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1.0 Executive Summary 
The REACH Partnership is a collaborative research, policy and practice initiative to develop evidence 
building frameworks, organisational capacity, tools and resources with the Victorian HIV community 
partnership to improve the quality and impact of HIV prevention. 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. 

 
Phase 1 of the REACH Project was planned to be conducted over three stages.  

Stage 1: Establishment, Environmental Audit and Summary (April to September 2011) 
Stage 2: Developing Evaluation Approaches and Capacity (October2011 to September 2012) 
Stage 3 Evidence Base Report (October 2012 – December 2012) 
 
 

The REACH project has adapted and evolved over the first phase to meet the needs of the partner agencies 
and the project. This final report, as agreed with the Department of Health, includes the following sections: 

• Executive summary that draws together the stage 2 interim reports (this Section) 
• Policy logic framework (Section 2.0) 
• Practice and policy guidelines (Section 3.0) 
• Progress on discrete program logic frameworks (Section 4.0) 
• Report on capacity building activities and capacity indicators (including report on the repeat of the 

sector evaluation capacity and culture online survey) (Section 5.0) 
• Recommendations for the second 18 month program and refinement of the evidence building 

approaches (Section 6.0)  
 

Summary of Stage 2 
Stage 2 of REACH, consisted of three main activities: 

• the development of a broad policy logic framework.  
• participatory action research to develop and trial evidence building approaches; and 
• capacity building and mentoring for sector staff; 

Policy Logic Development 
In collaboration with the REACH partner organisations, the REACH Project has developed a policy logic 
and evaluation framework, which aims to simultaneously look at the project, program and prevention system 
to provide a conceptual framework to understand the role of and relationship between the various programs 
and projects in HIV prevention. The policy logic and evaluation framework emphasises the dynamic 
relationship between evidence, theory and practice as a constant refinement of quality and improvement of 
impact. The Policy Logic is described in detail in Section 2.0 of this report. 
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Participatory Action Research and Program Logic Development 
Participatory Action Research trials with selected projects were commenced to development and trial 
program logic and theory based evaluation approaches across a range of intervention methods. Projects were 
selected using the criteria of projects in the best position to undertake the trial, in most need of support, and 
most likely to have a broader impact on the evaluation practice within community programs. Program logic 
models were developed collaboratively with staff from three organisations; Victorian AIDS Council/Gay 
Men’s Health Centre (VAC/GMHC), Living Positive Victoria (LPV) and Multicultural Health and Social 
Service (MHSS), across five projects. Agency and REACH staff documented key changes believed to be 
critical to the programs’ success, key activities and intended impacts as a basis for the development of the  
program logic, program theory and evaluation priorities These are described in in Section 4.0, with the 
current Program (or Project) Logic diagrams in Appendix A.. 

Capacity Building and Mentoring 
In addition to the ongoing mentoring for the Participatory Action Research work, the REACH project 
conducted a series of capacity building workshops and mentoring activities with the REACH partner 
organisations. A summary of these is provided in Section 5.0.  Most recently was the REACH Forum in 
October 2012 which was conducted to provide an opportunity for project staff and mangers to share case 
studies and learning’s from the REACH project and set priorities for REACH in 2013. A full report of this 
forum is provided in Appendix B. To monitor the impact of these capacity building initiatives with the 
partner organisations, the REACH project conducted a sector survey of in November 2011 and November 
2012. 
 
In November 2012 the REACH Project surveyed mangers and staff from REACH partner organisations. The 
aim of the survey was to readminister the baseline survey undertaken in October/November 2011 to identify 
shifts in evaluation capacity and organisational culture towards evaluation, to gather feedback on the 
REACH Forum and, to establish priorities for REACH in 2013. Generally items related to knowledge 
sharing rated at similarly high levels, with the next range relating to good practice and leadership. The 
project specific work was no longer rated as a high priority compared to the November 2011 survey. 
Although the survey response rate across the sector was lower than in 2011, being primarily from those 
organisations that REACH worked the most with, there appears to be a shift in organisational culture 
towards supporting and conducting evaluation compared to the 2011 survey. Evaluation was valued more 
and this was demonstrated in a higher rated response to questions regarding evaluation planning, staff 
involvement in evaluation activities, incorporating evaluation into project planning and support for staff to 
develop evaluation skills. More respondents would also like the opportunity to share skills and learn from 
other staff across the sector. 

Implications for future capacity development in monitoring, evaluation and learning. 
There should be an explicit shift away from an emphasis on targeted action research with particular staff and 
projects, and reorient the emphasis towards working at a program, agency and sector level to embed the 
changes in practice. The policy logic framework and policy and practice guidelines for Monitoring, 
Evaluation and Learning (MEL) need to be supported by establishing and mentoring networks of practice to 
develop and implement more specific or targeted Quality Practice MEL Guidelines for priority topics areas. 
These priority areas include evaluation leadership and culture, as well as cross agency program areas that 
will be key in maximising the role of testing and treatment in HIV prevention (such as workshop based or 
structured peer programs; outreach and community engagement based peer programs; and systems approach 
to evaluating the synergy impacts across peer based strategies, social marketing, and community 
development and mobilisation). These plans are explained in detail in Section 6 of this report. 
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2.0 Policy Logic Framework for HIV Prevention 
 

The Context of HIV Prevention, Evaluation and Quality Improvement 
 
Over the past 30 years of responding to HIV the community, policy and public health sector has moved from 
a crisis response to a sustained and adaptive response. As our understanding of the role of improved testing 
and treatments in preventing both transmission and impact of HIV increases, many of our programs and 
interventions will need to adapt and change rapidly if these benefits are to be maximised.  At the same time 
we have resurging and emerging epidemics across a number of communities and changing levels of 
community engagement with traditional approaches and messages. 
 
Like all health promotion, HIV prevention operates at a number of interdependent levels within a broader 
system. Globally, there has been a shift in recent times in policy, program and evaluation in HIV prevention 
from focusing primarily on individual behavioural and biomedical interventions to integrating more 
strategically structural approaches for HIV prevention - coined  in 2008 as “combination prevention’ 
(Bertozzi, Laga, Bautista-Arredondo, & Coutinho, 2008; Coates, Richter, & Caceres, 2008; Gupta, 
Parkhurst, Ogden, Aggleton, & Mahal, 2008). Australia’s response has always maintained a strong 
commitment to the principles of Health Promotion and an emphasis on community, social and structural 
contexts in the response, consistent with the underpinnings of combination prevention.  
 
HIV prevention work in Victoria is guided by numerous policy documents and frameworks including the 
sixth National HIV/AIDS Strategy (2010-2013), Victorian Public Health and Wellbeing Plan 2011–2015 as 
well as the current redevelopment of the Victorian HIV Action Plan. In particular, the Victorian Public 
Health and Wellbeing Plan emphases a systems approach and prevention system strengthening, which is 
consistent with the tenants of combination prevention. 
 
There is a growing consensus in the field of HIV that effective HIV prevention requires a combination of 
behavioural, community, biomedical, and structural intervention strategies (Horton & Das, 2008; Merson, 
O'Malley, Serwadda, & Apisuk, 2008; Rotheram-Borus, 2009). That is prevention that involves the strategic 
combination of behavioural, community, structural and biomedical approaches to address local epidemics. 
This report will not detail all theories and types of interventions within combination prevention; a summary 
of common theories and interventions can be found in the summary in the Stage 1 REACH Report 
(Literature Audit, Capacity Building Review and Draft Policy Logic Framework, January 2012)  as well as 
recent published reviews  (for example - Bertozzi, et al., 2008; Beyrer, 2012; Coates, et al., 2008; Gupta, et 
al., 2008; Piot, Bartos, Larson, Zewdie, & Mane, 2008; Porter, 2012; Schwartländer et al., 2011; Spire, de 
Zoysa, & Himmich, 2008; Sullivan, 2012) 
 
In Australia the steady increases in HIV transmission have also led to calls for ‘combination prevention’, 
(Whittaker, 2011) and the recent Melbourne Declaration which emphasises the need for a range of 
structural, biomedical, community and behavioural responses to 1) increase access and uptake of voluntary 
HIV testing; 2)enhance  access to and uptake of ART; 3) make Prep available; 4) strengthen the partnership 
response and enabling environment (www.melbournedeclaration.com, 2012).  However, for combination 
prevention to be effective it is important to identify the existing prevention strategies that show evidence of 
working and understand which of these could be effectively combined and in which contexts (see Coates, et 
al., 2008). Horton and Das in a 2008 commentary, published in the Lancet, note that effective combination 
prevention requires a rethink about  the approaches used to evaluate prevention and a recognition that 
treatment and prevention are ‘inextricably connected’(Horton & Das, 2008). Rosengarten et al. (2008) call 
for interdisciplinary approaches to HIV prevention that emphasise the relations between human beings, 
technology, behaviour and HIV. 

http://www.melbournedeclaration.com/
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To date, however, much of the published evaluation in HIV prevention 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 research 
centres. There has been much less evaluation of broader social impacts, interactions and cultural norms, the 
impact of interventions within a broader system of interventions and actions at multiple levels, or 
development of evaluation approaches that are relevant and sustainable within the context of day to day 
work and resources of 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 (Auerbach, Parkhurst, Caceres, & Keller, 2010; 
McMahon, 2010; Peake, 2011; Phillips & Pirkle, 2011; Schwartländer, et al., 2011; Sridharan & Nakaima, 
2011; Traube, Holloway, & Smith, 2011; UNAIDS, 2010, 2011).  
 
At the core of these debates and developments for practitioners and policy makers is the need for the 
planning and evaluation to be driven by a clear understanding of the program within a broader system, and 
to position monitoring, evaluation and learning (or continuous quality improvement) as a prevention 
strengthening process.  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, Parkhurst, & Caceres, 2011; Pawson & Sridharan, 2009). 
 
A set of health promotion programs (such as in HIV prevention) can be thought of as a complex system or 
highly connected 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. In line with this, 
Hawe, Shielle and Riley have argued the need to view interventions as an event within a system working 
across dimension of settings, social networks and time (Hawe, Shiell, & Riley, 2009). Efforts to maximise 
the impact of combination prevention approach has much to gain from a systems perspective as how one 
conceptualizes or views a system can have an impact on how one carries out an evaluation (Behrens et al., 
2007). 
 
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, Colosi, & Lobdell, 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, multifactorial or with competing influences, and can be dependent on broader system level 
factors.  
 
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.  
 
It is with this context in mind that the resources of the REACH Project has developed over time a policy 
logic and evaluation framework that acknowledges the complexity of the health, social and political systems 
in which HIV prevention operates, the strengths of the partnership response, and that incorporates the rigour 
of program logic and theory based evaluation, quality improvement, and HIV prevention systems 
strengthening. This is described in the next section.  
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Policy logic and evaluation framework  
Figure 1 below is the full policy logic and evaluation framework, which aims to simultaneously look at the 
project, program and prevention system 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. The policy logic and evaluation framework emphasises the dynamic relationship 
between evidence, theory and practice as a constant refinement of quality and improvement of impact. In 
order to explain the components of the diagram, each component is presented one by one through Figure 2 
to 6. 
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Figure 1: HIV Prevention System Policy Logic and Evaluation Framework 
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The framework is built up over a series of figures (2 to 6) where the final policy logic framework is 
presented. Figure 2 starts with the outcomes that the HIV prevention system is aiming to achieve at the 
Project level impact, at the Program (multiple interconnected projects) level impact, at the broader 
prevention system level outcome and ultimately the state wide outcome of reducing the transmission and 
impact of HIV. The terms used at each level are adapted from consultation with the REACH partners, from 
health promotion and HIV prevention literature, the Victorian Public Health and Wellbeing Plan and early 
directions of the redeveloped Victorian HIV Action Plan. The descriptors at the prevention system level 
would need to be refined to be consistent with the Victorian HIV Action Plan when finalised and released. 

 

Figure 2: Project, Program and Prevention System Outcomes 
 

Figure 3 (below) adds to the diagram the health promotion mix of strategies to achieve the outcomes. The 
health promotion mix ranges includes projects or interventions focused at the structural, community, group 
or individual level.  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, such as group focused strategies, whole community level 
strategies, and broad structural or social level strategies and changes. 

The arrows in the triangle indicate the interdependence of the strategies and the need for synergy in 
implementation as well as monitoring and evaluation. For example, community targeted social marketing 
needs to be consistent or not undermine or be undermined by broader whole community media, to be 
supported by organisational, structural or policy changes, to enhance and contribute to broader social change 
(such as reducing stigma), as well as reinforce community development, peer group and settings based work, 
and reinforce the work of the individually targeted work. Social marketing should support creating an 
environment in which peer based outreach and other strategies can more effective. Another example is the 
upcoming implementation of HIV Point of Care (rapid) testing and increasing the number of PLHIV on 
effective treatments in Victoria needs the mobilisation of all the levels and not just an ‘individual clinical’ 
level activity. 
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Figure 3: Integrated mix of health promotion actions 

 

 

However Figure 3 implies one single community, and the impacts being exclusive to that community. HIV 
prevention, however, works across multiple communities and settings.  Figure 4 (below) identifies three 
overlapping communities (or priority groups) for example - gay men, people living with HIV, and/or a 
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 individually strategies are the most tailored and focused, 
as the strategies become broader they impact across and are relevant to more communities, and at the 
broader levels the strategies and communities overlap the most (the darker shading).    

It is in these targeted and overlapping contexts that strategies and systemic approaches also 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. Figure 4 aims 
to present the health promotion actions and outputs as an interdependent system, where understanding the 
relationship between strategies (and organisations implementing the strategies) and how they fit together (or 
not) is given importance and consideration along with the role of each strategy and organisation in itself. 
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Figure 4: Health promotion actions and multiple communities 

 

Figure 5 (below), adds to the diagram the inputs and resources for the health promotion actions across the 
priority communities, and the external influences that guide the allocation and mobilisation of these 
resources.   

 

Figure 5: External influences and resources 
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Figure 6 (below) adds the final components of the framework: the growing evidence base and theories that 
guide the HIV prevention practice; the implementation of this into continuous quality improvement, 
refinement of practice guidelines and standards, and development of the workforce; and the monitoring, 
evaluation and learning information system that completes the overall systems strengthening cycle. The 
items shaded in grey are where the systems strengthening building blocks described in the Victorian Health 
and Wellbeing Plan play their key role in the framework. 

 

Figure 6: Evidence building and practice development cycle 
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3.0 Application of the policy logic to Monitoring, Evaluation and 
Learning policy and practice guidelines 
 

The REACH Project conducted a partner forum during October 2012 where the partner organisations 
involved in the REACH shared progress from their work planning and developing evaluation approaches as 
well as identify a priority focus for the policy and practice guidelines. It was identified that policy and 
practice guidelines for monitoring, evaluation and learning was considered a higher priority than policy and 
practice guidelines for specific types of programs. It was felt by the workshop participants that program 
guidelines existed to some extent at a generic level and would be useful to develop as part of the planned 
focused communities of practice. However the expansion of the Policy Logic and Evaluation Framework 
into more detailed guidelines would provide a focus for this work, as well as guidance for the proposed 
sector commitment statement on Monitoring, Evaluation and Learning. The guidelines that follow would 
need to be refined during 2013 as the Victorian HIV Action Plan is finalised and an opportunity for the 
REACH partners to provide feedback.  

 
The guidelines are presented in a table format (Table 1) for ease of use and engagement by all partners and 
levels in the HIV prevention sector. It works through each level of the health promotion actions outlined in 
the Policy Logic, providing guidelines as to:  

• the focus of Project level monitoring and evaluation indicators (which should be consistent with 
project specific project logic documents) and which other types of projects within an overall program 
should be linked together in synergy; 

• the focus of Program Level Monitoring and Evaluation indicators for a collection of projects working 
together as a program, and synergies with other programs should be emphasised; and 

• Prevention system level monitoring, surveillance and evaluation. 
 
This is followed by Table 2, indicating the role of staff and partners at different levels (project, program and 
system) to provide guidelines as to who should be collecting and summarising the data collected within the 
information system. 

The guidelines will need further consultation and refinement as the communities of practice groups to be 
conducted in 2013 refine the project and program areas and identify and enhance the linkages between 
projects. The guidelines will also need to be refined as the Victorian HIV Action Plan is refined. 
 
For demonstration purposes, two projects have been selected to provide an example of the application of the 
guidelines (Table 3), the SAM Project (as an example of a community level project) and the Phoenix 
Workshop (as an example of a group level project). 
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Table 1 Monitoring, Evaluation and Learning policy and practice guidelines (Structural) 

Health 
Promotio
n Activity 
Level 

Strategies / 
Activities 

Project level monitoring and evaluation (consistent with project 
specific project logic) 

Program Level Monitoring and Evaluation 
indicators 

Prevention system level 
monitoring, surveillance and 
evaluation (consistent with 
Vic HIV Plan) 

  
Example quality 
practice indicators 
 

Project level impact 
indicators 

Example Key 
project or 
structural  links 
within program 

Program level 
quality 
indicators  
 

Program 
level impact 
indicators 

Example Key 
program 
links 

Health and 
epidemiologic 
indicators  

Social and 
System 
Indicators 

Structural 

Structural, policy 
and social change 

Quality of evidence 
base 
 
Participation of 
stakeholders 

Indicators of 
strengthened 
community capacity 
and responses 
 
Policy enablers  and 
barriers audit 

Vic Health and 
Wellbeing Plan 
National HIV 
Strategy 
Victorian HIV 
Action Plan 
Policy advice and 
reform 
 

Alignment with 
state and national 
policy 
 
Indicators of 
effective synergy 
in combination 
prevention 
 

Indicators of 
sustained 
community 
and health 
system 
responses 

Epidemiology 
and social 
research 
priorities 
 
Evaluation 
partnership of 
ARCSHS, 
Burnet, 
CEIPS, and 
CERSH 
 

Reduced risk 
behaviours 
 
Increased 
testing in key 
population 
group 
 
 
Increase 
PLHIV on 
treatment 

Improved 
PLHIV QoL 
 
Strengthened 
systems in 
research, 
evaluation 
and 
workforce 
 
Investment in 
combination 
prevention 

Organisational 
and systemic 
change 

Organisational 
leadership indicators 
 
Effective linkages 
and collaboration 
across programs 
 
Use of validated 
organisational audits 
of organisational 
monitoring, 
evaluation and 
learning culture 

Quality practice 
indicators across 
primary, secondary 
and tertiary 
prevention 
 
Sector wide 
commitment 
statement to quality 
improvement and 
evaluation 

Quality 
Improvement 
cycles and 
Evaluation culture 
actively supported 
at organisational 
and government 
level  
 

Use of 
monitoring, 
evaluation and 
learning in 
planning or 
refining primary, 
secondary and 
tertiary HIV 
prevention 
 
Establishment & 
maintenance of 
HIV leadership 
network / 
community of 
practice 

Strengthened 
primary, 
secondary 
and tertiary 
prevention  

Partnership, 
Governance 
and 
Leadership 
initiatives 
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Table 1 Monitoring, Evaluation and Learning policy and practice guidelines (Community) 

Health 
Promotion 
Activity 
Level 

Strategies / 
Activities 

Project level monitoring and evaluation (consistent with 
project specific project logic) 

Program Level Monitoring and Evaluation 
indicators 

Prevention system level 
monitoring, surveillance and 
evaluation (consistent with 
Vic HIV Plan) 

  
Example quality 
practice indicators 
 

Project level 
impact indicators 

Example Key 
project links 
within 
program 

Program level 
quality indicators  
 

Program level 
impact 
indicators 

Example 
Key 
program 
links 

Health and 
epidemiologic
al indicators  

Social and 
System 
Indicators 

Community 

Mass media  
social 
marketing  
 
 
 
 
Community 
targeted social 
marketing and 
online 
initiatives 

Quality practice 
indicators for 
development, 
participation and outputs 
 
Media and stakeholder 
engagement 
 
Focus group response 
 
Integration with other 
community health 
promotion strategies 
 
Project level quality 
practice indicators 

Campaign reach  
research 
 
Initial and sustained 
recall indicators 
 
Engagement, use 
and referral 
indicators of online 
initiatives 
 
changes in relevant 
knowledge, 
attitudes or beliefs 
indicators 

Peer and 
network based 
programs 
 
Targeted 
community 
development 
and social 
influence 
 

Audit of social 
marketing quality 
practice indicators 
 
Strengthened 
primary and 
secondary 
prevention 
 
Establishment of 
communities of 
practice for 
community level 
work 
 

Increased health 
literacy 
 
Increase in 
levels of 
protective 
sexual risk 
behaviour and 
testing in at risk 
groups  
 

Community 
HIV PoC 
(Rapid) HIV 
Testing 
 
Other 
campaigns 
targeted 
same 
community 
 
 

Reduced risk 
behaviours 
 
Increased 
testing in key 
population 
group 
 
 
Increase 
PLHIV on 
treatment 

Improved 
PLHIV QoL 
 
Strengthened 
systems in 
research, 
evaluation 
and 
workforce 

Targeted 
community 
development 
and social 
influence 

Quality indicators for 
process and action 
Indicators of 
strengthened community 
capacity and responses 

Indicators of 
strengthened 
community 
responses 
 

Community 
targeted social 
marketing 

Indicators of 
sustained 
community 
engagement 
 
Strengthened primary 
and secondary 
prevention 

Increased health 
promoting 
social norms 
within 
communities 
 

Community 
health 
services 
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Table 1 Monitoring, Evaluation and Learning policy and practice guidelines (Group and Individual) 

Health 
Promotio
n Activity 
Level 

Strategies / 
Activities 

Project level monitoring and evaluation (consistent with project 
specific project logic) 

Program Level Monitoring and Evaluation 
indicators 

Prevention system level 
monitoring, surveillance 
and evaluation (consistent 
with Vic HIV Plan) 

  
Example quality 
practice indicators 
 

Project level impact 
indicators 

Example Key 
project links 
within 
program 

Example Program 
level quality 
indicators  
 

Program 
level impact 
indicators 

Example 
Key 
program 
links 

Health and 
epidemiolog
ical 
indicators  

Social and 
System 
Indicators 

Group 

Community 
venues and 
settings based 
engagement 

 
Volunteer participation 
Engagement indicators in 
venues and settings 
Volunteer development 
indicators 

Venues and settings 
sexual health 
promotion audit  
 
Indicators of 
strengthened 
community capacity 
and responses 

Social 
marketing 
Community 
development 

Participation of 
community 
organisations and 
venues 
 
Participation of 
target community 
 
Adaptation and use 
of quality practice 
guidelines and 
audits for peer 
education  
 
Establishment of 
communities of 
practice for group 
level work 
 
Enhanced 
monitoring, 
evaluation and 
learning to improve 
practice in priority 
areas 

Increased 
health 
promoting 
social norms 
within 
communities 
 
Increased 
sustained 
treatment 
uptake 
 
Increase in 
levels of 
protective 
sexual risk 
and 
behaviour 
and testing 
in at risk 
groups 

Policy and 
structural 
initiatives 
 
Cross 
referrals 
between 
group and 
individual 
focused 
services 

Reduced risk 
behaviours 
 
Increased 
testing in 
key 
population 
group 
 
 
Increase 
PLHIV on 
treatment 

Improved 
PLHIV QoL 
 
Strengthened 
systems in 
research, 
evaluation 
and 
workforce 

Peer group 
development and 
network focused 
strategies 
 

Quality indicators for 
development, refinement 
and implementation  
Links with community 
and social marketing 
strategies 
 

Changes in peer norms 
and experience  
Changes in knowledge, 
attitudes, beliefs and 
self-efficacy 

Social 
Marketing 
Community 
development 
Promotion of 
testing and other 
services 

Individual 
Individual and 
clinical focus 
services 

Client satisfaction and 
outcome indicators 
Draw on validated 
instruments where 
appropriate 
 

Increased access to 
health services (e.g. 
testing 

Promotion of 
testing and other 
services 
Stigma 
reduction 
strategies 
 
Peer group 
initiatives  
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Table 2: Guidelines for collecting and summarising data 

     

Health 
Promotion 
Activity Level 

examples Project level monitoring 
and evaluation 

Program Level 
Monitoring and 
evaluation 

Prevention system level 
monitoring, surveillance 
and evaluation 

Project /Service 
staff 

SAM Project 
MHSS Peer Ed 
project 

Yes possibly  

Agency/Program VAC Health 
Promotion Program 
MHSS  

Yes Yes  

External 
evaluators or  

ARCSHS 
Burnet 
Aldo Spinner 
Consultant 

Possibly Yes Possibly 

Health Services Sentinel Clinics  Yes Yes 

Epidemiology 
and Social 
Research Centres 
/ Department 

Burnet 
Kirby 
ARCSHS 
NCHSR 

 Possibly Yes 
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Table 3: Example application of guidelines for two specific projects 
H

ea
lth

 P
ro

m
ot

io
n 

A
ct

iv
ity

 L
ev

el
 P

ro
 

Pr
oj

ec
t 

Project level monitoring and evaluation (consistent with project specific project 
logic 

Program Level Monitoring and Evaluation 
indicators 
 

Prevention system level 
monitoring, surveillance and 
evaluation (consistent with 
Vic HIV Plan) 

Example quality 
practice indicators 
 

Project level impact 
indicators 

Who collects 
and analyses 
data 

Key project links 
within program 

Program level 
quality 
indicators  

Program level 
impact 
indicators 

Key program 
links 

Health and 
epidemiology 
indicators  

Social 
Indicators 

C
om

m
un

ity
 L

ev
el

 

SA
M

 P
ro

je
ct

 
 

Participation of 
target community 
Engagement project 
partners 
Increased 
understanding of 
sexual learning by 
SAM project 
 

Increase in capacity 
of community 
groups. 
Indicators of reach of 
strategies in target 
community (e.g. – 
VicBears members 
survey, links with 
Social marketing 
evaluation, uptake of 
testing) 

SAM Project 
ARCSHS 
support 
 

Targeted Social 
Marketing 
Community venues  
outreach 
Sexual health 
testing services 
HIV Stigma 
reduction strategies 

Sustained 
community 
led responses 
 

Increased 
health 
promoting 
social norms 
within 
communities 

Community 
HIV PoC 
(Rapid) HIV 
Testing 
 
 

Reduced risk 
behaviours 
Increased 
testing 
 
 

Strengthened 
systems in 
research, 
evaluation 
and 
workforce 
 

G
ro

up
 L

ev
el

 

LP
V

 P
ho

en
ix

 W
or

ks
ho

p 
 

&
 C

at
ch

-u
p 

Engagement of 
project partners 
Participation of 
volunteers 
Referral from 
external sources 

Indicators of 
increased confidence 
and reduced anxiety1,  
improved knowledge 
related to managing 
HIV, goal setting 
related to managing 
HIV and broader 
psycho-social issues 

Phoenix 
Project 

Targeted Social 
Marketing 
Individual services 
Sexual health 
testing 
HIV Stigma 
reduction strategies 

Increased 
referrals to 
health services 
 
Collaborations 
with Positive 
Living Centre 
programs 

Increased 
engagement  
with health 
services 
Positive 
sexual 
experiences 
Challenging 
stigma & 
discrimination 
 

Positive 
Living 
Centre 
Programs 
 
Alfred and 
other health 
service 
programs 

Increased and 
sustained 
treatment 
uptake 
 
Increase in 
health 
monitoring 
incl STI 
checks 

Improved 
QoL of 
PLHIV 

  

                                                 
1 Potential to adapt or draw upon tools from related practice i.e. psychology – confidence scales 
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4.0 Progress on discrete program logic frameworks  

Program Logic Development & Refinement 
Program logic models were developed collaboratively with staff from three organisations; Victorian AIDS 
Council/Gay Men’s Health Centre (VAC/GMHC), Living Positive Victoria (LPV) and Multicultural Health 
and Social Service (MHSS), across five projects during meetings held between January and March 2012. 
The five projects are the VAC/GMHC Outreach program, VAC/GMHC Peer Education workshops, LPV 
Phoenix Workshops, MHSS’s Peer Education project and the VAC/LPV Sexually Adventurous Men (SAM) 
Project. As outlined in the Interim Report on Capacity Building Strategies of April 2012 agency and 
REACH staff documented key changes believed to be critical to the programs’ success, key activities and 
intended impacts as a basis for the draft program logic and program theory. To begin this process all project 
staff were asked: 

1. What are the changes that participants or recipients of your program go through that you consider 
most critical? 

2. What do you do within your program for these changes to occur? 

Staff also identified specific components of their program they wanted to focus on initially in developing 
evaluation approaches. Following the meetings draft program logic models were developed by REACH 
project staff and then revised in collaboration with agency staff through an iterative process. The program 
logic models were then used to identify evaluation questions and points in the project, which are outlined 
below for each project. The Program Logic diagrams are provided in Appendix A.  

Evaluation and Evidence Building – Action Research 
Participatory Action Research (PAR) was initiated with four of the five projects identified above however 
evaluation tools have been developed with all five projects. Project timelines were mapped against project 
activities to identify evaluation points and cycles. Evaluation questions and methods were developed; some 
of which were incorporated into existing evaluation practice and others implemented as new evaluation 
practice. Methods ranged from inserting additional questions into existing surveys to recorded feedback via 
semi-structured interviews. These methods will be outlined in the relevant project sections to follow. Staff 
worked with REACH staff to refine evaluation questions between evaluation cycles and reflect on the 
process.   
 

Phoenix Workshop: Living Positive Victoria  
Phoenix is a weekend workshop for gay and bisexual men living with HIV who were diagnosed with HIV in 
the last two years. The workshop aims to strengthen the capacity of men to be confident in dealing with 
issues arising out of living with HIV. The workshop provides a mix of social activities, peer and practitioner 
led discussions, and goal setting. Participants are also invited to attend a six-month catch-up session to 
reflect on their time since the initial workshop and discuss milestones or significant events they have 
experienced during this time. Both the workshop and catch-up session are currently evaluated however 
program logic development has enable the Phoenix coordinator to reflect on current evaluation practice and 
a review of the project for quality improvement purposes. 

Program Logic Development 
Two key changes or outcomes were identified for Phoenix; increased confidence about managing HIV and, 
decision making related to disclosure of HIV status. These two short term outcomes were considered to be 
important for the longer term outcomes of self-efficacy and action to enhance health outcomes such as 
regular HIV monitoring, STI testing and psycho-social health. Three components of the workshop were seen 
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as being instrumental for change; knowledge of health care services and HIV, perspective and interaction. 
The six-month catch up was incorporated into the third version of the program logic  

Evaluation process 
As mentioned previously the Phoenix workshop and catch-up include some evaluation therefore it was 
important to complement the current evaluation practice so as not to impact on the workshop activities and 
create additional work for the staff member. Additional questions were inserted into existing evaluation 
forms for the workshop and catch-up and related to the goal setting and milestone activities of the workshop. 
Evaluation instruments are available on request.   
 

Sexually Adventurous Men (SAM) Project: Living Positive Victoria & VAC/GMHC 
The Sexually Adventurous Men (SAM) Project is a joint partnership between the VAC/GMHC, Living 
Positive Victoria, and the Australian Research Centre in Sex, Health and Society (ARCSHS). The aims of 
the project are: 

• Reduce the incidence of HIV and sexually transmitted infections (STIs) in sexually adventurous 
men; 

• Improve the sexual health of sexually adventurous men; 
• Improve the sexual health capacity of sexually adventurous networks; 
• Explore ways of bridging the gap between HIV/STI knowledge and actual sexual risk practices; and 
• Increase the capacity of the health promotion program to develop appropriate and effective strategies 

to work with sexually adventurous men. 

The project utilises a community development approach, with an emphasis on building relationships both 
with sexually adventurous networks and between the networks and HIV and gay community organisations in 
addition to enhancing communication across networks. A community development approach meant that the 
project would be driven by sexually adventurous men themselves with the project providing capacity 
building in relation to health promotion. External evaluation has been built in to the project plan as well as 
project documentation as it is a new project however a program logic model had not been developed.   

Program Logic Development  
Program logic was developed in conjunction with both project staff and the health promotion managers from 
the two organisations and there were multiple iterations as the project evolved and expanded its community 
partnerships. The development of the program logic model was an important process for combining the two 
project proposals and separate objectives into a living document which would guide the work of the two 
organisations. From a starting point of increasing community capacity and ownership to engage with health 
promotion strategies, and improving the strength and resilience of strategic relationships with community 
groups the logic model shifted to incorporate other critical areas of change including increasing the capacity 
of LPV and VAC/GMHC to work with SAM communities and being responsive to emerging issues such as 
hepatitis C infection among SAM and other gay men. The key components of the project that were 
considered to be most important for change included strengthening existing partnerships and establishing 
new relationships with key community group and businesses, supporting community groups to undertake 
health promotion activities, and a collaborative approach to resource development. 

Evaluation process 
The SAM project is undertaking extensive evaluation and evaluation methods are being reviewed and 
refined to ensure project staff and the targeted community are involved in the process and not just recipients 
of evaluation. In addition to the external evaluation of the SAM project resources a number of evaluation 
approaches are currently being implemented to document the project and understand the short term 
outcomes. These approaches include stakeholder interviews, project staff interviews and a community 
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survey developed and implemented in collaboration with a key community group VicBears. Evaluation 
instruments are available on request.    

Peer Education Project: MHSS 
The Peer Education Project builds on the work that MHSS is currently undertaking to develop partnerships 
and facilitate involvement of affected communities.  The project was developed in response to a particular 
problem – all MHSS working relationships are with other workers, rather than directly with communities. 
The project proposed to develop a program of multi-session peer education groups facilitated by peer 
facilitators from priority culturally and linguistically diverse (CALD) communities.  The educational 
framework, content and activities would be developed by volunteers and experienced practitioners and the 
curriculum developed through ongoing consultation with priority communities. This process would enable 
the facilitators to support the development of sessions and activities that are detailed and relevant. The 
project aims to:  

1. Create a more direct relationship between MHSS and target communities 
2. Create latent capacity in affected communities to respond quickly when someone needs advice, 

support or referral on a BBV issue 

The project was divided into two-year blocks, with two pilot communities the focus in years 1-2 and the 
other two in years 3-4.  This would be done to give each community long enough to build trust and 
relationships while keeping the workload focused and manageable by not working across too many 
communities at once.  The project aimed to recruit 8 volunteers from each community, 4 male and 4 female. 
Full evaluation details are available in the MHSS Peer Education Project Reports.  

Program Logic Development 
The Program Logic was developed over a six month period in collaboration with the project staff and the 
project reference group. This has, to some extent, continued to be refined. The core of the program logic 
rests on the premise that through participation of natural helpers in peer education and ‘positive gossip’ in 
communities about their involvement will increase the number of people in the target communities who 
‘know someone who knows’ when needing advice and support regarding STI and HIV related issues and 
concerns. This was then expanded to identify key process indicators as well as short and long term impact 
indicators to guide the evaluation. 

Evaluation process 
The REACH Project has worked closely with the MHSS team to identify key evaluation points for the 
program and develop culturally appropriate evaluation approaches. To date this has included an intensive 
formative and consultation stage, participation and engagement levels of volunteers, peer led interviews and 
intercept surveys at key community events, and monitoring participation levels of volunteers and program 
allies, and six month follow up strategies. REACH is currently working with the project to develop 
community reach and diffusion indicators. 
 

Outreach Project: VAC/GMHC  
The Outreach Project undertakes training for gay and bisexual to become volunteers who engage in outreach 
at Sex on Premises Venues (SOPVs) in Melbourne, and in chat rooms on various dating sites for gay and 
bisexual men. Three times a year men are recruited and participate in Outreach Volunteer Training. The 
training is conducted over one weekend and the volunteers are then mentored by existing volunteers for a 
short period post-training. Feedback is collected from participants at the end of the training.  

Program Logic Development 
Three key changes or outcomes were identified for outreach training: the application of knowledge of HIV, 
STIs, sexual health and related services in peer interactions; volunteers are confident initiating discussions 
about sexual health in context of outreach; and volunteers are comfortable engaging in discussions about 
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sexual health in the context of outreach. In addition to the provision of sexual health information the key 
component of the training which was considered the most important for bringing about change was an 
activity called “Triads” where a peer/volunteer scenario is constructed and a third person observes the 
conversations and interactions between outreach volunteer and peer.    

Evaluation Process 
To understand the changes occurring during the training pre and post-test evaluation questionnaires were 
developed. The pre-test questionnaire was provided during the first session of the training. As the training is 
held on two consecutive days the post-test questionnaire was distributed via email once participants had 
completed mentoring. An existing evaluation form is completed by participants at the conclusion of the 
training. Unfortunately there was loss to follow-up with the volunteers participating in the new evaluation 
approach and the project worker was unable to recruit men for the second and third training therefore the 
questionnaires could not be implemented. Evaluation instruments are available on request.   
 

Peer Education: VAC/GMHC 
The Peer Education Program provides a number of different workshops for gay and bisexual men. 
Momentum, a 6 week workshop for men aged 26 and above, provides a space for men who have come out 
later in life to discuss topics including coming out, self-esteem, homophobia, stereotypes, HIV/AIDS, STIs, 
safe-sex, relationships and community attachment. Using a Peer Education framework enables participants 
to share their fears and anxieties surrounding coming out later in life. The Momentum workshop not only 
focuses on the experiences of the individual, but the concept of the gay community is also explored, 
removing the sense of isolation that can be prevalent in this group of men. Some the issues that are 
addressed in the workshop include: 

• Prolonged exposure to homonegativity affecting their perceptions of sexuality, sex and sexual health,  
• Internalised homophobia that can negatively affect their self-esteem and self-worth,  
• Unaware of health issues affecting the gay community, and 
• Previous heterosexual identity and/or relationship. 

Program Logic 
Two key changes or outcomes were identified for Momentum; firstly participants feel confident about their 
own sexual identity and secondly their perceptions about sexual identity and behaviour have changed. In 
turn, this was considered to be an important step leading to increase self-efficacy in negotiating safe sexual 
practices and relationships and being receptive to sexual health promotion. Three components of the 
workshop were seen as being instrumental for change; information exchange, interaction and connectedness, 
and sharing. 

Evaluation process 
Participant feedback forms are currently used for evaluation across all of the peer education workshops 
however they are mainly for the benefit of the facilitator during the workshop to make any necessary 
changes and the project coordinator uses the information on an ad hoc basis. A large amount of data has 
been collected over the years however it is has not been analysed. The current peer education coordinator 
felt the evaluation should focus on the program and the usefulness of it rather than the performance of the 
facilitators as each workshop is facilitated by different people. In conjunction with the peer education 
coordinator pre and post workshop questionnaires were developed to examine the participants understanding 
of sexuality and sexual health prior to and immediately after the workshop. Data has been collected from 3 
workshops since February 2013 and is currently being analysed by the peer education coordinator. Regular 
catch up sessions are currently being planned to create a supportive social network and explore challenges 
and difficulties the participants encounter after completing the workshop in relations to sexuality and sexual 
health. The questionnaire included the following questions: 

• How do you feel about your sexuality? 
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• What is your current understanding of HIV/AIDS? 
• What is your current understanding of Sexually Transmitted Infections (STIs)? 
• What is your expectation/s from attending this workshop? 
• How comfortable are you negotiating safe sex with your sexual partner/s? 
• In general, how do you view your sexual identity?  

Evaluation instruments are available on request.   

Program Logic Diagrams are in Appendix A 
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5.0 Report on capacity building activities and capacity indicators 
(including report on the repeat of the sector evaluation culture survey) 
 

Capacity Building Activities 
The REACH project conducted a series of capacity building activities with the REACH partner 
organisations. A summary of these is provided in the table below. Most of the activities have been reported 
in previous reports. However the recent REACH Forum has not previously been reported. And was 
conducted to provide an opportunity for project staff and mangers to share case studies and learning’s from 
the REACH project and set priorities for REACH in 2013. A full report is in the Appendix. 
 
Table 4: Summary of Capacity Building Activities 

Capacity Building Activity Time Period Participation  

iLecture & Tutorial for basic health promotion and 
evaluation skills 
 

October 2011 4 staff Details 
Previously 
reported Interim 
Report on 
Capacity 
Building 
Strategies: 
November 2011 
to March 2012, 
Submitted April 
2012 
 

Workshop 1: contemporary program logic as a tool 
for planning and evaluation, realist and theory-based 
evaluation approaches, evaluation design, 
participatory action research and systems levels 
perspectives on evaluation and evidence building. 
 

November 
2011 
Repeated in 
February 2012 

21 staff and 
managers from 
7 organisations 

Workshop 2: focused on programs utilising peer 
education and the application of program logic and 
theory-based evaluation approaches within these 
contexts. 

December 
2011 

8 staff from 3 
organisations 

Program logic development: regular meetings and 
small group workshops to develop program logic 
across the selected projects 

November 
2011 to 
November 
2012 

14 staff and 
managers from 
3 organisations 

Detailed in 
section 4 

Participatory action research: regular mentoring, 
support and literature searches to support action 
research process  

November 
2011 to 
November 
2012 

11 staff from 3 
organisations 

Detailed in 
section 4 

REACH Forum: case study presentations from 
project staff of their work with the REACH project, 
a facilitated discussion on understanding and 
addressing barriers and enablers for evidence 
building and evaluation; consultation on the policy 
logic framework development, priorities for 
development of guidelines and identifying 
opportunities for individuals and organisations to 
take a proactive role in evaluation and evidence 
building. 

October 30,31  
2012 

23 staff and 
managers from 
10 organisations 

Full report 
included in 
Appendix 
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Sector evaluation culture and follow-up survey 
In November 2012 the REACH Project surveyed mangers and staff from REACH partner organisations. The 
aim of the survey was to readminister the baseline survey undertaken in October/November 2011 to identify 
shifts in evaluation capacity and organisational culture towards evaluation, to gather feedback on the 
REACH Forum and, to establish priorities for REACH in 2013. Thirty seven people were contacted directly 
via email; a slight increase on the 33 people contacted for the baseline survey. The key findings below are 
based on 13 respondents who had completed the survey by 1st December however the survey will remain 
open until the response rate of the baseline survey is reached (66%). Due to the low response rate some 
comparison will be made with the baseline survey however they will be observations, supported by broader 
feedback, rather than statistical comparisons.  

REACH Forum Feedback 
Of the thirteen respondents eleven people had attended the REACH Forum.  Participants were asked to 
prioritise the following initiatives for REACH 2013 which were ranked from highest to lowest. The 
accumulated results from the ranking are presented below.  

1. Establish a clearinghouse for evidence and evaluation 
2. Establish communities of practice for evaluation 
3. Provide an annual forum on program evaluation 
4. Develop good practice guidelines for monitoring, evaluation and learning 
5. Establish an evaluation leadership network 
6. Develop a sector commitment statement regarding monitoring, evaluation and learning 
7. Provide mentoring or support for evaluation  
8. Map interventions across the policy logic  

Generally items related to knowledge sharing rated at similarly high levels, with the next range relating to 
good practice and leadership. The project specific work was no longer rated as highly compared to the 
November 2011 survey. More than half of the participants found the program logic case study, policy logic 
framework and barriers and enablers group work sessions as highly useful. However it should be notes that 
mapping interventions across the policy logic was rated higher by managers. The full report on the activities 
of the REACH Forum is in Appendix B. 

Survey Comparisons  
A concern with undertaking survey comparison between the 2011 and 2012 survey is that organisations who 
were more engaged with the REACH project were more likely to complete the follow-up survey in 2012. 
Although the survey response rate across the sector was low there appears to be a shift in organisational 
culture towards supporting and conducting evaluation compared to the 2011 survey. Evaluation was valued 
more in 2012 and this was demonstrated in higher rated responses to questions regarding evaluation 
planning, staff involvement in evaluation activities, incorporating evaluation into project planning and 
support for staff to develop evaluation skills. An increase in the proportion of respondents indicated they 
would also like the opportunity to share skills and learn from other staff across the sector.  
 
The full series of analysis tables of the survey results are available on request. 
 
 

  

Knowledge sharing 

Good 
Practice & 
Leadership 
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6.0 Implications for future capacity development in monitoring, 
evaluation and learning. 
 
The REACH Partnership is a collaborative research, policy and practice initiative to develop evidence building 
frameworks, organisational capacity, tools and resources with the Victorian HIV community partnership to improve 
the quality and impact of HIV prevention. This brief provides an overview of what the REACH project has achieved 
in phase 1 (first 18 months), what is yet to be achieved, and the proposed focus of future work.  These key points are 
identified in Table 1 below, using the ‘system building blocks’ of Leadership, Information, Partnership, Workforce 
and Financing described in the Victorian Public Health and Wellbeing Plan 2011–2015 as a framework. 

What has Phase 1 of REACH achieved and has yet to achieve to meet its 3 years goal? 
The majority of Phase 1 of the REACH project (2011/12) focused on development of a broad policy logic framework 
for the collective HIV prevention response, participatory action research with six selected projects across the key 
agencies in the partnership as demonstration projects, and a series of capacity building workshops for the sector 
workforce. The details and evaluation of these strategies have been summarised in previous reports.  

There is, however, further work to be conducted before the project will achieve its three year goal of a sustained 
increase in organisational capacity across the sector for real time evaluation and evidence building.  Table 1 below 
summarises the key outcomes of REACH phase 1(Column 2) and identifies the outcomes yet to be achieved by 
REACH (Column 3). As was found by similar projects internationally, once the momentum for monitoring, evaluation 
and learning has been created, it needs to be followed by strategies that actively embed the organisational practice 
changes. This requires a reorientation of the capacity development strategies. In addition to this - the new context of 
treatment as prevention and the introduction of rapid HIV testing will require more flexible and real time evaluation of 
the implications for the broader system of programs. In other words – more of the same approach will not result in 
sustained changes in the sector.  

The recent REACH forum held on October 30 and 31 demonstrated a turning point for the project and its partner 
organisations, with clear support for a shift in the approach of REACH in phase 2. There was also a recommendation 
from agency staff and management at the forum for a sector wide organisational commitment statement to underpin 
and mobilise the sector’s move towards embedding higher quality evaluation and evidence building within their 
practice. 

What is proposed for future work  
Future work needs an explicit shift away from an emphasis on targeted action research with particular staff and 
projects, and reorient the emphasis towards working at a program, agency and sector level to embed the changes in 
practice. For example, Phase 1 of REACH developed an overall policy logic framework and policy and practice 
guidelines for Monitoring, Evaluation and Learning (MEL) in general HIV prevention (to be provided in the final 
2012 report). Future work should take this further by establishing and mentoring networks of practice to develop and 
implement more specific or targeted Quality Practice MEL Guidelines for priority topics areas. These priority areas 
include evaluation leadership and culture, as well as cross agency program areas that will be key in maximising the 
role of testing and treatment in HIV prevention (such as workshop based or structured peer programs; outreach and 
community engagement based peer programs; and systems approach to evaluating the synergy impacts across peer 
based strategies, social marketing, and community development and mobilisation). These and other key activities to 
achieve the next phase of work are summarised in Table 1 below (column 4) with the deliverables in column 5.   
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Table 1: Achievements of REACH Phase 1 and proposed focus of future work  
Column 1 Column 2 Column 3 Column 4 
System Building 
Block 

What has REACH achieved / delivered in 
phase 1 (2011/12) 

What has REACH not yet achieved in pursuing its 
longer term 3 year goals 

What is proposed for future work 

Leadership 
 

Strong participation by key organisations 
 
Recommendation from sector staff for an 
organisational commitment statement 
 
Policy and Practice guidelines for Monitoring, 
Evaluation and Learning (MEL) in HIV 
prevention generally (in final 2012 report) 

Yet to achieve a sustained impact on the 
organisational leadership to reorient organisational 
culture to emphasise monitoring, evaluation and 
learning (MEL)  

Facilitate the development of an organisational and sector 
commitment statement regarding monitoring, evaluation 
and learning (MEL).  

Development of quality practice MEL guidelines for 
specific program approaches (see note 1 below). 

 

Partnership 
 

Cross sector workshops on key aspects of 
monitoring, evaluation and learning (in HIV 
programs generally and in peer based programs 
specifically) 
 
Development of final policy logic with 
consultation with sector workforce (in final 
2012 report) 
 
Facilitated collaboration for sharing across 
projects. 
 

Not yet mapped all HIV prevention investments 
across the developed policy logic to identify the 
current and potential areas of partnership and synergy 
across agencies and programs. 
 
Not yet achieved a self-sustaining change in the 
sector for sharing of learning from programs and 
trials. 
 
REACH did not have the capacity to increase 
relationship with organisations such as CEIPS from 
liaison to partnership 

Facilitated networks of practice (see note 1 below) within 
the sector for development, implementation and sharing of 
targeted quality practice MEL guidelines.  

Undertake an audit to map the current and planned HIV 
programs across the policy logic developed in Phase 1. 

 

 

Information 
 

Developed and refined program logic plans for 
six projects 
 
Participatory Action Research Trials1 to 
develop monitoring and evaluation approaches  
within these six programs 
 
Cross sector sharing of action research trials 

The knowledge generated by the PAR has yet to be 
translated into general resources to enhance MEL 
across the sector. 
 
 

Translate evidence base and action research experience 
from phase 1 into MEL quality practice indicators. 

 

1Networks of practice will be established to develop and implement Quality Practice MEL Guidelines for targeted topics such as:  
• Leadership in monitoring, evaluation and learning in organisations. This would include the Sector Commitment Statement as well as more detailed guidelines for agency 

leadership in MEL that underpin the commitment statement. This leadership network would include the participation of CEIPS.  
• Program topics, with identified priorities being monitoring, evaluation and learning guidelines for workshop based  or structured peer programs;  outreach and community 

engagement based peer programs;  and systems approach to evaluating the synergy impacts across peer based strategies, social marketing, and community development and 
mobilisation. These are priority areas in relation to HIV prevention and maximising the role of community driven testing and treatment promotion. 

Phase 1 of REACH initiated cross sector workshops on specific areas such as workshop based peer programs, but these were not developed into ongoing networks of practice.  
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Column 1 Column 2 Column 3 Column 4 
System Building 
Block 

What has REACH achieved / delivered in phase 1 
(2011/12) 

What has REACH not yet achieved in 
pursuing its longer term 3 year goals 

What is proposed for future work 

Workforce 
 

Conducted series of professional development 
workshops across the sector 
 
Provided ongoing mentor support to staff across the 
sector, with a focus on those staff undertaking action 
research trials. 
 
Indication of increased confidence in evaluation, 
information sharing. The breadth of this will be 
determined by the repeat of the Sector survey during 
November 2012 (currently underway). 

The changes achieved have not yet been 
embedded in broader programs or practice at 
an organisational system level 

Remove the emphasis on mentoring individual staff and 
projects and remove emphasis on base level professional 
development in program logic and evaluation that can be 
accessed by agencies elsewhere  

Increase the emphasis on mentoring networks of practice 
to develop and implement the  MEL quality practice 
guidelines at a program, agency and cross sector level (see 
note 2 below for list of agencies) 

Financing n/a Synthesised mapping mix of programs and 
their monitoring, evaluation and learning 
systems against the policy logic to inform 
investment decisions 

Mapping of the interventions and investment across the 
policy logic to inform decisions regarding the balance of 
the investment 

 
2To achieve the most effective use of limited resources, REACH will focus on those agencies and programs most able to achieve sustained changes in practice in the short term. These are 
Victorian AIDS Council Health Promotion Program; Health promotion programs at Living Positive Victoria, Positive Women and Straight Arrows; and the HIV prevention related programs at 
Multicultural Health Support Service. However broader workshop and forum based strategies will include a broader sector invited participation list. 
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Appendix A:  Project / Program Logic Diagrams  
The following Figures are the Program (Project) Logic diagrams referred to in Section 4.0.  

Living Positive Phoenix Workshop 
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VAC / Living Positive Sexually Adventurous Men Project 
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Multicultural Health Support Service Peer Education Project (Longer term impacts may require refinement to align with the final Policy Logic Framework). 
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Victorian AIDS Council Outreach Program (Longer term impacts may require refinement to align with the final Policy Logic Framework). 
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Victorian AIDS Council Peer Education Program (Longer term impacts may require refinement to align with the final Policy Logic Framework). 
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Appendix B: Report on the October 2012 REACH Forum 
 

Introduction 
The REACH Forum was held over two days in late October 2012 (30th – 31st)  to provide an opportunity for 
project staff and mangers to share case studies and learning’s from the REACH project and set priorities for 
REACH in 2013 (see appendix 1). A total of 23 people from 10 organisations attended the one and a half 
day forum. Day one included case study presentations from project staff of their work with the REACH 
project, a facilitated discussion on understanding and addressing barriers and enablers for evidence building 
and evaluation and an update on the policy logic framework development. Day two of the forum focused on 
the development of guidelines and priorities for best practice and identifying opportunities for individuals 
and organisations to take a proactive role in evaluation and evidence building. This brief report provides a 
summary of the key activities and outcomes from the forum. 
 

Case studies 
During day one of the forum staff from four programs were invited to present cases studies based on their 
involvement with the REACH project (see appendix 2). The first session focused on program logic 
development of the Peer Education Project by MHSS and Sexually Adventurous Men Project by Living 
Positive Victoria and VAC/GMHC. The second session focused on the action research trials of the 
Momentum Peer Education workshop by VAC/GMHC and the Phoenix Program by Living Positive 
Victoria. Each session was followed by a facilitated discussion where presenters and forum participants 
discussed challenges and benefits of using program logic to guide program activities and evaluation, 
evaluation for quality improvement and evaluation methods. For some participants it was the first 
opportunity to hear about newer projects in the sector as well as evaluation findings from established 
projects, and the REACH project from an agency or project worker perspective.  
 

Policy Framework 
The REACH project has been developing a policy logic framework to: 

• guide the development of program logic planning and evaluation diagrams, 
• identify the synergies and linkages between programs,  
• to support the sector understanding of where projects and programs ‘fit’ within a broader systems 

approach to HIV prevention, and 
• facilitate the mapping of the interventions and investment across the policy logic to inform decisions 

regarding the balance of the focus and investment. 

This framework has undergone small and large group consultations within the sector over the past 18 
months and adapted and evolved during this time. At the REACH Forum the latest version was presented 
and examples of the program logic diagrams from the participatory action research trials were mapped onto 
the framework. The framework was discussed at the forum and additional feedback provided in order to 
enhance and improve the framework in line with the practice of HIV prevention. 
This feedback has been incorporated and the framework will be presented in the December 2012 REACH 
report. In 2013 the REACH project will facilitate the mapping of the HIV prevention programs in the sector 
across the framework to identify synergies and linkages across programs, inform strategic decisions 
regarding the emphasis and balance of the investment. 
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Barriers and Enablers  
The forum provided a space for workers to discuss the barriers and enablers to evaluation planning, 
implementation and sharing or learning from their individual perspectives as workers and managers but also 
at an organisational and system level. Some the key issues that emerged are provided below. 
 

Barriers – Individual  
1. There is a need to balance program implementation and evaluation implementation 
2. Evaluation was considered less of a priority due to time management and the availability or 

resources 
3. Trying to evaluate every aspect of a project rather than prioritising specific areas to evaluate  
4. Some projects were seen to be over-evaluated, making it a “tick-box” activity rather than a 

meaningful exercise 
5. Evaluation findings do not always impact on the course of action of a project 
6. Some evaluation was not pragmatic  
7. Evaluation approaches that never change were seen to be problematic 
8. The skills and capacity of workers and their access to evidence to inform evaluation planning  
9. The communities with whom the organisations work with may not be able to fully participate in 

evaluation due to follow-up issues or literacy levels 

Barriers – Organisational  
1. External evaluation is preferred however the findings can be out-dated and no longer applicable 

when they are reported back to the organisation 
2. “Pilot project syndrome” – evaluations not leading to funded or ongoing projects 
3. Inter - organisational relationships and partnerships 
4. Is evaluation part of the job description or work plan?  
5. No specific person driving evaluation within the organisation 
6. Not knowing where the evaluation goes once it has been sent to the department and how does it 

inform decisions making? 
7. Organisations only wanting positive feedback or results 
8. The breadth and type of feedback received about projects and programs  - need to understand where 

the feedback is coming from 
9. Evaluation rigour – internal VS external  
10. Being open to and understanding and using critical and constructive feedback 

Barriers – Sector-Wide or Departmental  
1. What do funders want with regards to monitoring and evaluation? –numbers and reach or 

qualitative findings 
2. Where does the evaluation go and how are decisions made? 
3. What does the sector want (knowledge translation & sharing)? 

Enablers- Individual  
1. Evaluation should be imbedded in the project planning process (e.g. Developing program logic for 

each project)  
2. Evidence that the evaluation will be used – feedback on evaluation, changes to the project, project 

extensions or funding for example 
3. Knowing about project implementation and when their evaluation findings would be made available  
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4. Communities of practice to support evaluation practice and share information and ideas about similar 
projects or approaches to prevention 

5. Undertake evaluation professional development as part of job description if there is an identified gap 
in evaluation skills  

Enablers – Organisational  
1. Include an overview of organisational evaluation processes during staff orientation 
2. Support workers to do evaluation through access to capacity building activities and professional 

development 
3. Integrate evaluation activities or outputs into performance appraisals of staff and management  
4. Communities of practice to support evaluation practice, share information and ideas about similar 

projects or approaches to prevention and facilitate partnerships between organisations in the HIV 
sector 

5. Evidence that the evaluation will be used – feedback from the department and evaluation findings 
used to plan future projects for example 

6. Organisations to share evaluation methodologies and findings with others 

Enablers - Departmental 
1. Support investment into sectoral and organisational evaluation capacity and include in funding and 

service agreements 
2. Allow for realist timeframes for evaluation and feedback on evaluation reports and findings 
3. Establish standard frameworks for evaluation across the sector and for similar interventions 
4. Support the establishment of communities of practice 
5. Support evaluation demonstration projects for transference of evaluation methodologies and 

dissemination of results 
6. Allow for the adaptation of diverse evaluation processes  across the sector if needed 
7. Provide evidence that the evaluation will be used and valued  
8. Develop a mechanism for sharing evaluations 
9. Evaluation findings result  in action (funding, defunding, project extensions) 

Enablers –Sector 
1. REACH – support organisations to undertake evaluation and departmental lobbying for evaluation 
2. REACH – coordinate information loops and feedback mechanisms for evaluation 
3. REACH – initiate communities of practice for evaluation 
4. Encourage a culture of sharing and knowledge exchange of evaluation methodologies and findings 
5. Participate in annual updates and training 

 
The discussion provided valuable information to set priorities and enablers not only for REACH but for the 
sector and identify where HIV organisations and the Department of Health can play a part in strengthening 
evaluation practice across the HIV sector.   
 

Moving forward: Priorities for REACH 2013 
The following ideas were discussed as potential priorities for REACH in 2013 and as a way of engaging and 
supporting the sector in evaluation and evidence building practice: 
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Sector Commitment Statement 
An organisational and sector commitment statement regarding monitoring, evaluation and learning (MEL) 
should be developed. Facilitated by REACH all HIV organisations and the Department of Health (DoH) 
would contribute to the development of the statement and sign the statement as part of their service 
agreement with DoH.  
 
Leadership network 
Along with a sector commitment statement for monitoring, evaluation and learning a leadership network of 
mangers and/or senior program staff should be established. The leadership network would drive a sector-
wide approach to evaluation and implementation of best practice guidelines as well as supporting evaluation 
practice within organisations. The network would be comprised of at least one representative from each of 
the organisations funded by the Department of Health to implement HIV prevention or health promotion 
interventions. 
 
Communities of practice 
Facilitated communities of practices for evaluation based around programmatic areas such as peer-based 
workshops and outreach and community engagement could be developed to support evaluation practice and 
learning.   
 
Web-based sharing  
A clearinghouse could be developed as a one-stop site that brings together tools and best-practice methods 
for evaluation as well as a space to share evaluations undertaken by organisations within the HIV sector. The 
online space would be supported by an annual forum of case studies or demonstration projects and capacity 
building activities when needed. The clearinghouse could include information about capacity building and 
network opportunities beyond the HIV sector including evaluation workshops, conferences or tertiary 
education opportunities.  
 
Program logic development for programs and projects 
Program logic models should be developed for all projects or programs undertaken by HIV organisations. 
The program logic models would be part of the health promotion planning proposals submitted to the 
department and used to inform evaluation planning and monitoring of projects.  
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