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1.0 Introduction and Structure of report  
 
The REACH Partnership Project aims for its first 3 years are to:  

• increase organisational culture and capacity within the Victorian HIV partnership for 
sustained evidence building and evaluation; 

• collaboratively develop monitoring and evaluation approaches for identified HIV 
prevention programs and projects at the discrete project level as well as the collective 
policy level;  

• to contribute to building the evidence base about “what works” that informs policy, 
programs and agencies; 

• support and influence decision making at the policy and program level; and 
• contribute to the evidence base nationally and internationally in HIV prevention. 

 
The project has completed the first phase which included among other tasks: a literature 
review as part of an overall environmental audit; a review of similar capacity building 
initiatives in the literature; a survey of evaluation skills and experience in the partner 
organisations; and the development of a draft policy logic framework. This report focuses on 
the key findings and developments in each of these areas. In particular it focuses on key 
developments in the literature that have influenced and guided the implementation of the 
REACH Partnership Project to date and will be impacting on it over the next year as it works 
towards the above goals. It was not the aim to undertake a full systematic review of all 
literature, but to build on work already undertaken in previous systematic reviews of HIV 
prevention literature and evidence with a focus on the needs of the REACH Partnership 
Project. 
 
After this introduction (Chapter 1), the report is divided into four main sections.  
Chapter 2 provides an overview of the key frameworks and concepts in which the Victorian 
HIV Prevention investment operates and with which the REACH Project needs to engage. 
There are substantial reviews available summarising the range of health promotion methods 
and strategies in current practice to prevent the transmission and impact of HIV (for example 
- Schwartländer et al., 2011, Spire et al., 2008, Piot et al., 2008, Gupta et al., 2008, Coates et 
al., 2008, Bertozzi et al., 2008) and so Section 2, rather than repeating these, focuses on a 
targeted summary of the key concepts and areas in preparation for the subsequent Chapters. 
 
Chapter 3 then provides an overview of recent developments in evaluation thinking and 
approaches in HIV prevention, as well as health promotion and social change programs that 
are particularly pertinent to the objectives of the REACH Partnership Project. In particular, 
the move to bring a stronger theory based evaluation approach into program logic 
frameworks, and the use of realist and systems approaches in evaluation and evidence 
building, including a recently published framework to move this work from conceptual to 
practical. The section then provides a summary table indicating the use of the different 
evaluation methods in the evidence building ‘tool box’ and their use to date across the 
different health promotion strategies. This table is a work in progress and is expected to be 
enhanced and expanded during 2012. 
 
Chapter 4 highlights the evidence from similar evaluation capacity building initiatives with 
similar HIV community organisations internationally, and the lessons that are applicable for 
the REACH Partnership. This section also provides an overview of the key results from the 
REACH Online Survey of practitioners in the Victorian HIV community sector conducted in 
October 2011. These results were used in the development of the agency workshops (still 
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being conducted) and as a baseline for monitoring changes in the culture and capacity for 
evaluation and evidence building within the sector.  
 
Chapter 5 provides an overview of draft policy logic framework for the overall HIV 
prevention investment. This draft has drawn on the environmental audit (both programs and 
literature) and will undergo consultation and refinement during 2012.  
 
Chapter 6 then provides a series of recommendations for the REACH project for 
consideration.  
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2.0: Health Promotion approach to HIV Prevention in Victoria  
 
This chapter provides an overview of the key policies, frameworks and concepts in which the 
Victorian HIV Prevention investment is operating and how the REACH project engages with 
policy.  It will provide a targeted summary of current strategies and future directions for HIV 
prevention based on a number reviews of health promotion interventions. 
 

2.1 Policy for HIV Prevention 
HIV prevention work in Victoria is guided by numerous policy documents and frameworks 
including the sixth National HIV/AIDS Strategy (2010-2013), integrated health promotion 
and the Ottawa Charter for Health Promotion. More recently the Victorian Public Health and 
Wellbeing Plan 2011–2015 was developed drawing on prevention best practice and guiding 
future prevention approaches. While guided by the aforementioned documents the approach 
of the REACH Partnership is aligned with two key Victorian strategies; integrated health 
promotion and the Victorian Public Health and Wellbeing Plan which are outlined below.  
 

Integrated Health Promotion 
Integrated health promotion practice in Victoria encompasses a mix of health promotion 
interventions, involvement of key stakeholders and partnerships; from networking through to 
genuine and meaningful collaborations (Department of Human Services, 2003). Since the 
introduction of new guidelines in 2009 for planning and reporting health promotion 
interventions by funded HIV agencies an integrated approach to health promotion has been 
encouraged. In the context of HIV prevention integrated health promotion supports and 
promotes a system-wide approach for a strengthened and sustained response to HIV which 
includes building the evidence base for effective HIV prevention. The broader aim of the 
REACH Partnership - to facilitate the building of the evidence base for HIV prevention 
policy and program decisions in Victoria, and its objectives, directs an approach which 
reflects the principles of integrated health promotion and subsequently the approach of HIV 
agencies funded for HIV prevention;  

1. identifying key stakeholders and partners to support the REACH Partnership and 
contribute to policy develop for HIV prevention and evaluation,  

2. building and sustaining partnerships for evaluation practice and evidence building, 
and 

3. collaboratively developing and implementing appropriate and diverse monitoring and 
evaluation methods for HIV prevention activities.  

 

Victorian Public Health and Wellbeing Plan 2011–2015 
The Victorian Public Health and Wellbeing Plan (VPHWP)(Department of Health, 2011) 
takes a system-wide approach to prevention.  Nine priority health issues and five health 
protection areas are identified in the plan with promoting sexual and reproductive health and 
communicable disease prevention and control most relevant to HIV agencies and the 
REACH Partnership (Department of Health, 2011). To achieve its objectives the plan outlines 
a two-pronged approach focusing on systems and settings and interventions. Similar to the 
VPHWP the REACH Partnership focuses on health system strengthening where the capacity 
of the HIV prevention workforce is developed to participate in monitoring and evaluation 
activities and able to contribute to the HIV prevention evidence base at the program level. 
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The process of building workforce capacity takes a settings approach where the HIV 
workforce develop their evaluation skills through trialling evaluation methods within their 
current programs and workplaces, known as Participatory Action Research, which contributes 
to the evidence base.  Simultaneously an organisational and sector-wide culture of evaluation 
and evidence building to support workers is developed and strengthened. In turn the 
strengthened workforce and evidence base contributes to improving effective HIV 
interventions delivered to a diverse range of communities within Victoria. 
 

2.2 Frameworks for HIV prevention 
 
Along with key theories which underpin specific HIV prevention interventions, some of 
which are summarised later in this chapter, conceptual frameworks assist practitioners to 
investigate, understand and respond appropriately to local HIV epidemics. This section 
outlines three conceptual frameworks which are valuable for developing structural 
approaches for HIV prevention in Victoria. Historically structural interventions were 
conceptually developed from a social determinants of health perspective but more recently 
this has evolved to include the concept of social drivers (Auerbach et al., 2010).  

Social Determinants of Health  
Health and wellbeing can be influenced by social, cultural, economic, political, legal and 
environmental factors known as the social determinants of health (SDOH) (Gupta et al., 
2008, Commission on Social Determinants of Health and 2008). Increasingly it is recognised 
within the field of HIV that interventions, particularly behavioural, can only be effective and 
sustainable over time if the context in which they operate facilitates their uptake (Ogden et 
al., 2011). The broader social factors which can increase people’s vulnerability to HIV 
include education, employment, income and job security, health services, and access to 
services, housing, social exclusion, and stigma (Dean and Fenton, 2010). A SDOH approach 
to HIV prevention focuses efforts on changing laws or policy to address human rights and 
social injustice and inequality, developing partnerships with sectors beyond health, shifting 
harmful social norms and bringing about political change (Adimora and Auerbach, 2010).  
SDOH framed HIV prevention also involves engaging and mobilising affected communities 
to ensure meaningful participation and sustainability of interventions. A SDOH approach to 
HIV prevention may have the greatest impact on reducing HIV infections long term in 
addition to other social benefits (Adimora and Auerbach, 2010). 
 

Social Capital  
Social capital is often linked to improved health and is a concept which is increasingly used 
within the field of health promotion and community development (Wakefield and Poland, 
2005). Various constructions of social capital can be applied within both fields however one 
popular construction is social capital as a resource which benefits the community where 
strengthening social cohesion within communities and networks leads to improved health 
outcomes (Wakefield and Poland, 2005). Social capital can be viewed as a resource that can 
be leveraged by individuals and groups to achieve particular outcomes through community 
“buy-in” and collective problem solving. While social capital may useful for increasing 
participation and ownership of interventions caution must be taken when applying the 
concept so as not to create “us and them’ situations or enhance social exclusion (O'Connor-
Fleming and Parker, 2001).    
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Social Drivers 
Similar to, and influenced by, the social determinants of health social drivers ‘refer to the 
core social processes and arrangements reflective of social and cultural norms, values, 
networks, structures and institutions that operate around and in concert with individuals’ 
behaviours and practices to influence HIV epidemics in particular settings’(Auerbach et al., 
2011 p3). Often social drivers of HIV may not be as evident or proximal to practices which 
facilitate HIV transmission such as unprotected sex therefore understanding and unpacking 
social drivers that influence HIV transmission is important for understanding local HIV 
epidemics and responding accordingly (Auerbach et al., 2011) 
 

2.3 HIV Strategies 
 
Interventions working across multiple levels of influence, operating within supportive 
environments, may be more likely to affect behaviour than those working at one level (Coates 
2008). In recent times there has been a shift from focusing specifically on individual 
behavioural and biomedical interventions to integrating structural approaches for HIV 
prevention - coined “combination prevention’ (Gupta et al., 2008, Bertozzi et al., 2008, 
Coates et al., 2008).This section will not endeavour to detail all theories and types of 
interventions; a summary of popular theories and common interventions can be found in 
other reviews  (for example - Schwartländer et al., 2011, Spire et al., 2008, Piot et al., 2008, 
Gupta et al., 2008, Coates et al., 2008, Bertozzi et al., 2008) as well as the Department of 
Health commissioned work by SuccessWorks (2009) ‘Best practice in HIV/AIDS prevention’ 
review of literature. Therefore this section will provide only a brief overview of the key areas 
that are referred to in the rest of this report.  
 

Behavioural  
Behavioural interventions have dominated the approach to HIV prevention both in Australia 
and internationally. ‘They attempt to motivate behavioural change within individuals and 
social units by use of a range of educational, motivational, peer-group, skills-building 
approaches, and community normative approaches’ (Coates et al 2008). Behavioural 
interventions operate at a number of levels ranging from individual through to broad 
community level and employ a number of theoretical frameworks for behaviour change. ‘As 
part of a comprehensive strategy across the continuum of HIV prevention and care, 
behavioural interventions remain an important tool in the global fight against HIV’ (Herbst et 
al 2007, p. S39). Numerous systematic reviews have shown HIV behavioural interventions 
targeting gay men are effective in reducing risk practices and maintaining safe sex practices. 
A recent review by Herbst et al (2007) of the effectiveness and economic efficiency of 
behavioural interventions extended their review to identify specific intervention components 
associated with intervention efficacy and barriers to implementation. This section will 
provide an overview of the different levels of behavioural interventions and popular theories 
which underpin them.  
  

Individual level  
HIV prevention interventions for individuals often seek to motivate a shift in a person’s 
beliefs and attitudes towards harmful practices and develop self-efficacy. Health education 
and information and risk reduction strategies are delivered through various methods like 
counselling, including at the time of HIV and STI testing, and motivational interviewing 
(Herbst et al., 2005). Individual interventions are underpinned by behaviour change theories 
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drawn from health psychology including transtheoretical (stages of changes) model which 
theorises behaviour change as a process of different stages, and theory of reasoned action 
where behavioural intentions are influenced by attitudes and normative beliefs (Nutbeam et 
al., 2010).   
 

Group level 
Group level interventions are commonly implemented using a peer-based model underpinned 
by theoretical frameworks including the principles adult education; where participants bring 
life experiences and knowledge and are goal-oriented, social cognitive theory; self efficacy 
through observational learning, mastery experiences and social persuasion (Simoni et al., 
2011a) and to some extent diffusion of innovation; adoption of new ideas or innovative 
practices (Simoni et al., 2011a, Nutbeam et al., 2010). Peer-based group interventions often 
include multiple components such as health information provision, skills building and 
practice, social support and influence, personal assessment and goal development however in 
a review of group-level interventions the most effective were those which included role play, 
skills building and practice and multi-session interventions (Herbst et al., 2007) 
 

Community level  
Interventions at the community level aim to shift or modify social norms, or perceptions of 
social norms, which may influence health behaviours in a particular environment or context. 
Community-level interventions often employ theories such as diffusion of innovation and 
community organisation and community building to engage and mobilise communities 
around particular health issues(Nutbeam et al., 2010). Community level interventions may 
use a settings-based approach involving peer outreach or social marketing to raise awareness 
around specific issues or advocate for change (Herbst et al., 2007). Due to the types of 
interventions employed to target communities more time is required for implementation and 
to observe their impact.  
 

Biomedical 
 
The role of HIV treatment in prevention 
 
The relationship between ARVs, viral load and HIV transmission has been a focus of 
attention for the HIV community sector for many years. Ever since the announcement in 
1996 of the success of triple combination therapy in reducing viral load and prolonging the 
lives of PLHIV, community-based HIV organisations have been addressing this issue in 
campaigns, group-based peer education, and policy development (Australian Federation of 
AIDS Organisations, 2010). The introduction of the “Swiss Statement” in 2008  (Vernazza et 
al., 2008) mobilised significant debate. 
 
In Australia policy the response was one of caution as the local epidemic is mainly 
concentrated among gay men. Few studies had included, or had significant numbers of male 
serodiscordant couples to understand the impact of ARVs in preventing HIV transmission 
and it was argued that only a minority of gay men would would fit the criteria that had been 
established in the “Swiss Statement” (Australian Federation of AIDS Organisations, 2010).   
In a review of data that supported the evidence of the role of ARVs in preventing HIV 
transmission Cohen and Gay (2010) argued that the rising momentum for the introduction of 
“treatment as prevention” was a combination of the limitations of  behavioural and other 
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biomedical prevention efforts, the availability of ART in developing countries and ‘the 
optimism of mathematical modellers and some policy makers’ (p S91).  
 
However in the past few years the growing body of evidence indicating the potential of 
antiretroviral (ARV) drugs in preventing sexual transmission of HIV has increased 
significantly. This includes the recent results from a study examining the impact of 
antiretroviral therapy on transmission (‘treatment as prevention’), as well as several studies of 
pre-exposure prophylaxis and one study of a vaginal microbicide (Grulich and Zablotska, 
2010). However key studies released during 2011 have been argued as being a ‘game 
changer’ in the level of evidence of the role of ARVs in HIV prevention. For example the 
HPTN 052 study of transmission among HIV-discordant heterosexual couples, finding  
among other results, a 96% decrease in new HIV infections among those whose partner was 
on ARVs (Cohen et al., 2011). Also in 2011, the results from the iPrEx trial, the PrEP trial 
specifically for men who have sex with men, which showed potential for a biomedical 
intervention (Grant et al., 2011).  
 
The implications of this growing body of evidence for policy and strategy in HIV epidemics 
such as Victoria’s is yet to be fully realised. It raised both hope for people living with HIV 
and communities most affected by HIV, as well as significant practical, logistical and ethical 
issues. However as has been argued for some time, ‘biomedical interventions will need to be 
part of an integrative package that includes biomedical, behavioural, and structural 
interventions’ (Padian et al., 2008 p585). 
 
Sexually Transmitted Infections Prevention and Management  
Since the late 1990s an increasing body of research has demonstrated a strong association 
with sexually transmitted infections (STI) and the acquisition and transmission of HIV 
(Fleming and Wasserheit, 1999).  In response to this HIV prevention organisations and 
clinical services have incorporated STI prevention and management interventions as part of 
HIV prevention activities.  
 

Structural 
As outlined previously,  social, economic, political, legal and environmental factors affect 
HIV risk and vulnerability (Gupta et al., 2008).  The use of structural approaches in HIV 
prevention has been far less evaluated than behavioural interventions which may be due to a 
combination of limited data on their effectiveness and operational guidance. However, there 
is no doubt that structural approaches are a crucial part of effective HIV prevention. Similar 
to behavioural interventions structural interventions operate at multiple levels from 
addressing macro-environmental factors; socio-economic status or policy and law, through to 
micro-environmental factors; social norms and structure. Structural factors affecting HIV 
may be quite distal to the short term or direct issues and factors HIV agencies may be trying 
to address through their programming. It is important for these factors to be acknowledged 
when developing HIV prevention initiatives as they can be a major contributor to the success 
of failure of a program (Gupta et al., 2008). 
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3.0: Review of developments in evidence building in HIV Prevention in 
similar epidemics to Victoria  
 
This section summarises the most pertinent results from the audit of developments in 
evaluation theory and practice. This was undertaken through the review of past systematic 
reviews and supplemented by key papers that have been published within the past five years, 
as well as consultations and workshops with REACH project partners. It provides a brief 
overview of recent developments in evaluation thinking, frameworks and approaches for HIV 
and social influence based health promotion, highlighting a selection of key papers of 
relevance and influence to the REACH project. 
 

3.1 Developments in the meaning and usefulness of evidence building in HIV 
prevention 
 
 
As described in section 2.0, health promotion operates at a number of interdependent levels 
and may succeed or fail depending on the wider social systems in which it operates (Speller 
et al., 2005, Pawson et al., 2005), and so the evaluation of and building of evidence for such 
health promotion needs to match this multiple level approach. Over the past 30 years of 
responding to HIV, the community, policy and public health sector has needed to move from 
a crisis response to a sustained response. However the depth of evidence for many health 
promotion investments has not been maintained as the contexts and demands have continued 
to change throughout the epidemic. 
 
The critical need to strengthen and raise the evaluation capacity of the community sector 
workforce and build a more effective evidence base were key themes in the development of 
the current Victorian BBV and STI Strategies, as well as the National BBV and STI 
Strategies (Commonwealth of Australia, 2010). This has been a developing issue for some 
years, and has been driven by a number of factors including: resurging and emerging 
epidemics across a number of communities, changing levels of community engagement with 
traditional approaches and messages, and the increasing complexity of the role of testing and 
treatment in preventing transmission.  To guide current and future policy responses and 
investment, a strengthened community health promotion sector with effective tools for 
building evidence is needed.  
 
To date, however, much of the published evaluation has focused on individual behavioural 
impacts, and so limited to programs which focus at the individual level (such as individual 
behaviour, attitudes and knowledge) using primarily experimental designs undertaken 
through resourced research centres. There has been much less evaluation of broader social 
impacts, interactions and cultural norms, or development of evaluation approaches that are 
sustainable within the context of day to day work within community based organisations.  
 
There has been considerable debate within the literature in public health, as well as in HIV 
prevention specifically, about the need to broaden the range of approaches, frameworks and 
tools in building a sustained evidence base to support the development and implementation of 
social and health promotion interventions (UNAIDS, 2011, Traube et al., 2011, Sridharan and 
Nakaima, 2011, Schwartländer et al., 2011, Phillips and Pirkle, 2011, Peake, 2011, UNAIDS, 
2010, McMahon, 2010, Auerbach et al., 2010).  
 



11 
 

It has been argued that the perspective of evaluation as a hierarchy of research 
methodologies, in which the strongest level of evidence is ascribed to randomised controlled 
trials (RCT), and subsequently to meta reviews of RCTs, is not effective in building a useful 
evidence base across the many social and structural interventions. (Sridharan and Nakaima, 
2011, Kippax et al., 2011, Donnell et al., 2010, Cartwright, 2007, Auerbach et al., 2011). 
Auerbach et al (2011) argued that “the privileging of RCTs in HIV prevention research has 
slowed the development of innovative research questions and methods that while central to 
the improving practice, may not lend themselves to experimental methods”.  
 
A growing field of researchers, policy developers and public health practitioners have 
advocated for and developed a range of ways of assessing the strength and utility of evidence. 
This has included incorporating different kinds of evidence into decision making in public 
health policy to understand the role that interventions play within the broader system of 
interventions and social processes, even if there are still uncertainties as to the validity of the 
methods that are emerging (Sridharan and Nakaima, 2011, Phillips and Pirkle, 2011, Peake, 
2011, Adam, 2011, Ross et al., 2006). In more recent years it has become more common in 
contemporary evaluation in public health to adopt a pragmatic approach, and to determine the 
research methodology based on the causal assumptions, scope and level in which the 
intervention is attempting to work and the kind of questions which the evaluation is 
attempting to answer (Auerbach et al., 2010). This includes but does not privilege one 
particular approach over another. 
 
At the core of these debates and developments for practitioners and policy makers is the need 
for the evaluation to be driven by a clear understanding of the program, and its influences, 
assumptions and mechanisms to then make effective choices as to the appropriate evaluation 
approach. The following sections provide a brief overview of some of the developments in 
achieving this through the use of program logic, theory driven evaluation and systems theory. 
These have supported the REACH Partnership in its work to build a clear understanding of 
HIV prevention programs and engaging and selecting of the most appropriate evidence 
building approaches to improve HIV prevention and health promotion practice. 
 

3.2 Program Logic 
 
Program Logic models are graphic and text descriptions of real-life processes to show the 
underlying causal assumptions of how undertaking one activity is expected to lead to another. 
It is a way to present the fundamental ‘logic’ or causal pathways underlying a program 
(Millar et al., 2001).  The approach is a popular and effective approach in health promotion to 
summarise a program, including the health problem or issue the program is trying to address, 
program inputs, activities, outputs, impacts and outcomes as well as the key assumptions 
underlying the program and a description of the program context.  The approach has the 
advantage of being able to be applied to small discrete projects or larger complex 
interventions and policy responses (Michael et al., 2011, WK Kellog Foundation, 2004).  
 
An example of an expanded version of program logic can be seen in the widely used 
Precede/Proceed model of health program planning and evaluation (Green and Kreuter, 
1991). Consistent with program logic approaches, the Precede/Proceed model encouraged 
users to focus on outcomes before inputs, and recognised the voluntary behaviours of 
individuals and the role of the environment and social processes in achieving outcomes was 
also recognised.  
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In practice, however, there can be an unclear or unarticulated link between the intentions of a 
program, the activities undertaken, the outcomes recorded, and the reflections made by the 
evaluator or program staff (Virtanen and Uusikylä, 2004). Also, while program logic models 
can incorporate multidirectional pathways, most applications tend to limit themselves to 
linear causal assumptions. These points were evidenced through the recent AFAO Health 
Promotion Evaluation Audit of HIV prevention programs in Australia (Wilkins and Booker, 
2009) as well as work internationally (Traube et al., 2011, Sridharan and Nakaima, 2011, 
IQhiv, 2011, Phillips and Pirkle, 2011). In other words, the uncritical application of program 
logic, with limited articulation of the actual interrelationships between and within the 
strategies, can result in an approach which assumes ‘if we do lots of activities then we will, 
somehow, achieve lots of good outcomes’. Even in circumstances where this appears to be 
successful, this leaves policy and practice with limited understanding of why, or how, to 
change, sustain or replicate the approach when the context or social system changes (for 
example, the impact of new HIV treatments on prevention and sexual cultures). Programs are 
also vulnerable to loss of corporate knowledge and experience when program staff and 
volunteers leave the organisation. 
 
In recent years there has been a move to combine the strengths of program logic and theory 
based evaluation to build a more rigorous understanding of programs, their development, role 
and evolution, as well as their impact and capacity to contribute to the broader evidence in 
HIV prevention (Auerbach et al., 2011, Pawson and Sridharan, 2009). 
 

3.3 Theory based evaluation 
 
Proponents of theory-based evaluation included Chen and Weiss in the USA (Chen, 1990, 
Weiss, 1997) and Pawson and Tilley in the UK (Pawson and Tilley, 1997b). Theory based 
evaluation aims to unpack what is often a black box in programs – the causal mechanisms 
between the activities and the outcomes – and focus the evaluation towards what works in 
what contexts, why and for whom, and what can we draw from this to enhance our 
understanding for future programs or similar programs (Chen, 2005, Sridharan and Nakaima, 
2011, Stame, 2004, Brousselle and Champagne, 2011). 
 
In its simplest form, program theory provides a means of assessing program effectiveness and 
impact against the actual mechanisms and assumptions on which the program is intended to 
work, and so provides a checklist for program evaluators to monitor program implementation 
and its expected outcome (Green, 2000 ). It provides an approach that can separate the impact 
on a program due to the planned activities not being carried out (implementation failure) from 
the activities themselves failing to bring about the intended effects within its context 
(program theory failure).  
 
According to Sampson (2007), clarifying the assumptions or program theory underlying 
programs would assist practitioners to address the challenges faced in evaluating complex 
programs which continually evolved as a result of a changing political and financial context 
(Sampson, 2007). In addition, van der Knaap (van der Knaap, 2004) argued that a theory-
based approach is valuable for a government that wants to learn, whilst potentially 
reconciling positivist and constructivist approaches to evidence building. Van der Knaap 
proposes that theory based approaches are more effective in engaging with questions such as 
“How can we do justice to societal complexity yet still maintain focus? How can we enter 
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apparently closed policy systems? And how do we find a balance between mere improvement 
and innovative learning?”(van der Knaap, 2004). While there are differing perspectives on 
theory based evaluation (Sridharan and Nakaima, 2011, Stame, 2004, Alkin, 2004), where 
different advocates have common ground is that theory based evaluation requires critical 
engagement and review of the program theory in order to develop and implement an effective 
and useful evaluation that can contribute to a building evidence base.  
 
In developing and articulating the program theory, it should be noted that both well-defined 
scientific theory and stakeholder-implicit theory can be drawn upon, and both have their 
merits and characteristics that should be considered (Chen, 2005). When scientific theory or 
evidence is relied on for the development of a program, it can help program designers and 
evaluators understand why a particular determinant should have the power to shape 
outcomes. Scientific theories are usually well tested, and their principles can eliminate trial-
and-error searching for determinants. However they can tend to focus heavily on academic 
interests rather than stakeholder or practitioner interests, and can be criticised that they are 
too controlled and fail to sufficiently reflect the real world (Chen, 2005). 
 
Many intervention programs that operate in a community context, however, have not been 
designed by scientists but by the ideas of community members, program directors and staff. 
These ideas may come from “past experiences, conventional wisdom, discussion with peers, 
advice from experts, scientific theories, acquaintance with similar programs—even hunches” 
(Chen, 2005). In this context the program theory is implicit with little explicit articulation, 
and may not be endowed with the prestige of scientifically tested theory. These theories may 
later form the basis of a tested theory and be proved or disproved. (Chen, 2005). This was 
very much the experience of much of the early community driven responses to HIV(Gentry et 
al., 2002, Hodge et al., 2002, Kelly et al., 1992, Pollak et al., 1994, Van de Ven and 
Aggleton, 1999), and was found to still be the case in many evaluations of HIV prevention 
programs that participated in the AFAO Health Promotion Evaluation Audit (Wilkins and 
Booker, 2009). 
 
Stakeholders’ implicit theories are often not systematically and explicitly articulated, but 
need to be, as stakeholders draw on them when contemplating their program's organization 
and implementation. As described by Brousselle and Champagne (2011),  testing the 
program’s theory before entering more deeply into the evaluation process can provide 
important insights into the validity of the program theory and mechanisms, the program’s 
relationship to other programs and the broader system in which it operates,  as well as 
mobilizing stakeholders in a valuable exercise of reflection and development. The resulting 
clearly articulated program theory, drawing on and testing against evidence and practice, 
provides the basis on which collaborative decisions about the most appropriate evaluation 
approaches and analysis can be made. This highlights the need for strong and sustained 
engagement between the program staff and evaluation technical support. 
 
 
In building an evidence base for policy and practice, the focus of theory based evaluation 
should not be exclusively whether or not a program was successful or should be replicated 
but what good practice principles could be transferred to other programs (Sampson, 
2007).This conclusion is consistent with a realist approach to evaluation (Pawson and Tilley, 
1997a), which is discussed in the next section.  
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3.4 Realist Evaluation 
 
Realist evaluation is one form of theory based evaluation with its origins in the UK and has 
much to offer the REACH project and its partners. The Realist approach argues that 
formulaic approaches to program evaluation design often do not address the complexity of 
the programs they are evaluating and presume that programs are static systems that do not 
change over time. Whereas the Realist approach assumes programs are dynamic (change over 
time), depend critically on the context in which they are implemented, and change as a result 
of stakeholder reasoning (which is influenced by evidence, experience,  and perceived social 
and cultural changes) (Pawson and Tilley, 1997a, Pawson and Sridharan, 2009).  
 
The Realist approach attempts to understand what is a program really trying to achieve 
(objectives) and what is it that is believed to make it work (underlying theory or 
assumptions), and then this guides the evaluation to determine if this is in fact true, why, and 
in what context. A realist approach explicitly seeks to unpack the complexity of the program. 
The approach has many strengths, but most of all, its focus shifts from ‘‘does a program 
work?’’ to ‘‘what is it about a program and the system in which it operates that makes it work 
or not work?’ The approach aims to identify the effective program mechanisms (i.e. 
activities, features) that contributed to program results and could be useful and transferrable 
to programs with similar objectives and target groups in other settings (Pawson and Tilley, 
1997a).  For example, why was the program working, what was essential to deliver change, 
what was not essential? In this way, resources could be targeted more wisely. Such a focus is 
consistent with the learning goals of policy and practice development and refinement, as well 
as with action research and participatory evaluation approaches. This has clear implications 
for involving stakeholders, including program recipients, program staff, and funders in the 
design of the program and the evaluation.  
 
Some advocates of theory based evaluation, such as Realist Evaluation, argue for its use 
when experimental approaches involving control and comparison groups were not feasible, 
ethical or resourceable, or to develop hypotheses for subsequent experimental research 
designs (eg Sampson 2007). Others, however, argue that the approach is actually the first 
choice for social and behavioural change as the approach evaluates within the reality of the 
program and does not try to control the variables that are part of a socially based health 
promotion program (Auerbach et al., 2011, Pawson and Sridharan, 2009). Realist approaches 
endeavour to position the program within the broader context of the system within which it 
operates. This brings us to another area of development in evaluation, systems theory. 
 

3.5 Systems theory and systems thinking approaches to evaluation 
 
In looking at ways that evaluation and evidence building can engage with the complexity of 
real world health promotion in HIV (with the interconnections of social determinants of 
health, cultural dynamics, politics, institutions, programs and changing contexts) there is 
much that can also be drawn from developments in the systems theory and systems thinking 
literature in evaluation. A set of health promotion programs (such as in HIV prevention) can 
be thought of as a complex system or highly entangled collection of systems, can involve 
formal and informal social systems such as the health system or a community, and can be 
complex, dynamic, fluid and/or resistant to change. How one conceptualizes or views a 
system can have an impact on how one carries out an evaluation (Behrens et al., 2007). If 
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engaging with evaluation and building evidence within integrated health promotion, then the 
system or interrelated contexts and social systems in which the programs are conducted, and 
the leverage points within a system that are conducive to change, need to be accounted for. 
Including a systems perspective in the building of evidence is consistent with the Victorian 
Health Priorities Framework 2012-2022 and the National Partnership Agreement on 
Preventative Health (NPAPH). These both highlight the need to engage with health 
promotion and preventative health in the context of a broader system of multiple settings and 
communities which are led, funded and implemented across various organisations.  
 
There are many different definitions, modelling techniques, practices, and methods that have 
emerged to try to address the systemic nature of human institutions and interactions. They are 
examples of theories, methods, and associated techniques that seek to describe the 
boundaries, diversity, relationships and perspectives that shape behaviour of interconnected 
entities (Behrens et al., 2007, Cabrera et al., 2008, Williams and Imam, 2006). The concepts, 
theories and advocates vary considerably in this developing area (Williams and Imam, 2006) 
and there is not scope to provide a comprehensive overview of these differences here. 
However one way to view systems thinking in evaluation is that typically non systems 
evaluation looks at inputs and activities the program hopes to deliver, the outcomes desired, 
and a measureable way to assess progress towards those outcomes.  A more systemic 
approach would include: defining what the program is and is not; identifying the components 
(parts) of the program; and defining the relationships among the parts and between each part 
of the program and the program as a whole and their stability or fluidity (Cabrera et al., 
2008).In this context, the use of systems approaches is compatible with theory based 
evaluation and contemporary program logic approaches in that it engages with the reality of 
the broader system and recognises that cause and effect may not be linear but may be 
cyclical, multifactoral or with competing influences, and can be dependent on broader system 
level factors. In this context, there is much consistency with and expansion on the realist 
evaluation approach. 
 
There has been growing interest in the application and usefulness of systems thinking to the 
field of evaluation within and across social change and health promotion programs (Cabrera 
et al , 2008), but also in supporting the move of systems thinking from conceptual debates to 
the practical, on the ground, implementation. One piece of work that was found to be of 
particular resonance to the REACH project and its partners was work undertaken by Behrens, 
Yang et al (2007) at the WK Kellogg Foundation in the USA through their systems-oriented 
framework for evaluating social change efforts. This framework provides a useful approach 
for thinking about the use and role of program theories and interventions, and their evaluation 
within different systems and contexts (Behrens et al., 2007). It is presented here only as an 
example of one of many systems thinking approaches that is being reviewed by the REACH 
project for applicability, but one that resonated in discussions with a number of REACH 
project partners. 

 
WK Kellogg Foundation systems-oriented framework (Behrens et al., 2007) is a guide 
developed to support the planning of evaluation of integrated multi agency social change 
programs. It provides an example of a theoretical framework for thinking about the use and 
role of different approaches to evaluation within different system contexts. The framework 
proposes that two factors can be used to describe the variation in dynamics of social systems 
(such as a range of interconnected programs) and consequently how changes occur in 
systems. These factors are: 
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- the degree of agreement among those in a group, team, organization, community or 
other unit about the changes needed in a social system (such as the aims and 
objectives); and 

- the degree of certainty about the actions, conditions, or consequences of actions that 
exist within in the system(s)( such as the confidence that the planned strategies will 
work). 

 
The figure below (Figure 1), taken from the Kellog report (Behrens et al., 2007) illustrates  
the interactions of certainty and agreement within social systems, and identify three types of 
resulting dynamics within a social system: unorganized, organized, and self organizing. This 
became the basis of four broad types of evaluation design: Exploratory, Predictive, Self 
Organising, and Initiative Renewal.  The term initiative is used by Behrens, Yang et al to 
describe a multi project or multi agency investment within a system. 
 

 
Figure 1: WK Kellog Foundation Social Systems and Evaluation Design Framework  
(Behrens et al., 2007). 
 

The following table provides a brief description of each of the evaluation designs and an 
example of a system or subsystem with which the programs in the REACH Partnership 
project are working.  
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Table 1: adapted from (Behrens et al., 2007). 
 
 

Features Within Each Type of System Dynamic and Evaluation Design 
 

System 
Dynamic 
 

Organised System Self Organising 
System 

Unorganised System Multiple Dynamics 

Evaluation 
Design 
 

Predictive Self-organizing Exploratory Initiative Renewal 

Description of 
Evaluation 
Design 

Used where the 
dynamics are 
organized. It studies 
cause-and-effect 
relationships between 
the structured 
interventions of an 
initiative and the 
predicted 
outcomes/changes. 

Addresses initiatives 
with self organizing 
dynamics, looking for 
the patterns of change 
emerging from these 
self-organizing 
dynamics within the 
initiative. Where the 
continues to change and 
evolve and is less 
predictive. 

Investigates the 
unorganized dynamics 
of an initiative. It 
focuses on potentially 
important components 
and dynamics of change 
that are not yet 
delineated in the 
initiative’s theory of 
change. 

Reviews the whole 
initiative in its context. 
It looks at the interplay 
of multiple dynamics of 
change within the 
initiative and its context 
that enrich the 
initiative’s theory of 
change and implications 
for sustaining the 
intentions of the 
initiative 

Small scale 
system example 
from the  
REACH 
partnership 
programs  

HIV prevention 
initiatives that include 
individual and peer 
group focused programs 
such peer workshops, 
outreach and their 
relationship with social 
marketing could be 
considered to be in an 
organised system with 
predictive outcomes 

The culture and context 
of sexually adventurous 
men could be seen as a 
self organising system 
within which the 
Sexually Adventurous 
Men Project, along with 
the community and 
venue partners, are 
operating.  

An example of an 
exploratory design 
within a currently  
unorganised system 
may be the 
development of the 
joint HIV/HepC 
programs , and/or the 
development of the 
MHSS peer education 
program. Both would, 
over time , move to 
either a predictive 
design or a self 
organising design. 

REACH Project 
partnership as a whole 
encompassing all the 
programs and the 
broader social systems 
in which they operate. 

 
 
 
Behrens, Yang et al (2007) propose that each broad evaluation design varies in the context of 
designing the evaluation approach, planning and engaging in data collection, and in making 
meaning of the data and shaping practice. This is summarised in Table 2 (below), which is 
drawn directly from the Behrens, Yang et al (2007) report. This framework complements the 
many evaluation planning, data collection, analysis, and communication techniques that 
evaluators use by providing a broad framework that allows the evaluator to select the right 
mix of tools and techniques that are appropriate for different complex systems such as in 
integrated health promotion programs (Behrens et al., 2007). This framework was briefly 
introduced during in the REACH agency workshops during 2011 and was provided the basis 
for much discussion about the contexts in which programs were operating and the impact on 
planning and evaluation in the short and long term.
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Table 2: Application of WK Kellogg Framework  (Behrens et al., 2007). 

Evaluation Design Predictive Self-organizing Exploratory Initiative Renewal 
Designing the 
Evaluation 
Clarify theory of 
change or its status; 
identify meaningful 
units within initiative 
for evaluation; match 
characteristics of 
initiative units and 
evaluation 
orientations. 

•  Identify specific desired outcomes of 
selected activities of initiative. 
•  Identify intended, predictable links 
between selected activities and outcomes. 
•  Clarify key features of activity serving as 
intervention. 
•  Determine sites where predictable 
relationship is meaningfully investigated. 
•  Conduct evaluation from outsider 
perspective. 

•  Identify aspects of the initiative where 
self-organizing patterns are likely to be a 
major force in shaping initiative. 
•  Identify units of self-organizing by 
considering boundaries, diversity, 
perspectives, and relationships. 
•  Conduct evaluation from insider 
perspective. 
 

•  Identify aspects of the initiative for which a 
theory of change does not yet exist, places 
where predictable relationships might be 
hidden, and/ or where little/ no agreement 
exists about how to move in a desired 
direction. 
•  Conduct evaluation from either insider or 
outsider perspective. 
 

•  Consider the whole initiative, its parts, and its 
context. 
•  Identify multiple perspectives that can provide 
insights on dynamics within and around the 
initiative that seem related to revitalizing the 
initiative. 
•  Move back and forth between insider and 
outsider perspective in conducting evaluation. 
 

Planning and 
Engaging in Data 
Collection 
Gather data with 
attention to 
aligning data collection 
and 
analysis methods. 
 

•  Identify/ develop measures of intended 
outcomes (usually consistent measures 
across locations). 
•  Collect data regarding initial conditions, 
interventions, and outcomes in a 
standardized manner. 
•  Primarily use data sources from within 
participating sites. 
•  Use mostly, but not exclusively, 
quantitative measures. 
 

•  Use participants engaged in self-organizing 
processes as data sources. 
•  Primarily use qualitative 
measures/ methods (e.g., individual and 
group interviews, group engagement 
processes, questionnaires). 
 

•  Obtain data from site participants, 
specialists, cutting edge thinkers, activists, and 
researchers. 
•  Use mostly, but not exclusively, qualitative 
measures/ methods and existing data bases. 
•  Often use very open-ended data collection 
tools. 
•  Consider focusing on distinct perspectives to 
understand and contrast them. 
 

•  Obtain data from multiple perspectives and 
aspects of the initiative (e.g., composite of 
evaluation data from other designs). 
•  Draw on multiple research and theory bases. 
•  A ttend to boundaries, relationships, diversity, 
values, and perspectives. 
•  Conduct meta-analysis of data from large-scale 
databases about initiatives to generate new data. 
•  Use group engagement processes to collect and 
synthesize data. 

Making Meaning and 
Shaping Practice 
Data analysis, 
synthesis, 
interpretation, and use 
of 
results to enhance the 
initiative. 
 

•  Often use quantitative 
statistical analyses. 
•  Choose analysis methods that correspond 
to assumptions about linear and/ or 
nonlinear relationships. 
•  May make interpretations about 
generalizations and size of effect. 
•  Write report as stand-alone document. 
•  Often involve limited inperson 
interactions between evaluator and user. 
•  Use report as basis for policy action, 
adoption of practices, studies by others, 
and accountability for results. 
 

•  Use qualitative analysis 
and synthesis methods largely with emphasis 
on finding/ following patterns over time or 
space. 
•  Involve participants in interpretation, 
(i.e., use interactive methods of meaning 
making). 
•  Blend interpretation and meaning making 
with use and sharing. 
•  Determine findings that are appropriate 
for shaping initiative’s general practices, 
although most findings are for local use of 
participants. 
 

•  Use theories from multiple fields. 
•  Engage multiple stakeholders, theorists in 
interpreting the data. 
•  Present results as tentative ideas to test out. 
•  Disseminate results primarily to those 
immediately involved in initiative. 
•  Often involve extensive interaction between 
evaluator and user. 
•  Use results to shape further conversations 
and/ or to shape pilot studies that employ 
either a Predictive or Self-organizing design. 
 

•  Often use group processes for analysis and 
meaning making. 
•  Pay attention to change over time and space. 
•  Contrast findings to relevant theories about 
stages and/ or patterns of change. 
•  Emphasize implications for initiative’s activities, 
theory of change, and adjustments in evaluation 
designs. 
•  Focus on broad shifts 
across whole terrain of the initiative and/ or its 
link to context as well as entangled parts and 
systems within initiative 
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3.6 Application of realist and systems concepts to improving evaluation and 
impact of evidence 
 
One of the criticisms of some of the Realist and Systems level thinking has been the need to 
move from conceptual to practical. One approach to improving the engagement across these 
ideas into something meaningful and pragmatic for agencies has been developed by Sridharan 
and Nakaima (Sridharan and Nakaima, 2011). Drawing on the program logic, realist 
evaluation and systems approaches, Sridharan and Nakaima (2011) propose ten steps to 
improving evaluation and its relevance and usefulness to influencing programs and policy.  
 
The steps are effectively a combination of the usual recommended practice (such as 
developing program theory and implementing rigorous evaluation designs) with a stronger 
focus on exploring pathways of evaluation and evidence building influence on policy, 
planning and practice, as well as developing learning frameworks and program sustainability 
(Sridharan and Nakaima, 2011). This is consistent with the broader goals of the REACH 
Project and was adapted for use within the agency workshops. 
 
The following diagram is taken from Sridharan and Nakaima (2011) paper, and provides the 
essence of the steps for program developers and evaluators to work through. The strengths of 
the 10 steps is that it can lead to a more focused dialogue between program planners and 
evaluators, result in more rigorously planned programs, and help in developing and 
implementing evaluation designs that have greater potential for policy and programmatic 
influence (Sridharan and Nakaima, 2011). 
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Figure 2: 10 Steps for Better Evaluation (Sridharan and Nakaima, 2011) 
 
 

The ten steps approach has proved useful in the initial agency workshops. It has been used to 
guide discussions with project staff in articulating the program theory, the context and system 
within which the program operates, and in planning the action research trials for effective 
evaluation approaches to building evidence and learning about the program.  
 
Sridharan and Nakaima (2011) propose that evaluations informed by strong program theory 
as well as a sound set of methods tend to be rare. They believe that paying attention to the ten 
steps should result in more balanced evaluations that are both theoretically informed and 
methodologically rigorous. It provides a process to gain a strong understanding of the 
program and its context, and so allowing the identified evaluation needs to guide the 
evaluation methods rather than privileging one rigorous approach over another.  
 
The ten steps guides the evaluation planner through important conceptual issues related to: 
intervention planning and implementation theory; influence of evaluation; design, data and 
methods, and spread and sustainability. This includes a recognition of the differing roles of 
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the program staff and evaluation support throughout the steps. However the ten steps, while 
being built on a solid foundation of evaluation literature and experience, is a recent proposal. 
There has yet to be any published results from its application.  
 

3.7 Overview of common evaluation methods in HIV prevention practice similar 
to Victoria.  
 
The previous sections have argued that programs need to articulate a clear understanding of 
the program theory, and then this should drive decisions about what tools in the evaluation 
tool box are most appropriate. Auerbach, Parkhurst et al (2009) argued in their recent paper 
about evaluation of HIV prevention and structural and social drivers: 
 

“ There is a continuum of outcomes of interest ranging from changes in the 
practices of individuals and groups to processes of social change affecting 
societies as a whole. Traditional HIV prevention through individual (or group) 
behaviour change communication, with a limited or non-existent social/  
structural focus is conducive to evaluation quantitatively and through group 
comparison. Yet once the desire is to address broader structures - either those 
structures directly enabling group and individual behaviours or more distal 
structures shaping patterns of social practices - a range of innovative qualitative, 
observational and participatory methods may be more appropriate for providing 
relevant explanations, as well as outcome measures.”  (Auerbach et al., 2009  
p9) 

 
To gain a summary of what this means in practice, a review of a selection of systematic 
reviews, meta-analysis and relevant recent intervention studies which included HIV 
prevention programs in similar contexts to Victoria and published in the past 5 years was 
conducted. This was not a formal systematic review across all literature, which was outside 
the scope of the REACH project, but a general audit of key published papers as well as 
reports from allied organisations. The purpose was to provide a thematic overview of the 
range of evaluation methods that have been utilised is assessing the effectiveness of HIV 
prevention programs across different levels. It was effectively an audit of the current 
evaluation practice ‘tool box’ with an emphasis on recent published literature.  
 
The following table provides an initial draft overview of the results of the audit to date. This 
is a work in progress as studies, including development of new and innovative models and 
approaches, are being currently being conducted in Australia and internationally and will be 
incorporated as the REACH project progresses. The cells are not intended to be mutually 
exclusive, and the scope or meaning of some of the terms overlap. It also does not yet 
differentiate between large funded research studies and day to day evaluation methods used 
within community organisations. However the table does support Auerbach, Parkhurst et al 
(2010) and other’s argument that different health promotion methods may be best served by 
different evaluation methods, and that an integrated health promotion response may need to 
draw on a broad mix of evaluation methods from the tool box. 
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Figure 3: Draft Overview of Evaluation Designs and Methods Audit 
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References of studies reviewed for generating Figure 1 
 
(Yard et al., 2011, Wu et al., 2011, UNAIDS, 2011, Traube et al., 2011, Sznitman et al., 
2011, Sridharan and Nakaima, 2011, Simoni et al., 2011b, Schwartländer et al., 2011, Rosser 
et al., 2011, Reeder, 2011, Proeschold-Bell et al., 2011, Phillips and Pirkle, 2011, Peake, 
2011, Ogden et al., 2011, McCoy et al., 2011, Lovejoy et al., 2011, Heitgerd et al., 2011, 
Fritz et al., 2011, Fox et al., 2011, Davey-Rothwell et al., 2011, CHAPS Partnership, 2011, 
CDC, 2011, Wilson and Heymer, 2010, UNAIDS, 2010, The Foundation for AIDS research 
(amfAR) and The Global Forum on MSM & HIV (MSMGF), 2010, Rhodes et al., 2010, 
Pedrana et al., 2010, Painter et al., 2010, McMahon, 2010, Mayer et al., 2010, Donnell et al., 
2010, Collins and Diallo, 2010, Auerbach et al., 2010, Wilson et al., 2009, UNAIDS, 2009, 
Pedrana et al., 2009, Mullens et al., 2009, Corboz, 2009, Auerbach et al., 2009, UNAIDS, 
2008, Spire et al., 2008, Rosser and Horvath, 2008, Piot et al., 2008, Merson et al., 2008, 
Horton and Das, 2008, Gupta et al., 2008, Coates et al., 2008, Bertozzi et al., 2008, 
Weatherburn et al., 2007, Lombardo and Leger, 2007, Hallett et al., 2007b, Hallett et al., 
2007a, Giesen, 2007, Shea et al., 2006, Lyles et al., 2006, Eke et al., 2006, Durantini et al., 
2006, Downing et al., 2006, Berg and VCollier, 2006, Herbst et al., 2007, Herbst et al., 2005, 
Wilkins and Booker, 2009, Simoni et al., 2012, IQhiv, 2011) 
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4.0 Strengthening community sector capacity in evaluation and 
evidence building  
 

4.1 Overview of past projects in similar contexts to the REACH Partnership 
Project 
 
The Victorian Health and Wellbeing plan calls for increasing the skills and capacity of the 
health promotion workforce as well as strengthening the prevention system. An important 
part of this is the building of capacity for evaluation and evidence building, which is an aim 
of the REACH Partnership Project. The recognition and investment in aims such as these has 
also been undertaken in jurisdictions internationally. Recent key work in this area has 
recognised that evaluation capacity-building entails not only developing the expertise needed 
to undertake routine, robust and useful evaluations; it is also about promoting an 
organisational culture in which evaluation is a routine part of practice. It recognises the 
varied uses to which evaluation findings can be put to improve programs, as well as the 
valuable by-products of evaluation capacity building activities, such as the development of 
shared understandings of programs within and across agencies (Naccarella et al., 2007, Beere, 
2005).  
 
Forss, Kruse et al (2006) argue that for the evaluation and the building of evidence to 
flourish, it needs to be valued and understood throughout an organisation or sector, not just 
by management or an evaluation service (Forss et al., 2006). Beere proposes that an effective 
program evaluation helps create a market in an organisation for future evaluation projects and 
so support and create momentum for capacity building efforts (Beere, 2005). 
 
The REACH project reviewed a number of key published studies conducted by funding 
programs in social change and in HIV prevention aimed at building the evaluation capacity in 
community sector organisations (Beere, 2005, Forss et al., 2006, Gibbs et al., 2002, Gilliam 
et al., 2003, Naccarella et al., 2007, Napp et al., 2002, Oliva et al., 2005, Painter et al., 2010, 
Shea et al., 2006, Mayberry et al., 2009). While all these studies contributed to a broader 
understanding, two have had a significant influence on the approaches undertaken in the 
REACH Partnership Project to date due to the similarity of context and purpose. The first was 
a study undertaken by the USA Centre for Disease Control 10 years ago with 61 community 
based organisations (Gilliam et al., 2003), and the second was a more recent evaluation and 
capacity building initiative with 24 community based organisations funded by the Pfizer 
Foundation Southern HIV/AIDS Prevention Initiative (Mayberry et al., 2009)  
 
Gilliam, Barrington et al (2003) study with 61 CBOs, nine health departments, and 28 
technical assistance providers found four key factors influencing evaluation behaviour:  
funding agency expectations, resources, leadership and staff, and evaluation tools and 
technology (Gilliam et al., 2003). These factors were then used to develop a model that 
described three stages of evaluation capacity along which community based organisations 
could move, if provided experience and support. The three steps were: 
 
o compliance (fulfilling funding source requirements),  
o investment (beyond compliance, evaluation is used to improve programs and is supported 

by leadership), and  
o advancement (beyond investment, evaluations are increasingly ambitious and contribute 

to prevention theory and practice). (Gilliam et al., 2003)  
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This model is useful to the context of the REACH Partnership Project, with its three year aim 
to support partner organisations, and the sector as a whole, to move from the current 
compliance level to a more sustained and engaged investment level. This would then position 
agencies and the sector to look at broader studies to achieve advancement level capacity. 
 
Building on this work, Mayberry, Daniels et al (2009) conducted a private - academic 
partnership that addressed the evaluation capacity needs of 24 CBOs funded by the Pfizer 
Foundation Southern HIV/AIDS Prevention Initiative. The study reported five 
recommendations that have been reflected in the approach to date by (and future plans of) the 
REACH Partnership Project:  
• Conduct systematic needs assessment prior to and throughout the course of the program; 
• Adopt practical, hands-on learning opportunities; 
• Employ quantitative and qualitative methods to measure the successes of program 

delivery and outcomes; 
• Offer or facilitate ongoing technical support; 
• Provide opportunities for sharing evidence-based practices.(Mayberry et al., 2009) 
 
Mayberry, Daniels et al (2009) assessed key program staff members at 12 and 18 months 
after the initial cross-site program assessment survey, and indicated a significant 
improvement in the CBOs’ knowledge, skills, and abilities and a substantial reduction in their 
technical assistance needs for evaluating HIV/AIDS prevention. Due to the similarity of the 
program, the REACH Partnership Project has utilised in its baseline survey many aspects of 
the validated survey instrument developed by Mayberry, Daniels et al (2009). 
 
Both the Gilliam, Barrington et al (2003) study, the Mayberry, Daniels et al (2009) study 
found that most lessons were learned in the process of conducting evaluations after some 
technical assistance. Mayberry, Daniels et al (2009) found that technical assistance and 
evaluation “were indistinguishable”, finding they would collaboratively recognize and 
address many issues and complex challenges of community-level intervention planning and 
implementation. Gilliam, Barrington et al (2003) had similar experiences, finding that these 
successful interactions raised awareness about evaluation, allowed the opportunity for CBO 
to question the soundness of some evaluation activities, and “paved the way for increased 
evaluation capacity and better evaluation practice”(Gilliam et al., 2003). The REACH 
Partnership Project, while only in the first year of the program, appears to be heading towards 
a similar experience with a number of its partner organisations. This will be borne out 
through 2012 as the initiative continues. 
 
Many programs, such as Forss, Kruse et al (2006) found that the process of achieving 
substantial buy in and organisational change was slower than originally expected. Practical 
issues, such as timing, skills, team composition, structure of budgets, and incentive systems, 
needed to be planned for capacity development “so that the learning process becomes an 
explicit and realistic goal; good intentions do not suffice, as many other pressures arise 
during an evaluation” (Forss et al., 2006). The REACH Project also found this in its work 
with agencies during the first six months of the program (as described in the Stage 1 
Deliverables Report), and needed to remain flexible, but assertive, in the implementation of 
the program. 
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4.2 Examples of current or in development programs in HIV prevention 
evaluation capacity building 
 
There is growing momentum in Australia and internationally to invest in increasing the 
quality of HIV prevention (as well as other BBV and STI) and the capacity of the community 
sector to evaluate and build evidence. Table 3 provides some examples of the programs with 
whom the REACH project has been regularly liaising. In addition to the projects described in 
Table 3, the REACH project is also liaising with a broad range of agencies and research 
centres involved in strategic evaluation and evidence building initiatives. In particular it has 
built ongoing relationships with key organisations in UK (Sigma Research, Terrence Higgins 
Trust), USA (AIDS Project LA, AIDS Action USA, San Francisco AIDS Foundation, 
GMHC New York) Canada (AIDS Committee Toronto) and Germany (AIDS Hilfe 
Deutschland). 
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Table 3: Multi Jurisdiction / Country Initiatives 
Program / 
Initiative 

Description Current Collaborations 

IQhiv – 
Europe 

Of all the programs in this table, the IQhiv (Quality Improvement in HIV Prevention) project is 
probably the most similar to the REACH Partnership Project. 
 
The IQhiv initiative was launched in 2009 with two primary objectives: 

• To promote the routine inclusion of quality improvement practices into HIV prevention 
across Europe at the project, program and policy levels. 

• To disseminate information on quality improvement practices that have been shown to 
enhance the effectiveness of HIV prevention at the project, program and policy levels. 

 
IQhiv identifies, adapts and disseminates practical tools for quality improvement that can be used to 
assess and strengthen operations and activities. In turn, efforts to improve quality identify and 
collect evidence for good practices. IQhiv provides in country training workshops, technical 
support, as well as development of quality practice guidelines in collaboration with community and 
other agencies  

• REACH is an 
affiliated member of 
the program 

• Sharing current 
resources and 
literature between the 
programs 

• Developing proposal 
to hold a joint 
satellite at the 
Washington 2012 
World AIDS 
Conference 

 
The IQhiv project has developed a useful 
diagrammatic way of expressing how 
quality practice guidelines, developed 
through evaluation and evidence building, 
can support on the ground work in HIV 
prevention.. The IQhiv graphic to the right 
illustrates this process (IQhiv, 2011). A 
detailed description  has been included in 
the Appendices 
 
www.iqhiv.org 

 

 
 
 
 

http://www.iqhiv.org/
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Program / 
Initiative 

Description Current Collaborations 

MSMGlobal 
Forum  

The MSMGF is a coalition of advocates working to ensure an effective response to 
HIV among MSM.  Among many initiatives, the MSMGF includes a data base and 
information exchange strategies within its website including current research papers, 
policy documents, advocacy tools etc. It is becoming a repository for a whole range 
of evidence concerning contemporary programs for MSM. 
 
www.msmgf.org 
 

REACH is currently leading 
discussions and negotiations with 
MSMGF to develop a more 
targeted portal within their website 
data base for the program, 
evaluation and evidence building 
approaches for HIV prevention 
with gay communities in countries 
with high concentrated gay 
community epidemics. 

USA CDC  
Diffusion of 
effective 
behavioural 
interventions in 
HIV prevention 
 
And 
 
Compendium of 
Evidence-Based 
HIV Prevention 
Interventions 

The Diffusion of Effective Behavioral Interventions project (DEBI) is a national-
level strategy to provide high quality training and on-going technical assistance on 
selected evidence-based HIV/STD/ Viral Hepatitis prevention interventions to state 
and community HIV/STD program staff. It is based on the interventions within the 
CDC Compendium of Evidence-Based HIV Prevention Interventions. Initially the 
CDC evidence based practice data base was exclusively RCT based and so limited 
in its scope. While it has since expanded its criteria to include other evidence bases 
for quality practice, it remains primarily focused on individual and group based 
behavioural interventions (only 6 of the 74 programs are defined by the CDC as 
community level). 
 
http://www.cdc.gov/hiv/topics/research/prs/index.htm 
http://www.effectiveinterventions.org 

REACH has been primarily 
reviewing the CDC and DEBI 
website for developments, 
additional included programs, and 
responses to calls for a more 
expanded view HIV prevention 
initiatives and evidence. 

Western 
Australia: 
STI and BBV 
Research and 
Evaluation 
Network 
(SiREN) 

A network of health promotion organisations and research centres, with the support 
of the WA Department of Health, has established a network to support and enhance 
research and evaluation in BBV and STI prevention in Western Australia. 
 
http://www.public.health.wa.gov.au/2/1243/2/siren.pm 
 

REACH is an affiliated 
organisation with SiREN, with 
Graham Brown being a founding 
member. In 2012 SiREN will be 
based at the WA Centre for Health 
Promotion Research, of which 
Graham Brown is a co-director. 

http://www.msmgf.org/
http://www.cdc.gov/hiv/topics/research/prs/index.htm
http://www.effectiveinterventions.org/
http://www.public.health.wa.gov.au/2/1243/2/siren.pm
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4.3 Key findings from the online needs assessment and baseline survey of staff in REACH 
Partnership organisations 
 
In October 2011, the REACH Project undertook an online survey of staff to:  

a. complement information gathered from liaison and meetings with agencies in guiding the 
development of the workshops; and 

b. provide a baseline against which to measure progress of the broader capacity building and 
evaluation culture development initiatives.  

 
The survey was distributed to both managers and project staff of all partner agencies. The survey 
instrument is an amalgamation of evaluation capacity diagnostic tools developed by Mayberry, 
Daniels et al (2009) and adapted to suit the REACH context. Thirty people were directly contacted 
via email containing the link to the REACH survey and 3 additional emails were sent to managers 
where the contact details of project staff were not made available. Twenty people participated in the 
online survey (66% response rate – based on direct invitations). Tables summarising the main results 
from the survey are provided in Appendix 2.  
 
The key findings of the analysis to date include the following: 
 

• Almost all participants reported that program evaluation was part of their work (90%), 
however only half indicated they had a good or fair understanding of evaluation terms and 
methods, or had experience in developing evaluation plans, and less in developing data 
collection tools or analysing data. However the majority (65%) indicated they had experience 
in collecting data through a range of strategies (such as focus groups discussions, survey or 
interviews) and considered evaluation findings were often or always integrated into their 
work to improve practice. 

 
• Reflecting the various backgrounds and professional disciplines of the respondents, there was 

a wide variety in the levels of familiarity across various commonly used health promotion 
planning or evaluation frameworks as well as social and behavioural theories and models. For 
each item, it was a generally a minority of respondents (20% to 40%) who indicated they 
were very familiar and had used the framework, theory or model. 

 
• A series of questions were asked about use and sharing of evaluation within their 

organisation. Generally the results indicated that participants felt their organisations were 
supportive of the use of evaluation, encouraged the planning and resourcing of evaluation, 
and generally encouraged the sharing of results. Respondents also indicated that they would 
like the opportunity to share project related information and skills with staff from other 
organisations. However less than half indicated the level of information sharing within the 
Victorian HIV sector was good, very good or excellent 

 
These results and other results in the survey (see appendix 2) were used to tailor the workshops with 
agencies, as well as have provided an effective baseline for further monitoring of capacity and 
cultural changes in the sector. 
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4.4 Capacity Building Strategy 
 
Based on the review of the published projects (summarised in 4.1), consultation with partner 
organisations (summarised in the September 2011 interim deliverables report), and the results of the 
online survey (summarised in 4.3), a tailored workshop format was undertaken to support the 
capacity building approaches: 

• ½ day training on Health Promotion concepts with a focus on HIV contexts. This incuded 
some pre reading and viewing of an introductory iLecture, with a ½ day workshop to discuss 
and apply the concepts. Attendance was on the basis of background and experience in these 
areas, and included five participants from the HIV sector. 

• 1 day training / workshop – contemporary program logic as a tool for planning and 
evaluation, incorporation of program logic, theory based, realist, and systems evaluation 
concepts, and the participatory action research approach. Participants worked on hypothetical 
cases related to the Victorian HIV context. This workshop included 15 participants from the 
HIV sector. There was enthusiasm from other staff from partner organisations to attend, and 
it was agreed to conduct the workshop again early in 2012.   

• 1 day collaborative workshop on peer education workshops – with a focus on refining 
program logic and theory based evaluation approaches for current agency programs. The 
focus was on those staff working in these areas. There were 8 participants from the HIV 
sector. 

 
 In 2012 the following workshops are being planned: 
 

• 1 day training / workshop – contemporary program logic as a tool for planning and 
evaluation, incorporation of program logic, theory based, realist, and systems evaluation 
concepts, and the participatory action research approach (repeat of the workshop above) 

• 1 day collaborative workshop on community mobilisation / diffusion / ripple effect theory 
based community level evaluation– with a focus on just those staff working in these areas.  

• 1 day training in 2012 focused on an area of emerging need. For example - this may be on 
particular types of evaluation methods, on mixed methods data analysis, or on broader 
approaches such as systems theory based evaluation 
 

In addition to the structured workshops, much of the capacity building work of REACH has been in 
working with program staff to build of a common language and shared understanding of the program 
theories to guide the development and trialling of evaluation approaches. The full report on the 
workshops will be submitted in 2012 once the schedule is complete (expected to be end of March 
2012). 
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5.0 Overall policy logic and evaluation framework  
 
This section describes a draft policy logic framework, developed during the work of the REACH 
project, to present integrated health promotion and prevention with its emphasis on the synergy and 
interactive impacts of multiple projects and strategies. The framework is built up over a series of 
figures (4 to 7) until the final draft policy logic is presented. 

The health promotion mix of strategies can range from structural change through to an individual 
and clinical focus. Figure 4 below presents one way to view this. The triangle represents the scope 
of the health promotion program. At the bottom of the figure, at the narrow end of the triangle, are 
the narrowly tailored programs for individuals. As the triangle widens, so does the emphasis of the 
strategies, with the upper widest part of the triangle being the strategies focused towards a whole 
community (such structural and social change).  The two arrows in the triangle indicate the need for 
synergy and interdependence of the strategies. The items to the left of the triangle indicate the 
external influences and theories impacting on the health promotion mix, the items on the right the 
policy, funding, agency and evidence resources.  

The implications for evaluation are significant. The broader level strategies will be constantly 
evolving with measurable outcomes being in an ongoing flux, where as the more narrow strategies 
are likely to be more predictive. However this diagram implies one single community, and the 
impacts being exclusive to that community 
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systemic change

Community 
development and 
social influence

Individual and 
clinical focus

Social 
Determinants

Social Drivers

Community 
capacity and 
strength

Biomedical 
developments

Population 
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Peer group development 
and network focused

Social marketing

Structural and 
social change

Social capital

Social and 
Epidemiological 
research and 
evidence

Evidence and 
evaluation for 
prevention

Community 
Organisations 
and advocacy

Clinical Services 
(medical and 
Counselling)

Dept of Health  
Policy and 
Funding

External Influences Health Promotion Program Mix Resources

Structural and 
Social  theory

Behavioural 
theory

Individualist  theory 
Clinical and 
Biomedical Practice

 

Figure 4 

HIV prevention, however, works across multiple communities and settings.  The following diagram 
(Figure 5) identifies three overlapping communities (or priority groups) gay men, people living with 
HIV, and an unspecified priority CALD community.  This is not intended to imply these are the 
only communities affected by HIV but are examples to illustrate the point. While at the narrowly 
targeted level the strategies and communities may overlap the least, at the broader levels the 
strategies and communities overlap the most(the darker shading).    
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Figure 5 

It is in these targeted and overlapping contexts that strategies and systemic approaches operate. This 
highlights the need to consider a systems approach that is able to leverage the synergy in areas of 
overlapping context and impact, as well as the reinforcing role of strategies at different levels. The 
need to engage with health promotion and preventative health in the context of a broader system of 
multiple settings and communities is highlighted by the Victorian Health Priorities Framework 
2012-2022 and the National Partnership Agreement on Preventative Health (NPAPH). Figure 6 
aims to show this with the interdependence of the strategies presented. 
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Figure 6 
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Figure 6 above aims to present the strategies and programs as an interdependent system, where 
understanding the relationship between strategies (and organisations implementing the strategies) 
and how they fit together is given importance along with the role of each strategy and organisation 
in itself. 

This can become part of a broader developing policy logic that links to broader external influences, 
resources, activities and outcomes of the context and investment in community health promotion 
and prevention. An initial draft is presented in Figure 7. 
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Figure 7 

This draft policy logic aims to simultaneously look at the program level as well as the broader 
system level to provide a conceptual framework to understand the role of and relationship between 
the various programs and projects in HIV prevention. Identifying where and how programs 
contribute to the overall work in HIV prevention allows for the development of a more accurate 
program theory on which to base program and evaluation decisions, and to guide the development 
of a more integrated evidence base. 
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6.0 Recommendations 
 
The following recommendations are directed towards the REACH project and its partners and are 
intended for discussion. These are in addition to and complement the issues raised in the September 
2011 interim deliverables report. 

Recommendations for gaining an understanding of current practice in evaluation and 
evidence building 
 

• Consider undertaking a targeted comprehensive and systematic review of current and 
developing evaluation practice in other states and similar epidemics internationally, 
including current tools and approaches being trialled. 

 
• Consider systematic reviews and sustained liaison with key policy centres internationally 

regarding the implications of emerging areas in HIV prevention policy such as:  
o the role of ARV treatment in HIV prevention systems,   
o the emerging evidence regarding structural interventions, 
o effective programs with emerging epidemics among migrant and mobile and cultural 

communities from high HIV prevalence countries. 
 

• Continue liaison with MSM Global Forum in development of Practice and Evaluation 
portal. 

 
• Conduct a workshop at the AFAO Educators Conference on approaches to evaluation and 

evidence building, and sharing of current and future plans across states. 
 
• Collaborate with IQhiv project to conduct a satellite session at the 2012 and 2014 World 

AIDS Conference. 
 

Recommendations for Capacity Building strategies 
 

• Repeat the first development workshop in early 2012 for those agency staff who were 
unable to attend in 2011, prior to undertaking the fourth workshop on evaluating community 
engagement and development strategies 

 
• Increase the program specific working meetings  and communities of practice meetings to 

support implementation of action research trials 
 

• Consider strategies to support the engagement of agencies and contexts whose work is 
broader than, but include, HIV 
 

• Consider attendance at one of the IQhiv project 2 day Quality Improvement workshops 
during 2012 

Recommendations for draft policy logic framework 
 

• Consultation with REACH partners, as well as CEIPS and Department of Health on the draft 
policy logic for further development and refinement. 

 
• Collaboratively map current programs within the program logic to test the rigour and 

usefulness of the model.  
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7.0 Appendices 
 

Appendix 1: IQhiv Quality Improvement in Practice 
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Appendix 2: Evaluation Capacity Needs Assessment 
The following is a summary of the key questions from the November 2011 Evaluation Capacity 
Needs Assessment. 
 

What is your position within your organisation? (This question is optional and survey data will not be matched 
with this question) 

Answer Options Response 
Percent Response Count 

Project worker (includes health educators, community workers, etc) 66.7% 12 
Senior project worker (staff who supervise paid workers or are 
classified as more senior than project workers) 11.1% 2 

Manager 22.2% 4 
answered question 18 

skipped question 2 
 

My understanding of evaluation terms and methods is:  

Answer Options Basic Fair Good Very 
good Unsure Rating 

Average 
Response 

Count 

Please choose 2 4 6 4 0 2.75 16 
answered question 16 

skipped question 4 
 

I have experience developing evaluation plans for my projects or programs: 

Answer Options None Some Quite a 
bit Substantial Unsure Rating 

Average 
Response 

Count 

Please choose 1 5 6 4 0 2.81 16 
answered question 16 

skipped question 4 
 

I have experience in developing data collection tools 

Answer Options None Some Quite a 
bit Substantial Unsure Rating 

Average 
Response 

Count 

Please choose 1 8 2 5 0 2.69 16 
answered question 16 

skipped question 4 
 

I have experience in collecting data utilising a range of strategies (i.e. focus group discussions, surveys & 
interviews) 

Answer Options None Some Quite a 
bit Substantial Unsure Rating 

Average 
Response 

Count 

Please choose 0 3 8 5 0 3.13 16 
answered question 16 

skipped question 4 
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I have experience analysing and interpreting data 

Answer Options None Some Quite a 
bit Substantial Unsure Rating 

Average 
Response 

Count 

Please choose 1 6 5 4 0 2.75 16 
answered question 16 

skipped question 4 
 

Evaluation findings are integrated into my work to modify and improve my practice 

Answer Options Never Sometimes Often Always Unsure Rating 
Average 

Response 
Count 

Please choose 0 3 6 7 0 3.25 16 
answered question 16 

skipped question 4 
 

I have heard of or have used the following frameworks for planning or evaluating my work 

Answer Options 

Have 
not 

heard 
of it 

Heard 
of it 

but not 
much 
more 

Familiar 

Very 
familiar 

but 
have 
not 

used 

Very 
familiar 
& have 
used it  

Rating 
Average 

Response 
Count 

Ottawa Charter for Health 
Promotion 2 1 3 3 6 3.67 15 

Social determinants of health 1 0 3 2 9 4.20 15 
Social capital 0 2 3 5 5 3.87 15 
Community Development 0 1 5 0 9 4.13 15 
Precede/Proceed planning 
model 4 5 1 1 4 2.73 15 

Program Logic 3 4 2 0 6 3.13 15 
Participatory Action Research 1 2 4 1 7 3.73 15 
Realist evaluation 8 3 2 1 1 1.93 15 
Health impact assessment 1 6 3 1 4 3.07 15 

answered question 15 
skipped question 5 
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I have heard of or have used the following theories or models for planning or evaluating my work? 

Answer Options 

Have 
not 

heard 
of it 

Heard 
of it 

but not 
much 
more 

Familiar 

Very 
familiar 

but 
have 
not 

used 

Very 
familiar 
& have 
used it  

Rating 
Average 

Response 
Count 

Health Belief Model 2 3 3 1 6 3.40 15 
Stages of change 
(Transtheortical model) 3 4 1 2 5 3.13 15 

Motivational Interviewing 0 4 4 2 5 3.53 15 
Theory of reasoned action and 
planned behaviour 1 5 5 3 1 2.87 15 

Information-Motivation-
Behavioural Skills model 1 5 4 2 2 2.93 14 

Diffusion of innovation Theory 2 4 2 2 5 3.27 15 
Social cognitive Theory/Social 
learning Theory 0 3 3 2 7 3.87 15 

Community mobilisation Theory 2 6 2 0 5 3.00 15 
Social identity Theory 2 3 0 4 6 3.60 15 
Attachment Theory 4 4 1 4 2 2.73 15 
Social Marketing Theory 0 3 4 1 7 3.80 15 
Organisational change theories 2 4 4 2 3 3.00 15 
Social and political organisation 
theories 4 1 4 2 3 2.93 14 

Community competence 
theories 4 4 2 1 4 2.80 15 

Cultural authenticity theories 3 4 4 2 2 2.73 15 
Health literacy model 1 3 1 3 7 3.80 15 

answered question 15 
skipped question 5 

 

Our organisation sees evaluation as a tool that is integral to our work. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 1 0 6 10 0 4.47 17 
answered question 17 

skipped question 3 
 

My organisation builds evaluation into program/project activities.  

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 3 0 8 6 0 4.00 17 
answered question 17 

skipped question 3 
 

 

My organisation involves all project staff in evaluation activities.  
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Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 4 4 6 3 0 3.47 17 
answered question 17 

skipped question 3 
 

My organisation provides opportunities for staff to develop their evaluation skills. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 3 4 8 0 2 3.33 17 
answered question 17 

skipped question 3 
 

My organisation modifies it's course of action based on evaluation findings. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strong 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 0 6 6 4 1 3.88 17 
answered question 17 

skipped question 3 
 

My organisation shares evaluation findings regardless of the outcome. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 1 2 7 5 2 4.07 17 
answered question 17 

skipped question 3 
 

My organisation encourages skill sharing with other organisations. 

Answer Options Never Sometimes Often Always Unsure Rating 
Average 

Response 
Count 

Please choose 0 4 4 9 0 3.29 17 
answered question 17 

skipped question 3 
 

I would like the opportunity to share my skills with and learn from staff from other organisations. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 0 2 7 8 0 4.35 17 
answered question 17 

skipped question 3 
 

How would you rate the level of information sharing (project-related) within the HIV sector in Victoria? 
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Answer Options Poor Fair Good Very 
good Excellent Unsure Rating 

Average 
Response 

Count 

Please choose 1 7 5 2 1 1 2.69 17 
answered question 17 

skipped question 3 
 

How would you rate the level of skill sharing within the HIV sector in Victoria? 

Answer Options Poor Fair Good Very 
good Excellent Unsure Rating 

Average 
Response 

Count 

Please choose 4 5 4 2 0 2 2.27 17 
answered question 17 

skipped question 3 
 

My organisation encourages sharing of project-related information (i.e. evaluation findings) with other 
organisations. 

Answer Options Never Sometimes Often Always Unsure Rating 
Average 

Response 
Count 

Please choose 0 3 4 9 1 3.38 17 
answered question 17 

skipped question 3 
 

My organisation provides (or allows) opportunities to share project-related information directly with staff from 
other organisations.  

Answer Options Never Sometimes Often Always Unsure Rating 
Average 

Response 
Count 

Please choose 0 5 7 3 1 2.87 16 
answered question 16 

skipped question 4 
 

I would like the opportunity to share project-related information directly with staff from other organisations. 

Answer Options Strongly 
disagree Disagree Neutral Agree Strongly 

agree Unsure Rating 
Average 

Response 
Count 

Please choose 0 0 0 8 8 0 4.50 16 
answered question 16 

skipped question 4 
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