developed through
funding for schools and
community groups

Program sustainability

Gained commitment
from the host and
funding organizations

Broad commitment of
other organizations and
sectors to strategies to
support healthy eating
Strategies developed
and owned by
coalition members.
Institutionalization of
activities in other
sectors. Increased
opportunities for
gaining funding

outcomes sought were part of their core business.
Three types of program sustainability have been
identified: first, activities were institutionalized
in the business of other sectors; secondly, new
programs were developed jointly and owned by
all partners; and thirdly, funds were sourced to
develop new programs in partnership with
service delivery agencies.
Evaluating capacity building
A model for planning and evaluating a capacitybuilding project situated within a health
promotion group in a statewide health service is
shown in Figure 1. Based on the capacitybuilding model developed for the project, this
model is built around awareness raising and
advocacy, gaining commitment from key stakeholders, joint development of new strategies
followed by implementation, and joint development and implementation of sustainable programs
and policies. Information dissemination was used
as an awareness-raising activity, but also as a
catalyst for action, which led to sustainable
outcomes and capacity building.
Activities to support these outcomes are also
shown in Figure 1. These include gathering and
disseminating information, identifying key
stakeholders, allocating resources to coalition
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Development of
coalitions

Organizational problemsolving capabilities
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Fig. 1: Eat Well SA program theory model, showing
capacity outcomes and impact indicators (italics),
and project activities (parentheses).

development work (including staff time), seeking
financing from funding agencies, facilitating
activities, and providing leadership (NSW Health
Department, 2001) and nutrition and health
promotion expertise. Capacity-building outcomes
are used to develop indicators of increased
capacity, from which performance indicators for
the project are developed in different project
areas.
DISCUSSION
Capacity building was found to be a useful
framework for analysing this health promotion
project. Partnerships have been suggested to be

vitally important in increasing capacity to
address health issues, as many health problems
are outside the influence of the health sector
(NSW Health Department, 2001). Research has
shown that stronger relationships between
agencies and a greater allocation of resources to
health promotion are desirable for future
collaborative action. In addition, partnerships
need to support a learning culture and increased
problem-solving capacity to tackle difficult
issues, through providing opportunities for exchange of skills between workers from different
sectors (McGlone et al., 1999). Partnership
development also requires a high level of clarity
about the purpose of the partnership and the role
of the participating organizations (Tasmania
Department of Community and Health Services,
1999). The Eat Well SA evaluation indicated that
relationships and willingness to collaborate along
with problem-solving capacity were developed
through effective partnerships, which require
ongoing review and evaluation.
Hawe et al. (Hawe et al., 1997) point out that
an appreciation of capacity building could better
inform decisions about health program investment. They suggest that decisions be guided by
attention to return on investment in terms of size
of health gain on the one hand, and sustainability
of outcomes on the other hand. For example, it
might make sense to invest in health programs
that show modest health gains but have engaged
other stakeholders to take on the issue, and
demonstrate high potential to tackle other health
problems. These considerations seriously challenge traditional views of program success, which
have been understood in terms of individual
changes in health status.
Indeed, also challenged are the evaluation
methodologies that are employed in assessing
program success. Hence, capacity-building
indicators have been developed to evaluate the
process and impact of the project. The project
evaluation utilized the idea of evaluating
generative changes in the context within which
the project was working (Pawson and Tilley,
1997) which allowed capacity building changes in
relationships to be described by the evaluation.
This evaluation approach is important because a
narrower focus on behaviour change would have
failed to appreciate the value added to the project and the field of public health nutrition
through attention to capacity building.
Shediac-Riskallah and Bone suggest that
institutional strength of the host organizations is
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Increased awareness among key stakeholders
about food security and healthy eating
(dissemination of information to key stakeholders
through development and dissemination of
reports, newsletters, letters to key people, holding
forums, meetings and giving conference
presentations)
↓
Increased commitment from key stakeholders to
engage in coalitions (engage key stakeholders,
source resources for coalitions and partnerships,
undertake coalition building and skill
development activities)
↓
New strategies are planned for improving food
security and healthy eating (undertake joint
planning processes)
↓
Implementation of new or improved strategies
(programs, policies, workforce development) to
improve food security and healthy eating (source
resources for strategy implementation, provide
opportunities for skill development and links
between the work of different sectors)
↓
New or improved sustainable programs and
policies are implemented to improve food security
and healthy eating (source resources for programs,
undertake policy and program development, skills
development and enhance the links between the
work of different sectors)

The Eat Well SA project

CONCLUSIONS
This research shows that understanding the
capacity-building effects of health promotion
projects provides clarity about outcomes
and planning and evaluation methods. The Eat
Well SA project developed a useful model
for undertaking sustainable, intersectoral,
collaborative work to promote healthy eating,
which can also be used by other organizations to
address other nutrition issues. The hard issues
like improving food security of vulnerable groups
require continued development through local
and statewide partnerships and actions. The
project’s evaluation framework requires further
development in order to establish project
outcomes in health and social terms.
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SUMMARY
This paper examines the factors that have enabled the
Healthy Cities Noarlunga (HCN) initiative to be sustainable over 18 years (1987–2005). Sustainability related
to the ability of the initiative to continue to operate continuously in a manner that indicated its existence
was accorded value by the community and local service
providers. The analysis is based on a narrative review
of 29 documents related to HCN, including a number of
evaluations. Nine factors emerged as important to ensuring
sustainability: strong social health vision; inspirational
leadership; a model that can adapt to local conditions;

ability to juggle competing demands; strongly supported
community involvement that represents genuine engagement; recognition by a broad range of players that Healthy
Cities is a relatively neutral space in which to achieve
goals; effective and sustainable links with a local university;
an outward focus open to international links and outside
perspectives; and, most crucial, the initiative makes the
transition from a project to an approach and a way of
working. These sustainability factors are likely to be
relevant to a range of complex, community-based
initiatives.

Key words: healthy cities; health promotion programs; sustainability; evaluation

INTRODUCTION
This paper examines the factors that have contributed to the sustainability of Healthy Cities
Noarlunga (HCN) by using data from a series
of evaluations of the project and the initiatives
it has given rise to. The lessons concerning sustainability of community-based health promotion
initiatives are presented.
The World Health Organization (WHO)
developed the Healthy Cities project as a
means of operationalizing the Ottawa Charter
for Health Promotion (WHO, 1986; Ashton
and Seymour, 1988). HCN was directly modeled
on the WHO’s European Healthy Cities Program
(Hancock and Duhl, 1988) but adapted to an
Australian suburban setting (Baum et al., 1990).

It commenced in April 1987 when the Australian
Community Health Association received funding
from the Australian Government to pilot the
WHO Healthy Cities concept in three cities—
Canberra, Illawarra and Noarlunga. Noarlunga,
the subject of this paper, is an outer suburban
area of Adelaide, the capital city of the State
of South Australia. In 1988 its population was
77 000.
The Australian pilot phase ran for 3 years
(1987–89) and was followed by a funded network
project (1990–92). These national initiatives were
evaluated (Worsley, 1990; Whelan et al., 1992),
and it was concluded that they had some successes
but also room for improvement.
259

260

F Baum et al.

HCN was based in the State Government
funded Noarlunga Health Services (NHS).
NHS was then a new primary health care service
that, in 1991, was integrated with a new community hospital. Project funds were used to employ a
full-time project manager and a half-time administrative assistant. A two-tier committee structure
was established with a Reference Committee that
met quarterly with senior agency staff and community representatives, and a Management
Committee that met monthly. HCN also attracted
significant in-kind contribution from NHS and
other agencies. During this period numerous initiatives were undertaken, and a clear vision was
established for a ‘Healthy Noarlunga’. This vision
evolved from a community process and built on a
needs assessment that had been conducted before
HCN was established (Baum et al., 1986). The
project followed the WHO Twenty Steps
(WHO, 1995) that are conceived as three stages
of project development: getting started, getting
organized, taking action.
Dedicated funding was withdrawn following
the pilot period, and HCN then relied on inkind contributions, primarily from the local
health service. The community activists in HCN
initiated a review of the management of the project in 1991, and this resulted in a decision to
incorporate HCN as a non-government organization. The constitution of HCN stipulates that
there must be a majority of community members
on the Management Committee.
Through the 1990s, HCN continued to initiate
and be involved in many projects. Three of particular significance were the Noarlunga Towards
a Safe Community (NTSC) and Noarlunga Community Action on Drugs and the Onkaparinga
Collaborative Approach for the Prevention of
Domestic Violence. Each of these health promotion initiatives had their origins in HCN and then
developed and established their own identity.
NTSC became an accredited WHO Safe Communities Project in 1996 and was redesignated in
2003. HCN’s relationship with the Department
of Public Health at the local university continued to develop. From 1991, the two organizations
have cooperated in running training programs
and developing a post-graduate course on
Healthy Cities.
Evaluation has been a central concern of
Healthy Cities since its inception. Healthy Cities
initiatives are complex in design and execution.
The more complex a health promotion initiative
is the more difficult it is to evaluate (McQueen

and Anderson, 2001). Most significantly, the
assignment of causality to a Healthy Cities project
is difficult. There are so many other factors that
have a direct or indirect impact on city health that
isolating one intervention as the cause of change
is problematic (Costongs and Springett, 1997;
Baum, 2002). Essentially, Healthy Cities is
about mobilizing communities and local agencies,
and so local politics play a very central role in
the project, and evaluations have to incorporate
this dimension (de Leeuw and Skovgaard,
2005). These complexities mean that it is not
easy to demonstrate a direct causal link between
a Healthy Cities project and a health outcome.
However, evidence can be marshaled that a
Healthy Cities initiative has given rise to activities
that can be reasonably linked to expected health
outcomes based on articulated program logic.
Such approaches to evaluation formed the
basis of the evaluation of the Health Action
Zones in the UK (Judge and Bauld, 2001). In
addition, one of the criteria for success of a health
promotion program is that it is sustainable
(Shediac-Rizkallah and Bone 1998; Pluye et al.,
2004) even though this has proved difficult to
define (St Leger, 2005). We consider the HCN
project to be sustainable because it has been in
continual operation from 1987 until the present
and has strong support from community members, local politicians and service providers
(shown by willingness to sit on committees, attendance at AGMs and feedback in periodic reports
and evaluations). This support reflects HCN
perceived success in changing organizational cultures towards a focus on health promotion, in
involving community members in health promotion and in building local capacity. These criteria
have been identified as important elements of
sustainability (Swerissen and Crisp, 2004).
METHOD
This study is based on a narrative review of
29 documents related to HCN that have been
published since 1987. Documents include evaluations, annual reports and material describing
activities within the initiative (document list is
available at http://som.flinders.edu.au/FUSA/
PublicHealth/AcademicHome/FB_home.htm).
The documents were reviewed by two of the
authors (FB/GJ) and analyzed to identify themes
relating to the sustainability of the Healthy Cities
initiative. The development of these themes drew
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on the extensive knowledge of the reviewers of
the international Healthy Cities literature.
There is not sufficient space to include a review
of this literature here but much of the reviewers’
knowledge of Healthy Cities is available in Baum
(Baum, 2002, Chapters 22 and 24). The themes
were then discussed with the other authors and
refined in light of this discussion.
FINDINGS
Between 1987 and 2005, HCN has been involved
in 25 significant projects (see for details http://
som.flinders.edu.au/FUSA/PublicHealth/
AcademicHome/FB_home.htm). These include
environmental, safety, school-based, drug use
and service access projects.
Our analysis of the documents and drawing on
our knowledge of the broader Healthy Cities literature indicated that nine factors had been central to the sustainability of the Healthy Cities
initiative in Noarlunga. These are:
(i)
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)
(ix)

Social health vision
Leadership
Model adapted to local conditions
Juggling competing demands
Strongly supported community involvement
Recognized as ‘neutral gameboard’
University links and research focus
International links and WHO leadership
Transition from project to approach

Each of these factors is discussed in more detail
below.
Social health vision
From the start of the WHO Healthy Cities project, the value of a social health vision has been
stressed (Ashton and Seymour, 1988; Hancock
and Duhl, 1988). The visions developed as part
of Healthy Cities initiatives were based on a
sophisticated understanding that the roots of ill
health lie in social and economic factors. Documentation from the first 3 years (1987–1990)
shows the extent to which a social health vision
was the base for the HCN project. It was seen
as important to spend time at the beginning of
the project in discussing the WHO Health for
All Strategy and deriving locally appropriate goals. These first HCN goals stressed the
need to promote awareness and participation
by organizations and community groups in social
health issues (HCN, 1987).
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The pilot project established a community
vision based on a series of workshops attended
by government agency representatives and community members. The workshop participants produced their vision for a healthy Noarlunga in 20
year’s time. This led to a community arts project
that produced ‘The Dream Machine’, a threedimensional display of the community visions
for Healthy Noarlunga. The vision project provided a strong basis for HCN.
An understanding of health as a social issue was
supported by State Government policies at the
time, including a Social Health Strategy (SA
Health Commission, 1988) and a Primary Health
Care Policy (SA Health Commission 1989) that
aimed to address inequities in health status
and increase access to living conditions promoting health and wellbeing. While the political
commitment to these policies was strongest at
the start of the Healthy Cities initiative, the commitment has been strongly maintained at Noarlunga by the local health service and local
government. As one key informant noted in an
early evaluation:
We have a head start in Noarlunga because we have so
many agencies committed to a social concept of health
care. (HCN, 1987)

Throughout the history of HCN, an emphasis on
the role of social, economic and environmental
factors on health has continued. Many of the earlier activities focused on environmental issues
(e.g. pollution of waterways, green area planning). More recently, attention has turned to
issues such as the impact of illicit drugs in the
community, supporting opportunities for young
people and indigenous health and wellbeing.
Leadership
Legge et al. (1996) identify inspirational leadership as an important pre-condition for good practice in primary health care. HCN has had
consistent leadership over its 18 year history.
The project was initiated by one of the authors
(RH), who holds a senior management position
in the regional health service, and he has chaired
the Management Committee over the entire
period. A consistent theme in evaluations
has been that this leadership is a crucial success
factor. For example:
The energy, administrative skills, networking capability, tenacity and positivity of key players was seen as
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a key feature in the Noarlunga Towards a Safe Community process. (Rosenfeld and Cooke, 1997 p. 21)

The City of Noarlunga and its successor (following local government re-organization), the City
of Onkaparinga, have had the same Mayor for
the entire period. He has given consistent support
to the notion of Healthy Cities, and although
this has not translated into direct financial
support, this endorsement has added legitimacy
to the initiative and provided a strong link
between the Healthy Cities project and the
local government.
Following the cessation of Australian Government funding, the Management Committee, and
in particular the Chair, took on the project management role with the support of NHS. While the
loss of a paid project officer was of concern, there
was also the view that HCN was able to continue
owing to the ‘enthusiasm and driving force’ of the
Chair (Barkway, 1992).
Model adapted for local conditions
The Healthy Cities movement started in Europe
(Ashton et al., 1986) and was based in local government. In Australia, health and social services
reside with the State Governments; thus, placing
Healthy Cities in local government is a less obvious approach. The Noarlunga project has, from
the outset, been based in the local community
health service, a State Government agency, and
this has worked well in most respects. Following
the pilot project, HCN was legally incorporated.
HCN has a community-directed governance
model, which could appear loose but in fact has
proved to be a robust mechanism for encouraging
action across local government and the many
State Government agencies that have responsibilities in the Noarlunga region (including housing, education, health, welfare). The documents
reviewed, especially those in the later years,
stressed repeatedly that initiatives were often
only felt to have happened because of the previous collaborations that Healthy Cities has
encouraged. In effect these had laid the seed
bed on which future projects grew.
Juggling competing demands
Throughout the history of Healthy Cities there
has been a series of competing demands, and
the project has had to decide between priorities
across a wide range of possibilities. The tensions
in these decisions have remained constant from

the outset. The project has to ensure that it is
seen to achieve short-term goals while also working on longer-terms ones.
HCN has also had to reconcile priorities coming from social planners (in local and State Government) with those coming from community
members directly. Local government was reported as reluctant to fund Healthy Cities directly
as the social action component might be critical
of council actions (Baum et al., 1992). Indeed
HCN has been seen as a mediator between residents, and local and state governments:
. . .when a community member has a good idea, how do
they get support for it? Local government reluctance to
become involved. (Baum et al., 1990, p. 39)

This juggling of demands is not always easy but
the synergies between the two approaches have
lead to two very significant initiatives: Noarlunga
Towards a Safe Community (a community injury
project) and the Noarlunga Community Action
on Drugs Forum. These initiatives came originally from ideas within the HCN Management
Committee and were then developed as separate
initiatives. Both were founded on the strong
methods of working that HCN had developed
in community participation and working across
sectors. Thus an evaluation of a youth peer project auspiced under the Forum concluded that the
project was able to make significant advances in a
relatively short period of time because:
. . . the Forum drew on the networks and tradition of
collaborative networking and action established by
the Noarlunga Healthy Cities initiative. (Baum et al.,
2003, p. 20)

Strongly supported community involvement
An assessment of community participation in
HCN found both instrumental and developmental participation occurring simultaneously
(Cooke, 1995). Community members hold 8 of
the 15 positions on the Management Committee
and the extent of community involvement evident
in HCN is noted consistently as a strength in the
analysis of the documents reviewed.
The Onkaparinga River pollution initiative
provides an example of a resident-driven project
that was facilitated by HCN provision of:
access to the system and to the key people that can
get attention paid to community issues. (Cooke,
1995 p. 99).
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Some community members reported this experience was personally empowering and went on to
join the HCN Management Committee or
become involved in other community issues.
Community members have been supported to
attend and present at conferences and sponsored
to attend the Healthy Cities training course.
HCN recognized as a ‘neutral game board’
(Hancock, 1992)
Over the 18 years of its operation HCN has
engaged with a range of government and nongovernment organizations. Consistent players
over that period have been the South Australian
Government departments responsible for health,
welfare and housing; local government and community representatives. Other State Government
departments have been involved intermittently.
For instance, the education sector was involved
when the Healthy Schools initiative was being
established. As this became a mainstream state
program the Education Department withdrew
from the HCN committee and later rejoined to
become involved in the injury prevention program. The local police have also been active supporters, have been represented on the
Management Committee and attend the AGM.
A government review of HCN concluded that
its existence made it easier for State Government
departments to work in Noarlunga, because the
cross-sector networks and community involvement were already in place and sustainable. In
many ways the success of HCN creates the ‘complex, hardly recognizable web of social structures’
that Grossmann and Scala (Grossmann and Scala,
1993, p. 25) talk of as crucial for effective health
promotion intervention.
There has also been support from Federal,
State and local politicians. Recent AGMs have
been well attended by the local members or
their staffers. HCN has been skilful in avoiding
association with any one political party and so
has attracted bi-partisan political support. The
local Mayor has been a consistent supporter of
HCN and has willingly hosted visiting delegations,
provided representatives for the Management
Committee and talked favorably about achievements on many occasions.
de Leeuw and Skovgaard (2005) and Kingdon
(1995) talk of the importance of ‘windows of
opportunity’ and spaces that enable innovations
in public health agenda and actions. The skill
of HCN has been to use these windows on a
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number of occasions to promote local community
and public health issues. Kingdon (1995) also
notes that the policy process environment is forever changing and those wishing to influence it
have to be opportunistic. The leadership of
HCN has been very effective in doing just this.
For example, HCN used the very favorable climate towards environmental issues in 1990 Federal politics to advance the cause of the clean up
of the Onkaparinga River; used the political focus
on drugs to establish the Noarlunga Community
Action on Drugs Forum; and locally demonstrated the need to establish Tackling Injury Prevention in Small Business.
University links and research focus
Since its inception HCN has been linked with the
State Government funded South Australian
Community Health Research Unit. This Unit
was responsible for the original evaluation of
the pilot project (Baum et al., 1990; Baum and
Cooke, 1992). It has also been represented on
the HCN Management Committee continually
over its history ensuring more emphasis was
put on evaluation than is often the case in
community-based health promotion.
The Unit was linked with Flinders University
from 1989 and from this connection evolved
the series of short courses and training undertaken by the University in conjunction with
HCN. A training course on ‘Healthy Cities and
Communities’ has run since 1991 and in the last
5 years has attracted, on average, 40 participants.
In addition, training has been conducted for
WHO and AusAID for people from Thailand,
China, Vietnam, Malaysia and South Africa.
Staff from NHS and community members of
the HCN Management Committee have regularly
undertaken the training. This increases the network of people with a detailed understanding
of Healthy Cities, the theories behind it and
the ways it is implemented in Noarlunga.
Value of international links
From the beginning HCN has focused both
inwardly and outward. The original pilot project
was designed to test the European idea of
Healthy Cities in an Australian context. In the
first years of the project there were visits by
key figures from the European movement including Dr Ilona Kickbusch from the WHO European
office, Dr Trevor Hancock (Toronto Healthy
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Cities) and Dr John Ashton from the Liverpool
Healthy Cities project. These visits have been
important in legitimizing the Healthy Cities
approach to local actors and in providing encouragement to those implementing the project. Visits
have continued with the most recent being from
Dr Ilona Kickbusch in April 2005. That international visits have been maintained across the span
of the project is in part owing to the training
courses. Each year the course has brought a variety of people with whom the HCN team have
been able to learn and share ideas. This has
been invaluable in providing positive feedback
to the project and bringing new ideas and inspiration. The buzz around HCN following a lively
visit from overseas colleagues is palpable and certainly an important input to the sustainability of
Healthy Cities. HCN’s association with WHO
programs and membership of the WHO Safe
Communities network have been significant in
increasing the profile of the initiative locally.
HCN acceptance as foundation member of the
Western Pacific Healthy Cities Alliance also
had this effect and so contributes to the sustainability of the project.
Another innovation that has maintained an
international focus has been the relationship
between the Sherpur Safe Community and Noarlunga Towards A Safe Community programs.
During the period 2000–2005 these programs
have worked together in developing and implementing an innovative eye injury prevention program at the grass-roots level for metal workers in
small businesses located in Sherpur, Bangladesh.
Both Noarlunga and Sherpur share a strong belief
in the effectiveness of practical communitybased, health and injury prevention programs
to safeguard workers employed in small business.
Staff from NHS and a local community member
have made a number of training visits to Sherpur
and in total over 950 workers and child laborers
have attended the eye-injury prevention workshops and over 1400 pairs of new safety glasses
have been distributed to metal trade workers.
HCN and local Noarlunga businesses raised the
funding to allow for the training of Sherpur
Safe Community health coordinators in workplace eye safety risk assessment. This commitment to supporting an injury prevention project
in a poor country has increased community
involvement in, and understanding of, Healthy
Cities among small business people in the city
and led to their sustained involvement and support for HCN.

Transition from project to approach
It was through the determination of local community people that the HCN was formally incorporated with its own constitution. In the 1990s
HCN moved from being a time-limited project
to being an approach to addressing community
health issues. The framework of the Ottawa Charter applied though the Healthy Cities model
has encouraged NHS to see that ‘health is everyone’s business’—and in the case of HCN has
included meaningful involvement and sustained
commitment from local government, public housing, mental health, police, education and welfare
sectors.
DISCUSSION AND CONCLUSION
Our analysis of the documentation on HCN indicates that sustainability of complex, communitybased projects depend on a myriad of factors. We
have deliberately used the term ‘sustainability’ in
this article rather than ‘success’ because we consider a sustainable initiative provides a base for
achieving health promotion outcomes over
time. The documents reviewed suggest that
HCN has been successful at engaging some community members who report that this has had a
lasting positive impact on their lives. Key informants from agencies report that the mode of
operation of HCN means that working across sectors in Noarlunga has become a taken-for-granted
mode of operation, which makes it easier for central agencies to engage with the region. HCN has
also achieved outcomes that have a direct impact
on health, such as removing injury hazards from
the community, cleaning up the local river estuary
so it is safer for swimmers and engaging in community development, which provides social support and networks that have a positive impact
on health. However, as with most communitybased initiatives, it is very difficult to attribute
any action of HCN directly with a defined and discrete health outcome. This has made it hard to
gain external resources for evaluation as large
grant funding agencies are most likely to fund
research where the causal pathways are relatively
straightforward (Kavanagh et al., 2002). Our
approach to evaluation is based on being able
to show that HCN has brought about change in
aspects of community life that other evidence suggests is likely to lead in the longer term to health
improvement (see Baum et al., 2001 for more
details). The data used for this paper certainly
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suggest ways in which HCN is likely to have laid the
basis for improved health in many cases and led
more directly to improved health in other cases.
The comprehensiveness of the data we have
analysed for this study provides a sufficient
basis to argue that complex, multi-sectoral
community-based health promotion initiatives
can be sustained longer term and do bring significant benefits to their communities, at little cost.
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Community health services do undertake a good
deal of evaluation. However, reports were not generally explicit in dealing with the principles that
underpin community health. Few engaged with program theory or rationale. Typically, reports were of
short-term projects with uncertain futures so there
may seem little point in considering issues of longterm health outcomes and transferability to other
settings. The most important issue from our study is
the lack of investment in applied health services
research of the sort that will be required to produce
the evidence for practice that policy makers desire.
The current lack of evidence for community health
reflects failure of the system to invest in research
and evaluation that is adequately resourced and
designed for complex community settings.
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What is known about the topic?
Program evaluations are often conducted for
community health initiatives, but there has been little
information on the quality of the completed
evaluations.
What does this paper add?
This paper presents the results of a review of
program evaluations conducted in South Australian
community health services. Although there were a
large number of evaluations completed, most were
internal and did not provide useful information for
policy and planning decisions.
What are the implications for practitioners?
The authors suggest a need for investment in health
services research to improve the quality of program
evaluations for decision making.

T HIS PAPER DESCRIBES a review of the quality of
program evaluations conducted in South Australian community health services and considers how
effective these evaluation reports are in terms of
producing an evidence base for the work of these
services. It also reports on the attitudes of services
toward evaluation. Community health in this
paper describes the state government-funded primary health care sector that provides comprehensive primary health care services not targeted at a
particular population group. Services are mainly
non-medical and multidisciplinary, with a range
of strategies and an emphasis on health promotion and illness prevention.
Over the last decade there has been an increasing interest in evidence-based medicine (EBM)
and the application of evidence-based principles
to other areas of health practice and policy making. For example, a MEDLINE search for evidence-based medicine revealed one citation in
1992 but more than 13 000 in 2004. 1 EBM
mainly uses systematic reviews of randomised
and other controlled trials to assess and synthesise evidence about the effectiveness of interven-
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tions. Increasingly, primary health care and health
promotion programs are being called upon to
produce similar evidence of effectiveness. While
much has been written about the (un)suitability
of direct translation of EBM methods, given the
complexity of primary health care interventions
and settings2,3,4 the pressure to develop an evidence base for primary health care practice and
policy continues to grow.
There is value in primary health care policy
makers and providers developing evidence on the
effectiveness of their practice. Concern has been
expressed that the progress of community health
is impeded by the lack of documented evidence
for practice and programs and a belief that it is
not possible to produce robust evidence such as
that from randomised controlled trials. This
means that community health is often disadvantaged when arguing for funding, particularly
when competing with hospitals and acute care
services where there is less demand for evidence
as a basis for funding.5
This is not to say that community health
services do not have a strong commitment to
research and evaluation. In fact, SA community
health service programs routinely include some
form of evaluation.6 Given the small proportion of
the health dollar received by community health in
Australia nationally ($3.1 billion or 4.8% of total
recurrent expenditure in 2002–03),7 it compares
favourably with other parts of the health sector in
terms of evaluation practice.5 To meet the calls for
evidence, however, an approach to evaluation
that moves beyond evaluation for internal organisational purposes to one which provides useful
evidence for the development and improvement
of community health practice is needed.
Community health practitioners and policy
makers involved in the development and implementation of services and programs in areas as
diverse as mental health, child development,
violence intervention, physical activity and
healthy ageing need a robust evidence base and
resources with which to produce this. While the
dangers of deciding on the wrong treatment in a
clinical context seem obvious, the dangers of
implementing the wrong program or policy in
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response to a community health issue may be
equally far reaching. Some apparently well intentioned interventions have had adverse unintended consequences, such as a bicycle education
program which actually increased the risk of
injury, 8 and an eating disorders prevention program that had short-term success but at 6-months
showed a return to baseline levels for eating
disorders and an unwelcome increase in dietary
restraint.9 There is also evidence to suggest that
health promotion messages are taken differentially by different population groups. For example, since the promotion of folate and voluntary
fortification of food, there has been a 30% fall in
neural tube defects in Western Australia. However, there has been no reduction in rates in the
Aboriginal population, and neural tube defects in
Aboriginal infants are almost twice as common
compared with non-Aboriginal infants. 10
Thus it is possible for such programs to have an
unintended effect of increasing inequities. It is
important that providers can be confident that
their programs are beneficial to participants and
the wider community, that practitioners have a
good understanding of what interventions are
effective, and why and what may cause harm.
This type of evidence is important to convince
decision makers to fund programs, to convince
policy makers to extend successful programs and
to inform decision making about the opportunity
costs involved in choosing one program over
another.

Towards an evidence base
The first phase of this work is reported in Investing in community health — finding the evidence for
effectiveness,5 which identified three major challenges in establishing an evidence base for community health: the difficulties inherent in
attributing program outcomes to a range of interventions; the complexity of the community-based
setting; and the danger of ease of measurement
driving the intervention. Four means by which
community health programs can be judged were
examined: economic evaluation, use of routine
databases, systematic reviews and performance
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1 Mean score for each review question
Question

Mean score (1–5)

Q1.1 Does the evaluation provide a clear description of the program goals/aims/expected
outcomes?

3.462

Q1.2 Does the evaluation provide a clear description of the intervention/program and the
processes used in it?

3.532

Q1.3 What evidence is presented that shows why the intervention is expected to lead to better
health outcomes? (ie, Is the program logic well articulated?)

2.957

Q1.4 Does the evaluation consider issues of equity and produce evidence for the ways in which
the intervention is working towards both a) equity of access to services and b) equity in health
outcomes?

2.968

Q1.5 Does the evaluation document ways in which the broader implications of a health issue
are considered through the intervention? Are attempts made to tackle “up stream” causes of the
problem?

2.828

Q1.6 Does the evaluation discuss to what extent and how effectively the intervention involves
community participants?

2.978

Q1.7 Does the evaluation discuss to what extent and how effectively the intervention involves
other groups and agencies?

2.763

Q1.8 Does the evaluation document unintended aspects of the intervention?

2.548

Q1.9 Does the evaluation report on achievement of program objectives/expected outcomes?
Are immediate and intermediate outcomes reported?

3.274

Q1.10 Does the evaluation discuss the likelihood of achieving longer term health outcomes?

2.349

Q1.11 Does the evaluation report on transferability of the intervention?

2.339

Q1.12 Does the evaluation report on sustainability of the outcomes?

2.309

Q2.1 Does the evaluation provide a sound justification for the evaluation method and
acknowledgement of limitations of the method chosen?

2.677

Q2.2 Does the evaluation use a representative sampling method for those consulted as part of
the evaluation?

2.629

Q2.3 Does the evaluation provide an adequate description of the context of intervention?

3.016

Q2.4 Does the evaluation provide evidence of data quality?

2.715

indicators. Each of these techniques was reviewed
to determine the contribution they make to
assessing the effectiveness of community health
services. The resulting report concluded with a
discussion of the way forward to a more systematic approach to assessing the performance of
community health services. This paper presents a
review of evaluation reporting, not of the interventions themselves.

Methods
From previous experience with the community
health sector, the research team were aware that
evaluations are inevitably small scale and rely

Australian Health Review November 2007 Vol 31 No 4

heavily on qualitative methods. Qualitative systematic review methodology is underdeveloped
in comparison to statistical meta-analysis and
systematic review, and there is no agreed method
for assessing the quality of qualitative studies.11 A
review framework was proposed by the research
team to assess the quality of reporting on planning, program logic and evaluation in community
health services. The framework also needed to
take account of the importance of the core values
underpinning comprehensive primary health
care, especially participation, equity and recognition of the social determinants of health.5 These
core values both define and strengthen primary
health care delivery in SA community health
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2 Sample questions from the review protocol
Q. 1.3 Does the evaluation provide a program logic?
Explaining the logic behind an intervention is important
What evidence is presented that shows why the intervention is expected to lead to better health outcomes?
(ie, Is the program logic well articulated?)
1

2

3

4

5

N/A

not met

minimally met

partially met

largely met

fully met

justify

Comments

Q 2.1. Does the evaluation provide a sound justification for the evaluation method and acknowledgement of
limitations of the method chosen?
The evaluation methods used should be described fully with sufficient details for a reviewer to make a judgement
about their applicability to the particular evaluation.
1

2

3

4

5

N/A

not met

minimally met

partially met

largely met

fully met

justify

Comments

services and contribute to the difference in
approach when compared with the medical
model of health care.
The review protocol, based on previous work
on synthesis of qualitative data 12 and public
health interventions13 was developed in consultation with a reference group comprising the
research team, community health practitioners
and state government policy officers. There were
twelve questions about the description of the
intervention and four questions about the evaluation methodology (see Box 1 for a list of question
topics). Many of the questions had supplementary questions to guide the reviewer (see Box 2).
The full review protocol can be viewed at <http://
som.flinders.edu.au/FUSA/SACHRU/Research/
reviewtrialv2.doc>
All evaluation reports from the five community/
women’s health services in the metropolitan
region (1999–2002) were identified and collected. Inclusion/exclusion criteria resulted in a
set of 93 reports for review. Reports were
included only if the evaluation was formally
documented and a metropolitan community
health service was a key player in the activity/
program. Reports also needed to contain, at a
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minimum, a description of the intervention, a
description of the evaluation method and a report
of the findings.
The review team consisted of three researchers,
a practitioner from each community health service and an interstate consultant with considerable
experience in primary health care research and
evaluation. Training sessions were held to maximise consistency and to finalise the review protocol
questions.
Each report was independently reviewed twice:
once by the interstate reviewer and once by a
member of the SA review team. The extent to
which each report met the descriptor was scored
from 1 (not met) to 5 (fully met) (Box 2) and
comments were invited for each question. Report
and intervention characteristics, scores and comments were entered into SPSS version 11 (SPSS
Inc, Chicago, Ill, USA) for collation and analysis.
At the request of the community health services, short workshops on evaluation at each of the
participating community health services were
conducted. The purpose of the workshops was to
gain an understanding of the current uses of
evaluation within services and the factors that
promote or act as barriers to practitioners under-
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3 Promoters and barriers to evaluation (in order of response frequency)
Promoters

Barriers

Skills and training

Not enough time/resources for evaluation

Culture of evaluation

Lack of evaluation culture

Evaluation process or structure

Not enough expertise within organisation to do evaluation

Evaluation used to make a difference

Evaluation results aren’t used

Access to expertise and support

External evaluation too expensive

Appropriate data systems and evaluation tools

Evaluation not seen as relevant/appropriate to work

Consistent framework

Evaluation is perceived as a threat to individual or program

Feedback and follow up

Don’t know how to interpret evaluation findings

taking evaluation of their work. Six workshops
took place with 127 participants in total. The
process included a round table discussion about
current uses of evaluation, a listing of individual,
organisational and system level evaluation promoters and scoring a list of potential barriers.
After identification of the top three barriers for
each group, there was discussion about how these
barriers might be addressed.

long-term outcomes, transferability and sustainability scored lowest.
The wide range of total scores and the consistency between reviewers suggests the review tool
was robust and scores were not just a reflection of
individual interpretation. The two reviewers’
scores differed by 2 or more for 4.3%–4.4% of
scores across the questions. Sustainability and
sampling questions showed most frequent difference between reviewers.

Results and discussion

Description of programs
Most reports contained a clear description of the
program goal and strategies. Problem definition
and information about how the problem came to
be identified were less clearly articulated, and low
scoring reports typically lacked information about
the intervention.
Describing the program logic and linking this
to longer term health outcomes was generally
poorly done. Given the intended audience for
most reports was the health service itself, familiarity with the program and its development was
probably assumed by the writers. Few reports
tackled or discussed macro-level social or economic determinants of health or underlying
causal issues.
Questions regarding three key features of
community health practice — equity, community participation and collaboration — were
included in the review tool. Reviewers found
that these rarely figured in reports, despite the
fact that primary health care principles are stated

This was the first time that SA community health
program evaluations had been subject to assessment of quality against a common set of criteria.
The study revealed a large amount of varied and
innovative program activity within community
health services, and similarly diverse evaluation
practice and reporting styles. It is important to
understand that most of these evaluation reports
had been written for an internal audience, and
thus information that would have been made
explicit in documents intended for a wider audience were consequently sometimes omitted from
the evaluation report.
The total possible score for each evaluation
report was 160. Assuming equal weighting across
the 16 questions, scores ranged from 57 (36%) to
145 (91%) with a mean of 89 (56%). This
represents the high end of “minimally met”.
Summary scores for each question are listed in
Box 1. Description of the goals and the intervention scored most highly; questions relating to
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as underpinning most programs and services.
Again, the intended audience for reports may
have influenced the way in which these issues
were dealt with. For example, equity was not
explicitly discussed even when the program was
apparently designed with equity issues in mind,
or equity issues were implicit in the focus of
interventions, for example disadvantaged groups
or geographical areas. Reviewers found various
understandings of equity across disciplines and
programs.
Community participation, while enshrined
within service policy and strategic plans, also did
not feature highly in the evaluation reports. Program participants were most often described as
being involved by virtue of contributing to the
evaluation or, to a lesser extent, to the planning
stages. Participation was generally measured by
attendance. Only a few reports reflected on the
quality and effectiveness of community participation. A positive comment was:
Community-owned project and evaluation,
involvement in structure, running and evaluation.

while a more typical comment was:
Not evident in report — didn’t appear to be
any community involvement in project
beyond the participation in the forum.

Reporting on collaborative partnerships with
other groups or agencies was similarly sparsely
covered. A few reported comprehensively on the
role of partnerships but others simply listed
partners and did not describe the process of
participation or reflect on the effectiveness of
collaboration or report partners’ views.
Reviewers were generally positive about
reporting of achievement of objectives or immediate outcomes (for example, participants
learned new skills around food and nutrition),
although there were some concerns about the
validity of data and findings. Longer term outcomes, such as actual changes to more healthy
eating, were less often considered and seldom
linked to established research. Evaluation
reports generally did not address issues of the
608

potential for transferability and sustainability of
the interventions.

Description of evaluation
Nearly one-third of reports described only one
method of data collection, usually participant
feedback sheets. Another third reported using
three or more methods. Many of the reports
contained little or no justification of methods or
limitations identified:
Sole evaluation method was feedback from
parents in a questionnaire at the end of the
group. No justification for this method or
acknowledgement of limitations.

The question of the representativeness of the
sample of those responding to the evaluation was
generally not well reported. In most cases, where
representativeness was covered, it was because
the evaluation had included all people involved
in the program in the evaluation. This was usually
possible where the program was small. In many
cases the response rates were not made clear or
were left out altogether.
A few evaluations gave details of data analysis
or identified more than one source of data.
However, many evaluations failed to give sufficient detail in this area, particularly when it came
to the analysis and presentation of data:
Results presented are unclear — not much
about collection or analysis of data. Only
one source of data is given.

Practitioner perspectives on evaluation
Workshops with community health practitioners
identified how evaluation was used within the
organisation and the promoters and barriers to
undertaking evaluation. Participants reported that
evaluation was used for planning and improvement, accountability, validation and promotion of
services and programs. Participants believed evaluation was more likely to be undertaken if it had a
clear purpose and the findings were seen to be
useful. Participants maintained that to establish an
evaluation culture, an organisation should articulate the purposes for evaluation, establish a consistent framework, provide resource support and
Australian Health Review November 2007 Vol 31 No 4
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structures, and access to expert help and guidance.
Evaluation tools are needed that are relevant to the
participants and the community, are flexible, qualitative and allow for creative methods of data
collection and presentation.
The main promoters and barriers to evaluation
identified by practitioners within the service are
shown in Box 3. All workshops suggested “not
enough time/resources” as the main barrier to
evaluation. This was followed by “lack of evaluation culture” and “not enough expertise within
organisation to do evaluation”. Much of the discussion regarding the time/resource barrier centred on
the pressure to provide services and administrative
and management responsibilities. This meant there
was little time for reflection and evaluation.

Conclusion
Our study suggests that community health services
in SA do undertake a good deal of evaluation. The
evaluation reports reviewed illustrate the enormous amount of innovative work being undertaken, in relation to some of the most complex
issues and marginalised people in our society.
Evidence from evaluations is used to inform planning processes and decision making and to
describe programs and services to funders,
bureaucracies and communities. Very few evaluations engaged with more fundamental theory or
the underlying rationale for the program, even
though some attention to this is usually required at
the planning or funding submission stage. Most
were internal evaluations, and a very small proportion were undertaken by external evaluators (usually for larger, grant-funded programs). Since the
intended audience is mostly internal, it is reasonable to assume that knowledge of the program’s
rationale is assumed by the report writers. Further,
when programs are limited by fixed funding and
timeframes, there may seem to be little point in
considering broader issues of long-term health
outcomes, transferability to other settings, and so
on. Typically, these evaluations were of short-term
projects with uncertain futures. The writers of
these reports were, for the most part, busy practitioners undertaking evaluation and report writing

Australian Health Review November 2007 Vol 31 No 4

with very little support in terms of time, resources
or professional development.
A number of issues emerge from this study that
must be addressed if community health services are
to build evidence bases for their practice and
programs that are convincing to funders. Firstly,
systematic investment must be provided to support
quality evaluations and their dissemination. With
additional resources and greater expertise, evaluation and research will be able to develop and move
from evaluations designed for mainly internal consumption to longer term research and evaluation
with a focus on outcomes and program extension.
The current investment in evaluation of community-based primary health services is very low
when compared with other sectors, for example the
General Practice Evaluation Program in the 1990s.
Secondly, practitioners in the workshops felt
that their organisations did not have a culture
supportive of evaluation despite the number and
range of evaluation reports identified through the
review process. The large number of evaluation
reports was not reflected in subsequent use of
findings. This suggests the need for more organisational commitment and support for workers
undertaking evaluations. Organisations need to
develop “learning cultures” that are demonstrated
through organisational structures, processes and
policies, for example, appropriate funding and inkind support provided for evaluation and
research activity. This culture would foster practitioners’ ability to access and assess evidence and
develop their research and evaluation skills and
knowledge. Likewise publication and dissemination of evaluations must be facilitated and utilisation emphasised in order to contribute towards
the broader evidence base.
Our review indicated that the evaluations were
not generally explicit in dealing with the principles and strategies that underpin community
health work. In particular, evaluations of equity,
community participation and intersectoral collaboration, which are central to a community health
approach, were mostly not well documented in
the reports. For example, equity requirements
were considered to be met if the program was
targeted at a disadvantaged group; community
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participation was frequently limited to consultation or opportunities to provide feedback; and
partnerships were described but not assessed in
terms of process or outcomes. Mechanisms need
to be developed so that community health services can routinely articulate and evaluate these
aspects of their programs.

staff gave their time to sit on the reference group for the
study and to participate as members of the review team.

Implications for research and practice
A number of initiatives designed to enhance the
capacity of community health services to undertake quality evaluations are being implemented as
a result of this research. An evaluation and reporting template14 was developed as part of the project
in order to encourage consistency across reports
and promote greater rigour. To encourage evaluation, tools for assessing partnerships, community
participation and equity are being developed.
The most important issue to emerge from our
study is the lack of investment in applied health
services research of the sort that will be required
to produce the evidence base for practice that
services and policy makers desire. Most community health evaluation activity is not funded or is
inadequately funded. The vast majority of
research funding is directed at medical research
rather than health systems research, a problem
noted internationally, not just within Australia.15
At times the push for “definitive evidence that
programs work” appears daunting for community
health practitioners, as producing evidence for
their work is methodologically challenging and
there are few resources to design and implement
appropriate evaluations. Without adequate
resourcing of, and commitment to, the development of high quality evaluation, reporting and
dissemination, it will not be possible to produce
an evidence base for community health programs
that is comparable with that being established in
the EBM world. The current lack of evidence for
community health reflects failure of the system to
invest in research and evaluation that is adequately resourced and designed for programs in
complex community settings.
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Framework and tools for planning and evaluating
community participation, collaborative partnerships
and equity in health promotion
Gwyn Jolley, Angela Lawless and Catherine Hurley

Introduction
This paper reports on the development of a planning and
evaluation framework and tools to assess key principles of
primary health care: community participation, collaborative
partnerships and a focus on equity.
Comprehensiveness of services is a hallmark of primary health
care and health promotion and the principles of community
participation, partnerships and health equity should underpin
all practice, whether it be service delivery or community
development.1,2 Consideration of these key principles guides
a structural approach to health that goes beyond individual
behaviour change and medical interventions. Despite the
fundamental importance of these principles, they seldom
feature in evaluation reporting.3,4 A review of 93 evaluations
conducted in South Australian (SA) metropolitan community
health services found that, although there is considerable

evaluation activity, there is room for improvement. The
research identified a need for practical tools for assessing and
evaluating the key components: community participation,
collaborative partnerships and equity.
The authors undertook to develop a framework and tools
for understanding each of these components and ways to
assess how effectively they are applied at the program and
practice level. The tools attempt to deal with evaluation
challenges by providing practitioners and evaluators with
a framework to examine health promotion work. The tools
are not intended to examine big picture interventions such
as social policy initiatives or regional programs. They have
been developed for application to the small-scale, local
interventions that characterise much of primary health care
and health promotion’s work. The tools are intended to
capture information from workers, community members and

Abstract

Issue addressed: This paper reports on the development of a planning and evaluation framework and tools
to assess key principles of primary health care/health promotion: community participation, collaborative
partnerships and a focus on equity. The focus of the tools is on planning and process evaluation with some
outcome questions included.
Methods: Following a scan of literature, the framework and tools for each component were developed. The
tools were road-tested with colleagues and trialled by workshop participants.
Results: A framework and tools for each of the components and ways to assess how effectively they are
applied at the program and practice level was developed. The tools attempt to deal with evaluation challenges
by providing primary health care/health promotion practitioners and evaluators with a framework to examine
these components of their work.
Conclusions: Planning and evaluation are regarded as routine in good practice. As health promotion practice
and programs are shaped by principles such as partnerships, participation and equity, it is important that we
also apply an evaluation lens to these components. Sound planning and evaluation allows practitioners to
explain how and why these principles are integrated into their work and what is achieved.
Key words: evaluation, community participation, partnerships, equity
Health Promotion Journal of Australia 2008; 19:152-7

So what?

The development of a pragmatic evaluation framework for each of the key principles will assist practitioners to
build a sound evidence base, not only about their individual practice or program, but also about an approach
to health care which holds considerable promise to meet the health challenges of this century.
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other relevant stakeholders. They are best used in combination
with other data sources such as minutes, informal feedback,
media and reports.

Community participation, collaborative partnerships and equity

Definition of community participation

Good evaluation begins with sound planning and assessment
as a preparation. Process evaluation is most often used by
health promotion practitioners since longer-term outcomes
are more complex to assess. Thus, the focus of the tools is
on formative and process evaluation but with some outcome
questions included.

Both the literature and health services use a variety of terms to
describe communities and community participation. The term
‘community participation’ is used here to include participation
by patients, clients, consumers, community representatives,
community members and citizens. Other terms for community
participation include community engagement, community
partnerships and community involvement. Community
participation has been defined as:

Each tool consists of series of questions to be used at different
stages in the program and is divided into three sections:
preparation/planning, process evaluation and impacts/
outcome evaluation.

“the involvement of consumers in the development of health
services. This can include involvement in policy development,
strategic planning, service planning, service delivery and
evaluation and monitoring.”6

While the background research was set in the South Australian
context, the framework and tools are likely to be relevant for
primary health care services more generally.

Participation can occur at any or all stages of health service
decision making and should go beyond the standard
satisfaction survey. The ‘ladder of participation’7 describes
levels of community participation. The levels are not
mutually exclusive and participation may occur at several
levels simultaneously. More recently, participation has been
suggested as a complementary continuum rather than a ladder,
with organisation and community capacity as key factors in
facilitating community participation.8 However, the ladder
does provide an opportunity for services to think about their
approach to participation, their goals and what is achievable.
The desired level of participation will depend on the particular
program or service.

Methods
Electronic searches and scans of English language literature
were undertaken to identify existing tools and their theoretical
bases that could be adapted for the Australian context. Grey
literature, reports and web-based examples of frameworks
developed for health promotion or social programs dominated
the search results. Each tool was developed following analysis
and consensus building from the reviewed literature. An
overall evaluation framework including a discussion of
the conceptual issues, definitions and program logic was
developed. The framework and tools were road-tested with
practice colleagues and trialled by workshop participants at
the Australian Health Promotion Association Conference in
April 2007.5 More than 50 conference delegates attended this
workshop, indicating a strong interest by the field. Following
this, the tools were made available as a ‘work in progress’
(see http://som.flinders.edu.au/sachru). Further refinement
to increase the appropriateness and effectiveness of the tools
will be undertaken as feedback on their use is obtained from
practitioners.
The remainder of this paper describes the framework and
tools. Each section begins with a discussion of concepts, as
all three principles are contested in terms of meaning. This
is followed by an outline of what is needed in order to make
the primary health care approach effective, and a discussion
of planning and evaluation issues.

Community participation
Community participation in the planning, implementation
and evaluation of services is a key component of the primary
health care approach.

Effective community participation
According to the WHO, primary health care will:
“promote maximum community and individual self-reliance
and participation on the planning, organisation, operation
and control of primary health care, making fullest use of local,
national and other available resources; and to this end develop
through appropriate education the abilities of communities
to participate.”9
Community participation is an ethical and democratic right
and has also become an expectation of funding bodies.
Potential benefits include:
• improved service quality and safety and help towards
health service accreditation
• services more responsive to consumer needs
• increased compliance with therapy or treatment
• improved health outcomes.
Each of these has in common the idea that involving consumers
in health care decision making leads to changes that will
improve health.10 Evaluation of community participation as
a process and outcome is critical to assessing if these benefits
have been realised.
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Evaluating community participation
Four overarching dimensions of community participation
were identified from the literature.11-13 Firstly, the extent
and scope of community participation should be assessed,
for example, the number and characteristics of participants,
identifying and involving those people with an interest, dealing
with barriers to participation and ensuring that processes
are inclusive and value diversity. Secondly, the processes
of working together should be examined. This includes
questions of organisational and community readiness for
participation, effective communication, negotiation and
conflict management skills and appropriate, effective and
efficient procedures. Thirdly, capacity and support, both for
staff and community participants should be assessed. This
should include skills, knowledge and confidence of staff
and participants, recognition and support for participants,
and organisational and community capacity for genuine
participation. Finally, the impacts of participation should be
considered: at what level did participation occur, who had
power and control, who benefited and how, what changes
were made as a result of the participation?

Partnerships
The Alma Ata declaration states that primary health care
“involves in addition to the health sector, all related sectors…
and demands the co-ordinated efforts of all those sectors.”14
Collaborative partnerships therefore form a key component
of primary health care and health promotion practice and
should be included in evaluation.

Definition of partnership
While a widely agreed definition of what makes a partnership
is hard to find15 the following seems appropriate to the primary
health care context:
“A group of organisations and individuals who share some
interests and are working toward one or more common goals
beyond the reach of any one organisation or individual.”16
A partnership has been described as:
“a joint working arrangement where partners are otherwise
independent bodies co-operating to achieve a common goal;
this may involve the creation of new organisational structures
or processes to plan and implement a joint program as well as
sharing relevant information, risks and rewards.”17
Collaboration is done for a number of reasons including:
application of innovative solutions to often difficult or complex
problems, and opportunities for the problem to be viewed
by people from various perspectives and innovative solutions
offered beyond what an individual person or organisation
could achieve. 18,19 Other benefits include increasing
knowledge of partners’ activities and, in some cases, providing
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economic efficiencies and avoiding the duplication of effort.
Partners can contribute their own resources, in-kind and
financial, to allow a program greater depth or reach than
might be possible with only one service involved. Different
skills may be provided through collaboration along with a
greater potential for impact both at the community level and
in promotion of the program to a wider audience.

What makes an effective partnership?
Conditions for an effective partnership include trust and
effective communication between partners, mutual benefits
derived from the collaboration, clearly defined roles and
responsibilities and mutually agreed goals.15,18
A review of partnership measurement tools by the Communities
Scotland group20 identified the following factors as central to
the effectiveness of partnerships:
• presence of a key person/driving force;
• no one individual or agency is dominant, the process is
genuinely collaborative;
• common vision and clear sense of purpose shared by all;
• partnership operates in an environment where work is
valued, is part of the ethos and no inter-agency rivalry;
• trust is valued and has been given sufficient time to
develop; and
• working in partnership is seen as productive and
enjoyable.

Evaluating partnership
In the wide range of literature on evaluating partnership,
some authors have identified that its complex and contextdependent nature make it very difficult to devise a tool
that will fit every partnership in every circumstance. The
unpredictable and changing nature of partnerships over time
complicates the task of evaluation as a fixed tool may not
detect changes in direction and shifts in relationships.20,21
A review of a partnership assessment tools using the Health
Action Zones program in the UK illustrates this.22 Partnership
assessment tools should have three functions:
• reflect on partnership effectiveness;
• benchmark and/or describe current status; and
• target strengths and weaknesses for development/
intervention.22
Context is all important to the workings of any partnership
and must therefore be taken account of in evaluation.19,22,23
It is tempting to take a goals-based approach and simply
measure whether a partnership has achieved what it set out
to do but this does not allow the partnership to analyse where
it has come from, what the strengths are and how weaknesses
can be addressed. Partnerships that have not achieved their
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goals or are struggling will require a more introspective and
reflective process built into their evaluation.22

Achieving health equity requires more than the programs
and services within the scope of primary health care and
health promotion. However, these programs, with their
strong commitment to equity, have done much innovative
and useful work in this area which should be documented
and disseminated. Evaluation is an important step in this
process.

Conversely, many existing measurement tools focus solely on
processes at the expense of outcomes.15,24 Partnership should
not be viewed as an end but rather rigorously examined to
determine the benefits of working in partnership outweigh
the costs. The measure of a partnership’s success should be
“beneficial changes at the level of service provision to users and
carers or to the wider interface of health and social care.”15

Definition of equity

The following criteria are suggested for evaluating the
outcome-related success of a partnership:

We have used the terms ‘equity’ and ‘inequity’ in this paper.
However, inequity and inequality are sometimes used
interchangeably and the British convention is to use the term
health inequalities.26 It is important to note that the terms have
a moral dimension that is in-keeping with primary health care
principles i.e. there is an implied judgement about unfairness
or injustice.

• improvement in accessibility of services to users;
• more equitable distribution of services;
• improved efficiency, effectiveness and quality of services
along with reduced overlap and duplication;
• improved service experiences for users and carers; and

A clear understanding of health equity that is congruent with
primary health care principles is required. The definitions
below provide sound starting points.

• improved health status, quality of life and well being at a
population level.15
There is widespread support for the idea that partnership
evaluation should be multi-faceted rather than reliant on a
single quantitative tool. Other methods include field notes,
observation by an outsider, records of meetings and interviews
with participants.21,25 It is also suggested that evaluation should
acknowledge the costs and barriers to effective partnerships
in order to address these if possible.23

“Equity in health implies that ideally everyone should have a
fair opportunity to attain their full health potential and, more
pragmatically, that no one should be disadvantaged from
achieving this potential, if it can be avoided.”27

Fig 1
Figure 1: Enablers and barriers to equitable health care.
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“The term ‘inequity’ has a moral and ethical dimension. It
refers to differences which are unnecessary and avoidable
but, in addition, are also considered unfair and unjust. So, in
order to describe a certain situation as inequitable, the cause
has to be examined and judged to be unfair in the context of
what is going on in the rest of society.”28

What makes for effective equity in health services?
The inclusion of health equity as a guiding principle should
shape health services, programs and practice. Health
promotion programs may have an impact on health equity
through action on:
• progression of illness and disability;
• prevention of illness and injury; and
• promotion of positive health and wellbeing.
To be effective, equity work is likely to incorporate a range
of strategies including community participation, partnerships,
advocacy and capacity building.29

Evaluating equity
In order to plan and evaluate initiatives to promote health
equity, practitioners must be able to articulate the equity issue
and describe the pathway linking their program or practice
to improved health equity. Equity in health care has been
defined along three dimensions28 and this provides a useful
starting point to explore equity pathways:
• equal access to available care for equal need;
• equal utilisation of available care for equal need; and
• equal quality of care for all.
Figure 1 illustrates some key enablers/barriers to consider
when examining practice in this way. For each enabler and
barrier a range of questions to aid planning and evaluation
can be posed.
Primary health care is concerned with more than providing
health services to people. Programs with a community or
population focus often aim to have an impact on pathways
to health equity that lie mostly outside the traditional health
care sector and are aimed at influencing factors which
mediate the effect of social and economic disadvantage on
health. Others aim at influencing the social and economic
conditions that lead to inequitable health outcomes. The
themes identified above – accessibility, utilisation and quality
– are also useful in applying an equity focus to these activities.
If we think about accessibility, utilisation and quality in terms of
‘resources for health’ rather than ‘health care’ these principles
can be applied to a range of primary health care and health
promotion programs. This means that the tool has the potential
to be applied to interventions aimed at increasing resources
for health.
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Conclusion
Evaluation is regarded as a routine part of good practice. It
encourages accountability, service and program improvement
and contributes to our knowledge of ‘what works and why’.
As primary health care and health promotion practice and
programs are shaped by principles such as the promotion of
partnerships, participation and health equity, it is important
that we also apply an evaluation lens to these components.
Sound planning and evaluation allows practitioners to explain
not only why but how these principles are integrated into their
work and what is achieved by doing so. It provides information
about what works for whom. Programs and practice can be
modified and improved on the basis of evaluation findings.
Lessons can be drawn for different issues, different people
and different contexts.
There are many barriers to evaluation practice in primary
health care and health promotion settings. Among these
are the lack of system level investment in the development
of appropriate methodologies and research capacity and
the complexity of the evaluation task. Evaluation of the key
components discussed here is particularly problematic given
they are contested concepts. While there is often implicit
recognition of these underpinning principles, evaluation
tends to focus on other, more readily evaluated aspects of
practice.
The framework and tools presented in this paper offer a
resource to assist in the planning and evaluation of health
promotion programs and aim to act as prompts to reflective
practice. It is hoped that by developing a pragmatic evaluation
framework for each of the key principles, practitioners will
be able to build a sound evidence base not only about their
individual practice or program but about an approach to
health care which holds considerable promise to meet the
health challenges of this century.

Jolley, Lawless and Hurley
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