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I. Introduction

A. Background

The Chronic Disease Prevention Initiative is the result of collaboration among non-government organizations, Regional Health Authorities, and provincial and federal governments to design and implement a new community-led approach to the prevention of chronic disease in Manitoba.  A coalition comprised of representatives from the Alliance for the Prevention of Chronic Disease, Government of Manitoba, Regional Health Authorities, and the Public Health Agency of Canada (PHAC) was formed and led the design of the Initiative.  The work of the coalition was informed by research, consultations, learnings from the Manitoba Heart Health Project, and is consistent with international and national initiatives in healthy living and chronic disease prevention.
The outcome of this collaborative process was the development of the Chronic Disease Prevention Initiative: a five-year demonstration project that builds on local partnerships, citizen engagement, and community development to implement activities that promote primary prevention of chronic disease in Manitoba.  More specifically, the initiative was designed to address the incidence of premature morbidity and mortality for cancer, cardiovascular disease, diabetes, kidney disease and lung disease in Manitoba with a focus on reducing modifiable risk factors including smoking, physical inactivity, and unhealthy eating
.  The term ‘modifiable risk factor’ refers to changeable/controllable lifestyle behaviours that negatively impact one’s health.  

The Chronic Disease Prevention Initiative (CDPI) is jointly funded by the provincial government department of Manitoba Health and Healthy Living (MHHL) and the federal Public Health Agency of Canada (PHAC).  Funding for the Initiative commenced on April 1, 2005 and is scheduled to end in March 2010.  In October 2005, the Project Charter, a governance document outlining the direction, implementation, management, and evaluation of CDPI, was signed by the participating partners including the Province of Manitoba, all Regional Health Authorities, the Alliance for Prevention of Chronic Disease, and the Northern Aboriginal Population Health and Wellness Institute (NAPHWI). 

The goals of CDPI as originally envisioned were to establish:
· Community-led, evidence-based approaches to primary prevention.
· Strong partnerships for sustainable initiatives.
· Integration and alignment with existing programs for added value.
· Enhanced capacity to address health disparities and to improve the health of Manitobans.
CDPI is currently in its final year of implementation.  It is an expectation of the project that an evaluation occurs to determine if the goals and objectives of the project were met.  Manitoba Health and Healthy Living (MHHL) engaged the consultation services of G. Braha & Associates Ltd. in January 2009 for the purpose of conducting an evaluability assessment of CDPI to determine its readiness for a comprehensive evaluation.  The expected outcomes of the evaluability assessment were:
· To gather various stakeholders’ perspectives on the program theory and assess their interest in evaluation.

· To assess the program’s capacity to undertake an evaluation and its readiness for rigorous evaluation.

· To refine the evaluation frameworks, identify gaps and how to address them including development of instruments to capture the missing data.

· To refine the draft conceptual framework.

B. Evaluability Assessment Defined
An evaluability assessment is a strategy that can be used to determine the extent to which a program or initiative is ready for a full evaluation.
  An evaluability assessment is conducted prior to the commencement of an evaluation to establish whether a program can be evaluated and to identify potential barriers to an effective and useful evaluation.  It requires a review of the project’s logic model, determination of data availability, and an assessment of the extent to which stakeholders are likely to use the evaluation findings.

A major focus of an evaluability assessment is to compare the project design to the program implementation to determine if a project varies greatly from its original design.  If so, it will be difficult for an evaluator to attribute the outcomes to the project.  The key questions in an evaluability assessment are:

· Does the program serve the population for whom it was designed?

· Does the project have the resources discussed in the project design?

· Are the project activities being implemented as designed?

· Does the project have the capacity to provide data for an evaluation?

Evaluability assessments can be implemented differently depending on the program, project, or initiative.  There are, however, consistent identifiable steps involved in conducting an evaluability assessment, as follows
:
Step 1:
Identify and Analyze Program Documents

A review of the program documentation provides information regarding the program’s history, design, intended goals and objectives, as well of the quality of data that is being produced.
Step 2:
Review and Clarify the Program Theory

A review of the program’s logic model assists in identifying the project’s assumptions, values, resources, activities and objectives and how these elements relate to one another.
Step 3:
Identify and Interview Stakeholders

Based on the development of interview guides, interviews with stakeholders focus on the perceptions of the program in terms of its effectiveness and value, and serve to highlight differences in perception as well as potential needs or concerns that are not being met through the program.

Step 4:
Draw Conclusions and Make Recommendations
Based on the data collected, recommendations are developed to address the steps required to prepare for an evaluation, or to determine if an evaluation is plausible.

C. Scope of the CDPI Evaluability Assessment
i. Goal
Working in collaboration with the CDPI Evaluation Committee, the goal of the CDPI evaluability assessment was to determine the degree to which CDPI was in a position to undergo an evaluation, to adjust the evaluation and conceptual frameworks to reflect the program theory and its implementation, and to develop recommendations for the steps required to prepare for an evaluation as well as the necessary elements to be included in the evaluation design.
ii. Objectives
The objectives set for the evaluability assessment were to:

1. Review existing documentation for the purpose of determining the quality of the information provided as it pertains to evaluation, as well as content.  

2. Gather information from project management, CDPI committees, regional and community stakeholders to assess program capacity and interest in evaluation through interviews and focus group sessions.

3. Revise the CDPI evaluation and conceptual frameworks as well as the CDPI logic model based on the findings from the documentation review and interviews/focus groups with key stakeholders.
4. Prepare recommendations regarding the preparatory work required prior to engaging in a full evaluation, as well as the necessary elements of the evaluation design for CDPI.

5. Compile and summarize the assessment findings, revised frameworks and logic model, and recommendations in a report submitted to the CDPI Evaluation Committee and the MHHL Chronic Disease Branch.
D. Methodology
In undertaking the evaluability assessment, we applied the following methodology.

i. Review of Documentation
The documentation from CDPI was reviewed for two purposes: (1) to determine the quality of the data received from participating communities and regions in CDPI and the extent to which the information provided lent itself to evaluation; and, (2) to determine the extent to which CDPI was being evaluated to-date, i.e., progress reports, and the findings from the evaluative efforts.

The documentation reviewed included the following:

· Community Action Plans.
· Monitoring Forms.
· Meeting Minutes.
· CDPI Progress Report.
· CCBT Report.
· Surveillance Committee Report – Findings for Regional Surveillance Needs and Capacity.
· RDI Report – Capacity Building in Manitoba.
· Regional Training Plans.
· CDPI Project Charter.
ii. Gathering Information from Key Stakeholders

In collaboration with the CDPI Evaluation Committee, it was determined that six Manitoba regions would be included in the evaluability assessment.  The regions were chosen on the basis of an equal representation from northern, rural, and urban regions.  They included Burntwood, NOR-MAN, Parkland, Central, Brandon, and Winnipeg regions.  
In addition, information was retrieved from project management level committees consisting of the Joint Management Committee (JMC), Evaluation Committee, and Training Committee.   As the evaluation of CDPI would also have an added impact on MHHL’s Chronic Disease Branch, it was determined that representatives from the Branch involved in CDPI would also be interviewed.
It was further determined that, in the regions, it was important to gather information from individuals who were working directly in or with the communities involved in CDPI as well as the regional management structures.  As a result, there were six individual interviews conducted with individuals, such as CDPI facilitators, and six focus groups with members of the regional management structures.  With regard to the project management level committees and the Chronic Disease Branch, focus group sessions were held with the Joint Management Committee, Evaluation Committee, Training Committee, and representatives from the Chronic Disease Branch.
All individual interviews and focus group sessions were conducted using an interview/focus group guide developed prior to conducting the sessions.  The interview questions were developed and tailored for the intended individuals (community), regional management structures, project management level committees, and the Chronic Disease Branch.  As a result, the questions asked of each individual or group were not identical; however, most did address the following domains:

· Governance
· Communication

· Program Theory

· Human Resource Capacity

· Project Data

· Evaluation Capacity

· Evaluation Readiness

For a complete outline of the interview/focus group domains and related questions, refer to Appendix A.
The CDPI Leads were contacted in the participating regions for the purpose of coordinating the interviews/focus groups and communicating the purpose of the evaluability assessment.  A written communiqué was also distributed to the regions further explaining the purpose and methodology of the evaluability assessment.  When possible, the interview guides and focus group questions were distributed to the participating individuals prior to the meetings taking place.  The majority of the interviews and focus group sessions were conducted in-person.  Winter storm weather, however, prevented this from occurring in Brandon region, and with the Evaluation Committee.  These sessions, along with the Training Committee focus group session, were conducted via teleconference.
iii. Data Analysis and Progress Reports
Collected data/information was analyzed and the key findings and implications as it related to the evaluation of CDPI were presented to the Evaluation Committee at two key stages of the project: (1) review of documentation, and (2) results of the interviews and focus group sessions.  
In addition, information was presented and feedback was requested of the Evaluation Committee throughout the assessment process regarding the following:

· CDPI Evaluability Assessment Work Plan

· Region selection for interviews/focus groups

· CDPI Evaluability Assessment interview and focus group questions

· Revised evaluation and conceptual frameworks

iv. Evaluability Assessment Deliverables
Following the completion of the information and data gathering activities, the Evaluation Committee was presented with the draft Evaluability Assessment Report summarizing the findings, implications, and recommendations as it relates to the evaluation of CDPI, as well as the Evaluation and Conceptual Frameworks and Logic Model.  Based on the feedback received, the final versions of these documents are submitted to the Evaluation Committee and the Chronic Disease Branch, MHHL.
II.   CDPI Evaluability Assessment - Findings
A. Document Review
The findings of the document review are described in this section.
i. CDPI Project Structure

The CDPI project structure as originally outlined in the Project Charter was planned to include the following:

Table 1:   Planned CDPI Project Structure
	Structure
	Role and Responsibilities

	Joint Management Committee (JMC)
	· Representative Committee of all signatory parties whose role it is to oversee CDPI and provide general direction to ensure that the activities are aligned with the project goals.

	Project Management Office

(PMO)
	· Dedicated human resources (1.0 FTE Project Manager, 0.5 FTE Policy Analyst, 1.0 FTE Administrative Support) to provide administrative and operational support to JMC, including financial accountability, monitoring, and project management responsibilities.  

	Regional Committees
	· Multi-sectoral and led by the RHA in each region, responsible for management and oversight of participating communities, including community selection, funding allocation, and community plans.  RHA Facilitators responsible for assisting communities through training and support to implement CDPI related activities.  

	Participating Communities
	· Comprised of either a single group or representing multiple communities, responsible for leading, developing, planning, implementing and evaluating chronic disease prevention activities in the community.

	Healthy Living Resource Institute
	· As part of its broader mandate, provision of training, information and resources to communities and regions participating in CDPI.

	Evaluation Committee
	· Supported by a third-party evaluator, undertake an annual evaluation of CDPI, including the development of an evaluation framework, monitoring framework, and tools and resources for provincial, regional and community use.


Findings and Implications
As the implementation of CDPI moved forward, the project structure changed and adapted to planned and unplanned circumstances, such as the change in project leadership (i.e. Chronic Disease Branch) and project focus (i.e. emphasis on high risk populations).  In addition, the Project Management Office did not come into being, and instead, the existing staff of the Chronic Disease Branch, MHHL, absorbed the project management responsibilities of the Initiative within existing resources.  The impact of this shift on the project’s implementation is addressed later in the report.  During the course of the project, the Healthy Living Resource Institute evolved into the Healthy Living Resource Clearinghouse, and is now Health In Common, a government funded agency that operates independently from government and is in the early stages of implementation.  

A Training Committee was established in the fall of 2007 for the purpose of identifying the training needs in the regions as it related to CDPI.  The Committee assists regions to develop, implement, and evaluate annual training plans tailored to the needs of participating CDPI communities.  The Training Committee and Health in Common work in close partnership, with the Committee focused on training plans, provincial coordination and support, and Health in Common providing a venue for resource sharing.  A CDPI Risk Factor Surveillance Working Group was formed for the purpose of providing guidance for the development of community led risk factor surveillance in CDPI communities (November, 2007
).  The Working Group completed its work in August 2007, and the function of risk factor surveillance planning continued on with Partners in Planning for Healthy Living, a multi-agency coalition inclusive but outside of government.  
Table 2 below outlines the current project structure of CDPI.

Table 2:  Current CDPI Project Structure

	Structure
	Role and Responsibilities

	Joint Management Committee (JMC)
	· Representative Committee of all signatory parties whose role it is to oversee CDPI and provide general direction to ensure that the activities are aligned with the project goals.

	Chronic Disease Branch, Manitoba Health and Healthy Living
	· A portion of existing staff time including .5 of two Policy Analyst positions, .5 time of Administrative support, and contributions from the Branch Director provide administrative and operational support including financial accountability, monitoring, and project management responsibilities.  

	Structure
	Roles and Responsibilities

	Training Committee
	· Led by a Chairperson and Coordinator (full-time position), assists regions to develop, implement, and evaluate annual training plans tailored to the needs of participating CDPI communities. 

	Evaluation Committee
	· Supported by a third-party evaluator, undertake an annual evaluation of CDPI, including the development of an evaluation framework, monitoring framework, and tools and resources for provincial, regional and community use.

	Health in Common
	· As part of its broader mandate, provision of training, information and resources to communities and regions participating in CDPI.

	Regional Committees
	· Multi-sectoral and led by the RHA in each region, responsible for management and oversight of participating communities, including community selection, funding allocation, and community plans.  RHA Facilitators responsible for assisting communities through training and support to implement CDPI related activities.  

	Participating Communities
	· Comprised of either a single group or representing multiple communities, responsible for leading, developing, planning, implementing chronic disease prevention activities in the community.


It was anticipated early in CDPI planning that the regional and community structures would vary depending on the features (i.e. population, demographics) within the region.  As a result of this and the different pace with which the regions established their CDPI structures, each region’s governance structure is somewhat different.  This is an important factor to take into account when examining the project results in both the evaluability assessment and the future evaluation of the Initiative. 
To demonstrate the variance among regional structures, the current governance structure in each of the participating regions as well as the support provided by the RHAs to the participating communities are outlined in the Table 3 below:
Table 3:   Current Regional Structures and RHA Support to Communities
	Region
	Governance Structure
	RHA Support

	
	Region
	Community
	

	Assiniboine
	Regional Committee: Community stakeholders and RHA staff

Role:  Reviews Community Action Plans and financial reports
	11 Community Committees
	Health Promotion Staff support each community committee (allocated based on geography & available resources or expertise)

	Brandon
	Regional Committee: Community stakeholders and RHA staff

Role:  Reviews Community Action Plans, manages CDPI funding, coordinates regional activities, liaises with external agencies, organizations & processes to integrate CDPI efforts throughout the region
	5 Community Committees
	CDPI Community Facilitator reports to the Population Health Planner Analyst with the Brandon RHA Planning and Evaluation department


	Burntwood
	Regional Committee:

Community stakeholders and RHA staff 

Role:  Reviews Community Action Plans
	21 Community Committees
	Community Liaisons meet monthly with RHA Health Promotion staff  

	Central
	Regional Committee: Community stakeholders and RHA Healthy Living Team

Role:  Review Community Action Plans using the MB Health Community Review form to document feedback which goes back to community to support their final draft
	3 Community Committees
	Healthy Living Facilitator facilitates activities with communities and acts as a link to the Regional Committee

	Interlake
	Regional Committee: Health Promotion Working Group comprised of stakeholders and RHA staff

Role:  Reviews activities, manages training dollars, and coordinates regional activities
	4 Community Committees
	RHA staff work with each community committee attending meetings and supporting activities

	NOR-MAN
	District Committees: 

One representative from every group that has a CDPI project, including ad hoc members that have a specialist or support role  e.g. Diabetes Educator, University College of the North

Role:  Reviews project plans
	3 District Committees
	Executive Lead and 2 Community Health Developers, each partnered with Districts



	North Eastman
	Steering committee:

RHA and ‘high level’ partners

District Committee:

RHA staff, community partners, and community members
	3 Planning Districts
	RHA Health Promotion staff in each planning district lead and support the project

	Parkland
	Regional Committee: Regional partners and stakeholders along with RHA staff

Role:  Review action plans, plan regional training, assist communities with challenges and offer support
	6 Community Clusters (plus Sapatowak and Wuskwi Sipihk) for a total 12 communities
	RHA Health Promotion staff divide communities among the team and meet regularly with community committees

	South Eastman
	Steering Committee:

Start Fresh/Nouveau depart in South Eastman is led by a Steering Committee made up of 

representatives from each of the four RHA planning districts, who are also District Health Advisory Council members 
Role:  Provides direction for the regionally coordinated CDPI activities, i.e. health workshops, training sessions.  Oversees CDPI grants and distribution of funds.  
	No specific community structure exists.  Rather, community
groups submit applications for funding to RHA staff, and once reviewed are passed on to Start Fresh for review and approval.
	Previously a RHA Program Supervisor for CDPI & Healthy Living along with a contract facilitator provided support and worked with communities and the Steering Committee.  

The new Healthy Living Facilitator will take over the bulk of the role of CDPI Lead and the role of the contract facilitator. 



	Winnipeg – Point Douglas
	Point Douglas Community Area Steering Committee: 

Committee members are comprised of local residents, and agency and education partners
Role:  Reviews grant applications, provides strategic planning and direction, and provides updates to WRHA

	Executive Community Committee and 

3 Sub-committees
	WRHA Community Facilitator and Community Nutritionist provide direction and liaison support to the Community Steering Committee

	Winnipeg – Seven Oaks
	Seven Oaks Community Area Steering Committee: 
Committee members are comprised of local residents, and agency and education partners

Role:  Reviews grant applications, provides strategic planning and direction, and provides updates to WRHA


	Executive Community Committee and 

3 Community Sub-committees
	WRHA Community Facilitator and Community Nutritionist provide direction and liaison support to the Community Steering Committee


ii. CDPI Processes

Activities related to CDPI have been implemented in 83 communities within 10 regions in Manitoba including 21 First Nation communities and 7 Métis communities.  The type and number of activities conducted in each participating region and community are recorded in the Community Action Plans, Community Activity Monitoring Forms, and Regional CDPI Training Plans.  The processes used by participating communities and regions to complete the documentation varies somewhat.  For the most part, the Community Action Plans are developed collaboratively between the communities and region and the Monitoring Forms are completed by the communities and submitted to the regions and are then forwarded to the Chronic Disease Branch at MHHL.  A similar process occurs with the Regional CDPI Training Plans, but the Coordinator of the Training Committee is directly involved in assisting the regions to complete and submit their CDPI Training Plans.  

The Community Action Plans are completed for each community and then combined into one Community Action Plan for the region.  The Community Actions Plans for all participating regions are submitted to the Chronic Disease Branch, MHHL, and then combined to form one summary that is presented to the Joint Management Committee.  The Monitoring Forms are submitted to the Chronic Disease Branch; however, they are not summarized but rather are filed electronically or in hard copy form.  The Regional Training Plans are submitted to the Training Committee and an annual summary of the Training Plans is prepared by the Coordinator of the Training Committee for the Joint Management Committee.  The summary of the Regional Training Plans are published in the e-bulletin to participating regions.  There is currently no formal mechanism in place to share information or provide feedback regarding the summarized Community Actions Plans or Monitoring Forms with the regions.  The regions learn of CDPI activities taking place in other regions on an informal basis at the annual CDPI Share and Learn conferences.    
Findings and Implications
Concerning processes followed, the findings and implications are as follows:
· The Community Action Plans (CAPs) contain a considerable amount of detailed information regarding the planned activities in each community/region.  In order for this information to be useful in an evaluation process, the information in the CAPs will need to be summarized by category for each region, by year.

· The Community Activity Monitoring Forms have changed in composition over the course of the Initiative with an anticipated result that it will be difficult to collate the data across regions and time frames.  However, in order for the information contained in these forms to be useful in an evaluation process, the information contained in the forms will need to be summarized by category for each region and by year.
· The Regional CDPI Training Plans have been combined and summarized annually beginning in 2007/08.  
iii. CDPI Evaluative Reports
Efforts have been made to evaluate the capacity within the regions to undertake chronic disease prevention activities and evaluation.  The Rural Development Institute (RDI) was contracted in March 2006 by Manitoba Health to assess the community capacity building, project monitoring, and evaluation needs of CDPI in relation to Manitoba’s health regions.  Included in the RDI Final Report were several recommendations related to these three topic areas, some of which have been fulfilled while others have not.  The recommendations pertaining specifically to evaluation included: (1) Using a “train the trainer” approach, plan and deliver a provincial workshop on undertaking evaluation including the tools used in evaluation; and, (2) work collaboratively with the regions in designing an evaluation framework.
In 2006, a CDPI Risk Factor Surveillance Working Group was formed for the purpose of providing recommendations to the CDPI Joint Management Committee as to how communities could build capacity and knowledge to collect risk factor surveillance data on a consistent basis, which would in turn guide the decisions at the community and regional level with regard to chronic disease prevention initiatives.  Community consultations were held in seven out of the eleven health regions, and recommendations were made based on these discussions.  Essentially the recommendations point in the direction that Manitoba Health and Healthy Living, in partnership with communities, regions, non-government organizations, and universities, has a central role to play in establishing and disseminating processes and methods in data collection, planning, implementation, and evaluation.
In 2007, a CDPI Progress Report was completed summarizing the Initiative’s activities between 2005 and 2007, and was approved by JMC and distributed in December 2008.  The Report’s findings included successes, challenges, and lessons learned, and provided a list of future activities to be implemented.  Among them was a recommendation that the Evaluation Committee be responsible for ensuring that the results of the Community Activity Monitoring Forms are analyzed.

In 2008, Health in Common led the training and implementation of the Community Capacity Building Tool (CCBT), a planning tool developed by the Public Health Agency of Canada to assist communities in developing capacity in health promotion projects.  A Report summarizing the results and findings of the CCBT in ten regions was prepared and presented in January 2009.  A total of fifty-four CCBT forms were completed and submitted.  The results showed that the strengths of the communities as it related to the implementation of CDPI included the use of external supports, access to internal and external resources, advancement in skills, knowledge and learning, and linking with others.  The recommendations summarized in the report pertained to the dissemination and implementation of the CCBT Tool and did not address recommendations directly related to the implementation of CDPI. 
Findings and Implications
Highlighted below are the findings and implications as it relates to the CDPI Evaluative Reports:
· The need and desire for training in evaluation has been expressed by the regions.  As a result, the Evaluation Committee will need to consider the scope and content of the training delivered based on the evaluation design.
· The regions have shared their wish to become involved in the development of the evaluation framework.  At a minimum, this will require that the Evaluation Committee shares with the regions the evaluation framework and provides an opportunity for the regions to provide feedback.

· There is evidence to indicate that the regions are looking to Manitoba Health and Healthy Living to provide leadership to build capacity in evaluation by sharing knowledge, tools, and processes as it relates to the evaluation of CDPI.  This will mean that the Evaluation Committee’s role with regard to the evaluation of CDPI is made more evident and communicated to the regions.

· There is an expectation from the regions that the Evaluation Committee is responsible for the compilation and analysis of the information provided in the Community Activity Monitoring Forms.

· The implementation of the Community Capacity Building Tool provides a baseline of point in time information pertaining to the capacity of communities in ten regions as it relates to CDPI.  The planned second implementation of the CCBT will reveal changes in capacity and will be an important source of information for the CDPI evaluation. 
B. Interviews and Focus Groups
As described in Section 1, D, ii of this Report, interviews and focus group sessions were conducted in six health regions in Manitoba with individuals involved in the implementation of CDPI at the community level, regional management structures, project management level committees including the Joint Management Committee, Evaluation Committee, and the Training Committee, and with representatives of the Chronic Disease Branch, MHHL, involved in CDPI.  

Findings and Implications
The interview and focus group findings revealed key themes and implications for the evaluation of CDPI which are summarized below according to the domains of questions asked.  For a more detailed synopsis of the key themes and implications, please refer to the table in Appendix B.
i. Governance

· Overall, the Regional Committees had a positive impact on the work conducted in the communities and are a relatively stable and a valuable source of information for the evaluation.
· The regional management structures vary between regions and, as a result, adjustments will need to be made in the evaluation to accommodate the differences.
· The roles and links between the project management level committees and links between project management committees, regions, and communities have developed differently than originally intended in the Project Charter.  The governance structure and the corresponding linkages need to be included in the evaluation of CDPI.
· The communities and regions shared confusion regarding their perception and understanding of the role and responsibilities of the Evaluation Committee, and also the outcome of the completed CAPs and Monitoring Forms submitted.  As a result, it will be important that the Evaluation Committee becomes more visible and communication regarding its role is widely disseminated prior to the evaluation.  Furthermore, committees, regions, and communities should be informed prior to the evaluation of what has occurred with progress documentation to date and what will be done with the information, i.e. how it will contribute to the project evaluation. 
ii. Communication
· Communication between the regional bodies and communities takes place at regular intervals and it would be valuable to evaluate communication processes between communities and regional bodies with a focus on successful strategies for community engagement.
· Reporting methods vary in each region based on the structure of their regional committees and community level committees and processes and there is an absence of formalized communication protocols within regions between community facilitators, CDPI Leads, and senior management.  Similarly, there is an absence of structured reporting from project management to senior management in regions, i.e. HPSEN, CEOs.  This is likely due to the absence of a Communication Plan for CDPI.  As a result, the evaluation should examine the effectiveness of the communication between project management level committees and regions, as well as regions to communities.
· Communication between project management level committees and the regions and communities is perceived by the regions to be inconsistent.  The evaluation should address the communication processes and mechanisms between project management committees in terms of the impact on committee’s fulfillment of their role and responsibilities.
· The communication between project management and project partners has been inconsistent due to a variety of reasons.  It will be important to evaluate the involvement of project partners, e.g. Health in Common, PHAC, and CancerCare with respect to their roles and degree of influence in the project.

iii. Program Theory

· The regions were very familiar with the three pillars of CDPI, with some regions adding a fourth pillar of “mental well-being”.  It will important to evaluate how regions determined their “pillars” priority populations and activities in terms of the extent to which they are truly community-driven.
· The involvement of priority populations in planning was inconsistent across regions.  The evaluation should address terms such as “building capacity” by breaking down the terms into actions and linking them with community development principles.

· The goals and objectives were considered achievable but challenges occurred in low population areas, tobacco reduction strategies, and sustaining community engagement. The evaluation should assist in identifying challenges experienced in the regions with regard to each priority area, e.g. tobacco reduction.
· Supportive activities should be captured in the evaluation such as engaging remote communities, adaptive messaging around chronic disease prevention, and efforts to retain volunteers.
iv. Human Resource Capacity

· Extensive in-kind time was required on behalf of project partners and RHA staff and, in some regions, CDPI was significantly under-resourced.  For example, positions were not created to implement CDPI in the regions, rather the responsibilities were shared among existing RHA staff.  The evaluation should address the extent to which regions relied on volunteers and paid staff to conduct activities as well as in-kind resources from project partners and paid staff.
· There is limited availability of community volunteers, regional staff, committee members, and MHHL staff to undertake responsibilities of evaluation.  The evaluation should make maximum use of the data already collected and a resource(s) should be acquired for the purpose of developing a database, data entry, and data analysis in preparation for the evaluations.  
v. Project Data
· The summaries of the Monitoring Forms and the Community Action Plans are submitted to the Chronic Disease Branch using different formats.  In order for this information to be useful in the evaluation, it will be required that the information be summarized by year and region.

· The Community Action Plans and Monitoring Forms are available in hard copy and electronic form in both the regions and at the Chronic Disease Branch.  Both the regions and the Branch indicated that some time would be required in order to organize the material in preparation for an evaluation.
· Some regions indicated that they require consent forms in order to release information for the purpose of an evaluation.  As a result, protocols/processes will need to be established to retrieve information from regions; e.g., determining if release of information protocol is required, prior to evaluation.
· The completed project data is held with at least one key individual in the regions and the Chronic Disease Branch resulting in ease of access should the information be requested.
· The regions indicated that the reliability of quantitative data (e.g., number of participants and costs) is at times questionable.  As a result, less weight should be placed on quantitative data in the evaluation and more emphasis placed on processes with some summative information.
vi. Evaluation Capacity
· Most regions would like to receive training on evaluation but question its applicability to the communities.  Training should be targeted to regional level committees and the type of training required is dependent on the evaluation framework.  A determination will need to be made with regard to the scope and method of evaluation training in the regions.
· An evaluation of CDPI has not been discussed formally with the regions and communities nor has evaluation been a stated expectation of communities.  As a result, the messaging/communication regarding the evaluation, its purpose, framework, responsibilities, and timeframe will need to be shared.  As well, the regions and communities will need to know clearly how an evaluation will be of benefit to them in order so that they will engage in the evaluation.
· Due to limited resources in communities, the evaluation methods should avoid paper-based reporting from the communities and instead, the contact with communities should take the form of facilitated discussions led or co-led by individuals from the region.
· Due to the extensive input from the communities and regions in the evaluability assessment, the findings of the evaluability assessment should be incorporated into the evaluation to the greatest extent possible in order to avoid duplication of efforts.
vii.  Evaluation Readiness
· The responses from communities and regions regarding their willingness to participate in an evaluation of CDPI ranged from very interested to not interested.  Their level of interest was dependent on the extent to which the evaluation would be of benefit to communities and regions, what processes were involved, and the time commitment required. 
· The challenges identified by the project management level committees regarding an evaluation included: balancing scope of evaluation with potential benefits, disseminating evaluation results, acquiring government direction on future of CDPI before conducting evaluation, coordinating a sustainability plan with the evaluation, and summarizing information received from regions; e.g., Monitoring Forms.
· Suggestions of the elements to include in an evaluation of CDPI were: conducting a trend analysis as part of report on findings, analyzing the extent to which CDPI was incorporated into existing initiatives in the region, analyzing the extent to which approaches were transferred to other communities/initiatives in the region, reviewing the governance model,  reviewing unintended results, incorporating elements of the conceptual model; and, determining the impact of CDPI on internal processes within RHA.
· As the sustainability plan is being prepared by JMC, it was noted that the evaluation should take into account the plan from departmental and ministerial perspectives.

III. Revised Components for an Evaluation
A. Revised Evaluation Framework
The CDPI Evaluation Framework has been revised based on a review and analysis of the project documentation as well as information gathered through focus groups and interviews with project management level committees, regional committees, and community representatives.  

To capture the extensive work conducted within CDPI through an evaluation process, extensive changes were made to the CDPI Evaluation Framework including: a re-formulated project goal, reduction in and re-wording of project objectives, added columns to reflect the activities and outputs for each of the objectives, added evaluation questions, added performance indicators to measure the activities, and revised data sources to reflect the actual data available.  To view the revised CDPI Evaluation Framework in its entirety, please refer to Appendix C.
B. Revised Logic Model
The CDPI Logic Model was revised from its original form for two purposes: (1) to more accurately reflect the Evaluation Framework; and (2) to simplify the document for ease of communication and understanding among project stakeholders.  The project vision was adjusted in collaboration with the Evaluation Committee for clarity.  The revised CDPI Logic Model can be found in Appendix D of this document.
C. Revised Conceptual Framework
The CDPI Conceptual Framework was revised simultaneously with the Evaluation Framework and Logic Model.  As a result, the elements of each document such as the project goal, objectives, activities, and outputs, are consistent across all documents.  The consistency in language and evaluative concepts should contribute to a stream-lined and focused project evaluation.  The revised CDPI Conceptual Framework is illustrated in Appendix E.
IV. Recommendations for Evaluation
This section provides the recommendations for appropriately designing/framing the evaluation project for CDPI, based on the findings of the evaluability assessment.
A. Evaluation Process

· Adjustments will need to be made in the evaluation process to accommodate the variable structures in the regions, and particularly the structures found in the northern regions.
· Interviews with the project partners at the project management level, including PHAC, Health in Common, CancerCare and Regional Health Authorities should be conducted regarding their roles, perceptions of effectiveness, and alignment with existing programs/initiatives.

· The focal point of the evaluation should be the measurement of community development principles, including community empowerment, processes, partnership, flexibility, and innovation.

· The evaluation methods should avoid requiring paper-based reporting from the communities.
· Facilitated sessions in participating communities (led or co-led by community members) would be an efficient and more comprehensive way of capturing the creativity, successes, and learnings that have occurred as a result of CDPI without imposing further data collection expectations on communities.

· Terminology used in the evaluation activities should be flexible to take into consideration the differing regional interpretations of “success.”

· The evaluation should include to the greatest extent possible the results of the evaluability assessment in order to avoid duplication.  However, similar focus groups and interviews should take place in the regions not previously involved in the evaluability assessment.

· For the most part, the regions have not consistently undertaken independent efforts to evaluate the impact of CDPI activities.  As a result, the evaluation of CDPI will be limited in its ability to incorporate this type of information.

· There is limited availability of community volunteers, regional staff, committee members, and MHHL staff to undertake responsibilities of evaluation and this needs to be taken into account when determining the scope of the evaluation.

· Evaluation methods should require limited time commitment for community, regional, and project management representatives.
· The evaluation design should involve regional representatives at project management committee levels and should be shared with the regions prior to the implementation of the evaluation.
· The evaluation should take into account the plan to sustain CDPI from a department and ministerial perspectives. 

B. Communication Regarding Evaluation

· As the Evaluation Committee will be leading the full evaluation of the project, then it will be imperative that the “face” of the Committee becomes more visible and communication regarding its role is widely disseminated prior to the evaluation occurring.
· Committees, regions, and communities should be informed prior to the evaluation of what has occurred with progress documentation to date and what will be done with the information; i.e., how it will contribute to the project evaluation, as well as some key messages of progress across the board.  This will serve as incentive to participate in the evaluation.
· An evaluation of CDPI has not been formally discussed with the regions and communities.  Evaluation has not been a stated expectation of communities in particular.  As a result, the messaging/communication regarding the evaluation, its purpose, framework, responsibilities, and timeframe will need to be shared sooner rather than later.
· The regions and communities will need to know clearly how an evaluation will be of benefit to them in order so that they will engage in the evaluation.
· Communication regarding the evaluation should include information regarding how specifically the information will be used by the province and provide some indication of the feasibility of the project continuing in some form.

C. Evaluation Data

· Human resource capacity is required to develop a database in advance of the evaluation to transfer data collected in the Monitoring Forms and Community Action Plans.
· The data submitted by regions using the former Monitoring Forms will need to be converted and aligned with the new Monitoring Forms prior to data entry.
· Qualitative analysis of existing project management level reports is required according to performance indicators as part of evaluation; e.g., successes, lessons learned.

· Extensive work is required prior to the evaluation to organize material submitted to MHHL: CAPs for all each regions in order of year submitted, Monitoring Forms data input with quantitative data summarized for each region by year, and summary reports for each region put in electronic form.

· Missing regional information will need to be identified and attempts made to request information from the regions prior to the evaluation.
· Protocols/processes will need to be established to gather information from the regions; e.g., determining if release of information protocol is required, prior to evaluation.
· Consistent deadlines regarding the submission of documents will need to be established and communicated prior to evaluation commencing.
· The focus of evaluation should be on process versus summative information with decreased weight placed on quantitative data.

D. Evaluation Training
· Following approval of evaluation framework, a determination will need to be made with regard to the scope and method of evaluation training in the regions.

V. Conclusion
The Chronic Disease Prevention Initiative is a targeted approach to the reduction of modifiable risk factors among high risk populations in Manitoba.  The Initiative has had far-reaching impacts in participating communities, health regions, and within the provincial health system.  The documentation reviewed and the information gathered from stakeholders as part of the evaluability assessment of CDPI has revealed evidence of the extensive impact and provided invaluable information regarding the key areas to be included in an evaluation, the available data from which to measure the Initiative’s results, and perceived benefits of an evaluation including its contribution towards sustainability of the chronic prevention activities.  
The end result of the CDPI Evaluability Assessment is an Evaluation Framework that encapsulates critical areas of CDPI that are to be measured, a Logic Model that clearly and simply illustrates the original intent of the Initiative, and a Conceptual Framework that demonstrates the causation within and among the project elements that is consistent with the language and concepts used in the Evaluation Framework and Logic Model.  These documents lay the foundation for an evaluation of CDPI.  In addition to the documents, recommendations have been offered with respect to the evaluation process, communication regarding the evaluation to community, regional and provincial partners, preparation of data for the evaluation, and training with respect to evaluation.  It is anticipated that the revised documents when combined with the recommendations will provide the parameters of a comprehensive evaluation that should yield results beneficial to all stakeholders involved in CDPI and should help contribute to the sustainable prevention of chronic disease in Manitoba.
	Topic Area
	Questions
	Target Group

	
	
	Regional Committee Focus Group
	Individual Interview

(CDPI Facilitator)
	Training Committee
	Joint Management Committee
	Evaluation Committee
	MHHL – Chronic Disease Branch

	Governance
	1. a) Describe your regional

           committee structure

           (management) for CDPI.
	X
	
	
	
	
	

	
	b) Has this changed since the start of CDPI?  If yes, how and why?
	X
	
	
	
	
	

	
	2. a) Describe the management

            structure of CDPI.
	
	
	
	X
	
	X

	
	b) Has this changed since the start of CDPI?  If yes, how and why?
	
	
	
	X
	
	X

	
	3. What is the role of the committee?  How often does the committee meet?
	X
	
	X
	X
	X
	

	
	4.    a)  In your opinion, has the

            regional/ management

            structures effectively assisted

            communities to conduct CDPI

            related activities?
	X
	
	
	X
	X
	X

	
	b) If not, what changes could be made to the structures to make them more effective?
	X
	
	
	X
	X
	X

	Communication

Communication (cont’d)


	1. How has the information regarding CDPI (directions, changes, instructions, status) been communicated between the communities and the regional       committees; the regional       committees and JMC and its       associated committees?
	X
	X
	X
	X
	X
	

	
	2. a)  Is the information provided by

             communities to regional

             committees and by regional

             committees to JMC required

             on a regular basis? If so, how

             often?
	X
	X
	
	X
	X
	

	
	b) Is the required information up to date?


	X
	X
	
	X
	
	

	
	3. a)  In your opinion, has the

            communication between

            regional and project 

            management levels effectively

            contributed to the progress of 

            CDPI? 
	X
	X
	X
	X
	X
	X

	
	b) If not, why not?  How might it be changed to become more effective?
	X
	X
	X
	X
	X
	X

	Program Theory

Program Theory (cont’d)
	1.     What is your understanding of 

        the goals, objectives and

        anticipated outcomes of CDPI?
	X
	X
	X
	X
	X
	X

	
	2.     How were the participating

        communities informed of

        the CDPI goals, objectives, and

        anticipated outcomes?
	X
	X
	
	X
	X
	X

	
	3.     a)  In your opinion, is there a

             shared understanding of

             the CDPI goals, objectives

             and anticipated

             outcomes in the region/

             committee/ project?  

b) If not, what is needed to

      improve understanding?
	X
	X
	X
	X
	X
	X

	
	4. a)  In your view, do the goals,

             objectives, and

             anticipated outcomes seem

             feasible?
	X
	X
	
	
	
	

	
	        b)  If not, why not?
	X
	X
	
	
	
	

	
	5. a)  In your view, can the goals,

             objectives, and anticipated

             outcomes be achieved?
	X
	X
	X
	X
	X
	X

	
	b) If not, why not?
	X
	X
	X
	X
	X
	X

	
	6. a) In your opinion, is there a

           clear link between the

           activities that have been

           implemented at the

           community level and the goals

           that CDPI is attempting to

          achieve?
	X
	X
	X
	X
	X
	X

	
	b) If not, what do you think may

have contributed to this disparity?
	X
	X
	X
	X
	X
	X

	
	7. What have been the unintended side effects of the program, either positive or negative?
	X
	X
	X
	X
	X
	X

	
	8. a) In your opinion, does CDPI

            serve the priority populations

            for which it was designed?
	X
	X
	
	X
	X
	X

	
	b) If not, what groups are being served?
	X
	X
	
	X
	X
	X

	
	9. a) Has there been any attempt

to learn what the individuals who access the CDPI programs think about the service?
	X
	X
	
	
	X
	X

	
	b) If yes, how has feedback been collected?  Has there been any follow-up with the individuals?
	X
	X
	
	
	X
	X

	
	10. a)  To what extent do the CDPI

             activities in the communities

             involve the Initiative’s priority

             populations? (e.g. developing

             community action plans, 

             targeted initiatives)
	X
	X
	
	
	X
	X

	
	b) How is this known?
	X
	X
	
	
	X
	X

	
	11. a) Does the community support

            CDPI?
	X
	X
	
	
	
	

	
	b) If yes, how does the community support CDPI?

 
	X
	X
	
	
	
	

	
	12. What other challenges (other than those already mentioned) were encountered when implementing CDPI?


	X
	X
	X
	X
	X
	X

	Human Resource Capacity
	1. What human resources have been designated to carry out CDPI project activities in your region/committee/ branch?
	X
	
	X
	
	X
	X

	
	2. a) Have the human resources

            designated to the CDPI

            activities in your region/ 

            committee/branch been

            sufficient to carry out the

            responsibilities?  
	X
	
	X
	
	X
	X

	
	b) If not, what project tasks have not been sufficiently completed as a result? 
	X
	
	X
	
	X
	X

	
	c) What other resources are required in order to successfully complete project related activities?
	X
	
	X
	
	X
	X

	Project Data

Project Data (cont’d)


	1. Was baseline level data regarding the communities or target populations collected at the outset of CDPI?
	X
	
	
	X
	X
	X

	
	2. What information has been collected by the communities/ region/ committee that document the activities related to CDPI?
	X
	X
	X
	X
	X
	X

	
	3. Was there a template provided to record the CDPI community activities or was the creation of the template self-initiated?
	X
	X
	X
	X
	X
	X

	
	4. Is information available in an electronic format or handwritten hard copy?
	X
	X
	X
	X
	X
	X

	
	5. Has there been a person designated to collect and maintain this information (within the community, region, committee)?
	X
	X
	X
	X
	X
	X

	
	6. a) Where is the information

           stored?
	X
	X
	X
	X
	X
	X

	
	b) How available/ accessible is the information?
	X
	X
	X
	X
	X
	X

	
	c) If asked to share the information for the purpose of an evaluation, would you be prepared to provide the information?
	X
	X
	
	
	
	

	
	7. a) Have there been any

            challenges in providing/

            receiving information related 

            to the activities of CDPI?
	X
	X
	X
	X
	X
	X

	
	b) If yes, what were the challenges?  
	X
	X
	X
	X
	X
	X

	
	c) Was there any attempt to rectify the challenges?  What were they?
	X
	X
	X
	X
	X
	X

	
	8. In your opinion, is the information collected useful and reliable? If not, why not?
	X
	X
	X
	X
	X
	X

	
	9. a) Has the information provided

            been summarized in any way

            (monthly, annually, semi-

            annually)?
	X
	
	X
	X
	X
	X

	
	b) If yes, how has this information been shared with communities/ regional committees/ management committees?  
	X
	
	X
	X
	X
	X

	Evaluation Capacity

Evaluation Capacity (cont’d)
	1. a) What activities has your

            community/ region/ committee

            undertaken to evaluate the

            progress and effectiveness of 

            CDPI?
	X
	
	X
	X
	X
	X

	
	b) How were the results summarized and analyzed?
	X
	
	X
	X
	X
	X

	
	c) Were the results shared?  If so, how, with whom?
	X
	
	X
	X
	X
	X

	
	2. a) Has your community/ region/

            committee received/ provided

          any training as it pertains to

          evaluation?
	X
	X
	X
	
	X
	

	
	b) If yes, what kind of training was provided/ received? Who attended this training? If participants did not          attend, why not?
	X
	X
	X
	
	X
	

	
	3. a) Do you think that there is a

            need for training in

            evaluation?
	X
	X
	X
	X
	X
	X

	
	b) If yes, what type of training is required?  Who should receive this training?
	X
	X
	X
	X
	X
	X

	
	4. What capacity exists at the community and regional levels to provide and collect evaluation data pertaining to CDPI?
	X
	X
	
	
	X
	

	
	5. a)  Does the CDPI project have

             the capacity to collect and

             manage data needed for an

             evaluation?
	
	
	
	X
	X
	X

	
	b) If not, what resources are required?
	
	
	
	X
	X
	X

	
	6. What human resources/ time could your community/ region/ committee/ branch realistically commit to     evaluation related activities (such as evaluation design, information gathering, focus groups, interviews)?  
	X
	
	X
	X
	X
	X

	
	7. What information about the progress of CDPI is needed but not being received?
	X
	X
	X
	X
	X
	X

	Evaluation Readiness

Evaluation Readiness

(cont’d)
	1. What are the key elements that should be included in an evaluation of CDPI? 
	X
	
	X
	X
	X
	X

	
	2. What are the potential benefits of an evaluation of CDPI to your community/ region/ committee/ branch?
	X
	X
	X
	X
	X
	X

	
	3. What are the potential challenges of an evaluation of CDPI?
	X
	X
	X
	X
	X
	X

	
	4. How would you use/ apply the findings of an evaluation?
	X
	X
	
	X
	X
	X

	
	5. How readily would you apply changes to CDPI processes or activities if changes were recommended as part of an evaluation?
	X
	X
	
	X
	X
	X

	
	6. What rating would you attribute your community’s/ region’s/ committee’s/ branch’s level of interest in     participating in an evaluation of CDPI?  1 – very interested, 2 – somewhat interested, 3 – not very     interested, 4 – definitely not interested, 5 – not sure 
	X
	X
	X
	X
	X
	X


	Assessment Area
	Regions/Communities
	Committees/MHHL
	Implications for Evaluation

	Governance
	· Overall, regional committees had a positive impact on the work in the communities.  Examples include: development of partnerships that would otherwise not exist; supporting communities in completing paperwork; inspiring new ideas and approaches; providing a feedback loop between communities and regions; acting as “translator” between project management (i.e. JMC) and communities; mutual support in planning; and consistent provision of support to communities.

· Regional structure in Burntwood is at a different stage in development compared with other regions.

· Three District Committees exist in Nor-Man in lieu of a Regional Committee.
	· Role of JMC as outlined in Charter has been inconsistently implemented.  Currently in a state of transition as it works toward fulfilling its planning responsibilities.  Inconsistent attendance at meetings, changing representation.  Communication with communities has not occurred; transfer of information to regions has taken different forms.  Challenge is that project represents “a different way of doing things” – government is supporting and not leading.

· Training Committee began later in project (’07) and has a focused role on broader training and partnership with Health in Common.  Role of Coordinator has been pivotal in streamlining communications between regions and project management.

· Evaluation Committee was established at project’s inception and the position of Chair established 18 months ago was pivotal in establishing consistency and focus of group.  Addition and interruptions in membership.  Committee’s existence and role not familiar to communities and confusion around reporting forms (overlap) and the recipients of the completed forms.
	· Regional Committees are relatively stable and a valuable source of information for the evaluation.

· Adjustments will need to be made in evaluation to accommodate the variable structures in the northern regions.

· Evaluate the governance structure with an emphasis on the links between project management level committees as well as links from committees to regions.

· As the Evaluation Committee will be leading the full evaluation of the project, then it will be imperative that the “face” of the Committee becomes more visible and communication regarding its role is widely disseminated prior to the evaluation occurring.

· Committees, regions and communities should be informed prior to the evaluation of what has occurred with progress documentation to date and what will be done with the information, i.e. how it will contribute to the project evaluation, as well as some key messages of progress across the board.  This will serve as incentive to participate in the evaluation.

	Communication


	· Communication between the regional bodies and communities takes place at regular intervals.

· Reporting methods vary in each region based on the structure of their regional committees and community level committees and processes.  Reports are largely verbal and may or may not be captured in meeting/conference minutes or reports.

· Facilitators/Liaisons are key to consistent communication occurring with communities.

· Communication with JMC is perceived as inconsistent and confusing.

· Communication with province is perceived as being inconsistent in the beginning but having improved since acquisition of Training Coordinator.

· Urban perception of communication being of better quality and consistency with rural regions as opposed to urban regions.

· Good awareness of monitoring form submission 2X per year and CAP once a year.  

· Process of submitting completed forms within region varies according to structure.

· Perception that “roll up” of Monitoring Forms and CAPs go to JMC.

· Expectation that feedback would be received from JMC, but not forthcoming.  Some indicated they did receive feedback but sporadically.  Dependent on whether or not region has a rep on JMC.

· Report submissions are mostly up to date although in process of submitting latest CAPs.


	· Absence of communication plan for the project has had an impact on how project management level committees have/have not communicated with one another and with the regions/communities, as well as the flow of information from the regions/communities to the committees.

· Absence of structured reporting to senior management in regions, i.e. HPSEN, CEOs.

· Absence of formalized communication protocols within regions between community facilitators, CDPI Leads, and senior management.

· Training Committee has representation from all regions with a direct report on activities to JMC.  Perceived to be a strong and productive committee.

· Uncertainty among project management level committees of communication flow from regions.

· Absence of communication protocols with other project management committees, i.e. between training and evaluation committees.

· Committees are not fully aware of what information (Monitoring Forms and CAPs) are being submitted to which committees/MHHL.

· Limited communication with regions regarding “best practice.”

· Indicated that Monitoring Forms contribute to CDPI progress, but unclear how information is transferred to project management planning processes.

· Partnership between CDPI and Health in Common appears to be more significant to overall progress of CDPI.

· Federal role in project is structured differently as funding flows directly from Ottawa.  Federal support at regional level has been consistent; however the internal communication mechanisms at the federal level will have an impact on the evaluation.
	· Evaluate communication processes between communities and regional bodies with a focus on successful strategies for community engagement.

· Include in evaluation what communities have reported on in terms of their successes and challenges.

· Include in evaluation the process for sending and receiving communications (written and verbal) from project management level committees to regions and to communities with attention paid to differences (perception and actual) between northern/rural/urban regions.

· Include evaluation of processes within regions for written reports (CAPs and Monitoring Forms) with challenges noted as well as methods used to support communities.

· Evaluate impact of absence of communication plan on the achievement of CDPI goals/objectives.

· Evaluate communication processes and mechanisms between project management committees in terms of the impact on committee’s fulfillment of their role and responsibilities.

· The absence of or fragmented regional reporting processes and documentation will have an impact on the consistency of information available for the evaluation.

· Evaluate the process of transferring regional activities into project planning processes.

· Evaluate the involvement of project partners, e.g. Health in Common, PHAC, and CancerCare with respect to their roles and degree of influence in the project.



	Program Theory


	· Three pillars – tobacco reduction, healthy eating and physical activity were well known

· Fourth pillar of mental well being added in Brandon and Burntwood

· Raising awareness and community mobilization

· Different regions had different emphasis – e.g. males age 30-59.

· Communities most often informed through presentations/workshops.

· Absence of a central document – Charter seen as “too wordy.”

· Responses ranged from common understanding to varying across districts, to little understanding in hard to reach communities.

· Goals and objectives are considered achievable but challenges have occurred in low population areas, tobacco reduction strategies, and sustaining community engagement.

· Building community capacity seen as achievable as well as a challenge.

· Link between project goals and objectives however each community has adapted them to their unique context.

· All regions have experienced unintended positive results from CDPI of various types.  

· Target populations in some regions, and some regions took a much broader approach, i.e. all communities considered high-risk.

· Inconsistent and seldom effort across regions to gather participant satisfaction information.

· Involvement of priority populations in planning was inconsistent across regions. 

· Challenges in matching project related messaging around chronic disease prevention with community perceptions; reaching remote communities; high turnover of volunteers; project reporting requirements and tight timelines.
	· Charter identified as the central document informing regions of project goals, objectives.

· Common understanding at committee and community levels of project goals and “pillars”; however each community approached differently.

· Charter seen to provide needed focus and therefore goals and objectives were achievable.  

· Outcomes not seen to be measurable due to multiple programs that could be influential factors for achieving better health, however short-term objectives are considered measurable.

· Key factor in achieving objectives was in the project management’s ability to “let go” and allow communities the flexibility they required to succeed.

· Several unintended results identified including project objectives, i.e. partnership, capacity building.

· A great deal of progress with limited dollars – often sited.

· Non-CDPI affiliated communities expressing eagerness to become part of the initiative.

· “Success” in each community looks different depending on the regions and the priority populations identified.

· An incorrect assumption being made that regional committees are conducting evaluative exercises around activities.
	· Evaluate how regions determined their “pillars” priority populations, and activities in terms of the extent to which they are truly community-driven.

· Evaluate dissemination of goals and objectives to regions and communities.

· Evaluate “building capacity” by breaking down term into actions.

· Evaluate project within the realm of community development principles.

· Identify challenges with regard to each priority area, e.g. tobacco reduction.

· Identify unintended project results separate from project objectives.

· Cannot include region specific efforts to evaluate activities as this was inconsistently and seldom implemented.

· Evaluate efforts to engage remote communities; adaptive messaging around chronic disease prevention; and efforts to retain volunteers.

· Link project objectives to outcomes in order to demonstrate the measurability of both.

· Link funding with activity level in each region.

· Evaluation should allow for flexibility in terminology in order to capture the differing definitions of success in each region/community.

	Human Resource Capacity
	· Regions instructed to devote 1.0 EFT to CDPI.  In some cases the responsibilities were divided among existing staff, in other cases individuals were hired, and in other cases it was a blend of the two.

· Noted that extensive in-kind time was required on behalf of project partners and RHA staff.

· In some regions, CDPI was significantly under-resourced.  For example, positions were not created to implement CDPI in the regions, rather the responsibilities were shared among existing RHA staff.

· Additional resources required spanned from regional facilitator, more money for communities, admin support, more resources to support communities; resources to support interagency work, flexibility to distribute funds to non-CDPI communities, web-site maintenance, research, honorariums for volunteers, and more dietitians.
	· Devoted human resources, e.g. Evaluation and Training Committees, have made a significant impact on effectiveness and productivity

· The absence of a designated Project Management Office has had a ripple effect throughout the project and since the project’s inception.  MHHL, Chronic Disease Branch has absorbed the project responsibilities by default.

· High turnover of admin support staff at MHHL has negatively affected communications.

· Human resource funding increased to regions for CDPI.

· As a result, just “hitting their stride.”

· “Accomplished a lot with limited dollars.”

· Plan is to hire for data input and evaluation consultant to take on extra responsibilities, e.g. clerical.
	· Limited availability of community volunteers, regional staff, committee members, and MHHL staff to undertake responsibilities of evaluation.

· Evaluate the extent to which regions relied on volunteers and paid staff to conduct activities as well as in-kind resources from project partners and paid staff.

· Recommendations regarding data entry and pre- data analysis to be developed in preparation for the evaluation.

· Human resource capacity is required to develop database in advance of the evaluation.

	Project Data


	· Monitoring Forms rolled up and submitted 2X per year; CAPs rolled up and submitted once a year

· Monitoring Form template changed with some regions continuing to use old ones; regions using their own templates for roll ups.

· CAP template remained the same however some regions use their own templates for the roll-up.

· Some regions have hard copy data only while others have some in hard copy and others in electronic form, and others have everything in both versions.

· In some regions, one person has been appointed to be the keeper of information and in other regions, the same information can be held by more than one individual.  Overall, there is usually one person that can be identified to either have the information or be able to retrieve it when asked.  However it is unknown if the information in either hard or electronic is organized for ease of access.  Some regions indicated they would need some time to get their information organized.

· In some regions information has been lost due to staff turnover.

· Overall, regions are willing to share information collected however some have indicated that they would require signed release of information forms.

· Reliability of quantitative data, e.g. number of participants and costs, is at times questionable.

· Communities/regions did not receive feedback on completed forms.

· Challenges include tight timeframes, getting completed forms from communities, community capacity to complete forms, activities start and end at different times and difficult to keep track of reporting on multiple events difficult.
	· Other sources of data include meeting minutes, reports to PHAC, Training Committee report, CDPI Progress report, Evaluation Committee report, Surveillance report, Rural Development Institute on Capacity Building, CCBT report, and Share and Learn reports.

· Deadlines for regional reporting changed over time and attempts are being made to make them consistent and coincide with funding cycles.

· Summary reports on CAPs and Monitoring Forms presented to JMC by MHHL staff.

· Usefulness and reliability of the project data is largely unknown.

· Summarized reports, communication tool kit and CDPI brochure have been shared within the Department of Health and Healthy Living for information purposes.  For example, with the Aboriginal Health Branch, In Motion, Healthy Food Initiative, Regional Affairs, Healthy Populations, and Health Programs.  

· CAPs are available in electronic form, Monitoring Forms available in electronic and hard copies with the latter having to be entered into a database.

· Information is located among two policy analysts and training coordinator.  Hard copies are located in boxes and electronic versions located on a shared drive.

· Information outside of training committee requires organization before being accessible.
	· Qualitative analysis of existing project management level reports required according to performance indicators.

· Extensive work required prior to evaluation to organize material submitted to MHHL: CAPs for all each regions in order of year submitted; Monitoring Forms data input with quantitative data summarized for each region by year; summary reports for each region put in electronic form.

· Identification of missing regional information and attempts made to request information from regions prior to evaluation.

· Evaluate methods used to support regions in introducing and completing documentation. 

· Establishment of protocols/processes to retrieve information from regions, e.g. determining if release of information protocol is required, prior to evaluation.

· Establishment and communication of consistent deadlines prior to evaluation commencing.

· Decreased weight placed on quantitative data in evaluation.  Focus should be on processes with some summative information.

	Evaluation Capacity


	· Regional efforts to evaluate progress of CDPI have been variable and limited – satisfaction survey following activities (inconsistent), community sharing.  

· Evaluation training largely not conducted outside of project requirements, e.g. CCBT.

· Brandon region has collected information consistently over last 1-2 years on indicators they had developed.

· Central region did offer evaluation training.

· Most regions would like to receive training on evaluation but question its applicability to the communities.  Training should be targeted to regional level committees.  

· Type of training required is dependent on the evaluation framework.

· Perception that communities are not accustomed to conducting evaluation, and as a result will require a great deal of persuasion to engage in an evaluation.   

· The communities have the capacity to report on what they have done with the funding, but beyond that will require clear direction on other information required.

· Quantitative data gathering is not a strength of the communities and as a result information should be gathered through “story-telling” – should be a facilitated process.

· Participation from the communities in an evaluation should not consist of additional paperwork.

· Regional time and resources to devote to an evaluation is limited.  Recommended that it be “tagged on” to existing work/meetings.

· Capacity to contribute to the evaluation design is limited in the regions.

· Regions want information regarding the future of CDPI.  Without it, they believe it will be difficult to “sell” an evaluation of CDPI in their regions.
	· Provision of training in evaluation is being discussed with Health in Common.

· CDPI progress information sharing is occurring is some ways, e.g. Share and Learn.

· There has been no expectation placed on the communities to this point to evaluate their work.

· JMC could validate evaluation finding and would not have resources/time to devote to the evaluation beyond the scheduled meetings.

· JMC could be influential in getting the regions involved in the evaluation.

· Recommendation that the evaluation not duplicate the work of the evaluability assessment.
	· Following approval of evaluation framework, a determination will need to be made with regard to the scope and method of evaluation training in the regions.

· An evaluation of CDPI has not been discussed formally with the regions and communities.  Evaluation has not been a stated expectation of communities in particular.  As a result, the messaging/communication regarding the evaluation, its purpose, framework, responsibilities, and timeframe will need to be shared sooner rather than later.

· The regions and communities will need to know clearly how an evaluation will be of benefit to them in order so that they will engage in the evaluation.

· The evaluation methods should avoid requiring paper based reporting from the communities.

· If connection is to occur with the communities during the evaluation, the contact should take the form of facilitated discussions led or co-led by individuals from the region.

· Evaluation methods should require limited time commitment for community, regional, and project management representatives.

· Communication regarding the evaluation should include information regarding how specifically the information will be used by the province and provide some indication of the feasibility of the project continuing in some form.

· The evaluation design should involve regional representatives at project management committee levels and should be shared with the regions prior to the implementation of the evaluation.

· The findings of the evaluability assessment are to be incorporated into the evaluation to the greatest extent possible to avoid duplication of efforts and information gathered from the regions.

	Evaluation Readiness


	· Suggestions of elements to include in evaluation were: partnerships formed; unintended results; progress within “pillars”; challenges; processes; degree of impact; incorporation of CCBT elements; activities duplicated across communities; community sharing/stories; and issues of access, affordability, and availability.

· Analysis should include trends over last 5 years; fit with other existing initiatives; transferability of approaches; and impact on internal structures and process of RHAs.

· Benefits of conducting an evaluation include: demonstrating successes and positive impact on communities; summarizing challenges; validation of progress achieved; benefit future initiatives; sustainability; and establish case for future funding.

· Challenges of conducting an evaluation include limited time; limited community capacity; limited human resources; and ability to engage communities (especially if activities have been single events that occurred some time ago).

· Most regions would apply changes recommended in evaluation only if it was applicable to communities and would be of benefit to them.

· Responses regarding the level of interest to participate in an evaluation ranged from not interested to very interested.  Most indicated their interest was dependent on what benefit the evaluation would be to the region and their respective communities; what processes were involved; what time commitment was required; and if it was tied to future funding.
	· Suggestions of elements to include in evaluation were: avoid community comparisons and focus instead on benefits of flexible approach; go beyond measurement of short term objectives to include unintended results; focus on processes; contribute to sustainability and transferability; partnerships; incorporation of elements of conceptual model; and examine effectiveness of governance model.

· Benefits of an evaluation include: summary of lessons learned and provision of direction regarding the future of CDPI.

· Challenges in conducting an evaluation include: balancing scope of evaluation with potential benefits; disseminating evaluation results; acquiring government direction on future of CDPI before conducting evaluation; coordinating sustainability plan with evaluation; and summarizing information received from regions, e.g. Monitoring Forms.
	· Evaluation to include trend analysis as part of report on findings; the extent to which CDPI was incorporated into existing initiatives in the region; extent to which approaches were transferred to other communities/initiatives in the region; governance model; unintended results; incorporate elements of conceptual model; and, impact of CDPI on internal processes within RHA.

· The evaluation should take into account the plan to sustain CDPI from department and ministerial perspectives. 




	Project Goal:
 To develop and implement a sustainable and transferable chronic disease prevention model based on the principles

                         of community development (holistic, process focused, empowerment, sustainable, partnership, and flexibility/ 

                         innovation) resulting in an increased capacity of communities to prevent chronic disease at the local level.


	OBJECTIVE 1:    Community led, evidenced informed activities towards primary prevention of chronic disease are implemented

	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	1.1 Implement evidenced informed, community led approaches to primary prevention of chronic disease in Manitoba
	1.1.1 Organized chronic disease prevention and risk factor reduction activities are increased

1.1.2 Communities with organized chronic disease prevention and risk factor reduction strategies is increased


	What evidenced based, community led activities to primary prevention of chronic disease have been implemented in Manitoba as a result of CDPI?

To what extent are the CDPI activities implemented sustainable in the long term, i.e. not one-time events?

To what extent did the CDPI activities address the regions “pillars”?

What best practice information regarding chronic disease prevention was disseminated to the regions and communities?

To what extent did community members participate in CDPI activities?

What types of resources lend themselves to the success of CDPI activities, e.g. volunteers, in-kind?

What were the unintended results of CDPI activities?

On what basis do communities believe the CDPI activities were successful or unsuccessful?


	1.a Number and type of chronic disease prevention activities implemented in the communities and regions within each year of the project’s duration

1.b Proportion of activities implemented that were new, additional, one-time, and multiple events

1.c Number and type of  CDPI initiatives that supported sustainable community activities, e.g. grooming of ski trails to allow for increased participation

1.d Number of activities that address each of the region’s “pillars”, i.e. healthy eating, physical activity, tobacco reduction, and mental well-being

1.e Regional challenges to implement activities within certain “pillars”


	1.a Rolled up Monitoring Forms by region and by year

1.b Rolled up Monitoring Forms by region and by year

1.c Community Action Plan summaries by region and by year; Rolled up Monitoring Forms

1.d Rolled up Monitoring Forms by region and by year

1.e Evaluability assessment results with addition of interviews/focus groups in regions not previously involved 



	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	
	
	What lessons were learned by communities in the implementation of chronic disease prevention activities?


	1.f Number and type of activities to disseminate promising practice information regarding chronic disease prevention to the communities from regions and project  management levels

1.g Number of individuals who participated in CDPI activities by community and region

1.h Number of community volunteers who participated in activities

1.i Amount of total funding in relation to number of activities and number of activity participants

1.j Proportion of resources for activities attributed to in-kind contributions

1.k Unintended results with regard to the number and type of activities implemented in the regions

1.l Community perception of successes and lessons learned
	1.f Community Action Plan summaries by region and by year; regional Training Plan summaries by year; Share and Learn summary reports

1.g Rolled up Monitoring Forms by region and by year

1.h Rolled up Monitoring Forms by region and by year

1.i Rolled up Monitoring Forms by region and by year

1.j Roll up of Monitoring Forms; Community Action Plan summaries

1.k Evaluability assessment results with additional interviews/focus groups conducted in remaining regions

1.l Progress report; planning report; facilitated open sessions in participating communities



	OBJECTIVE 2:    Strong partnerships for sustainable initiatives are established

	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	2.1 Develop partnerships and the supporting structures of communities, regions, province and other partners to work collaboratively to promote primary prevention of chronic diseases at the local level


	2.1.1 Diverse partnerships established, supported, and effectively address priority health and social issues

2.1.2 Structure exists to support communities’ systematic planning and evidenced-informed decision-making

2.1.3 Funding mechanism and model established for CDPI supporting structure

2.1.4 Communication processes and protocols in place


	What partnerships have been established or strengthened at the community, regional, provincial levels as a result of CDPI?

What infrastructures and sharing agreements (anticipated and unanticipated) were put in place to assist communities to successfully implement chronic disease prevention initiatives?  

How has CDPI impacted volunteerism (retention and recruitment) in communities?

What is the funding model and mechanism that has been established for CDPI?

How effective was the communication between communities, regions, and project management level committees in contributing to the success of CDPI?


	2.a Extent to which communities are linking with project partners to implement chronic disease prevention activities

2.b Diversity of committee membership at community, regional, and project management levels

2.c Identification and description of the anticipated and unanticipated infrastructures and sharing agreements established corresponding to CDPI activities

2.d Community efforts and effectiveness in recruiting and retaining volunteers

2.e Funding model and mechanism has been established to provide adequate funding in consistent cycles for the CDPI structure


	2.a CCBT results (1st and 2nd); rolled up Monitoring Forms

2.b Project documentation in region and at MHHL

2.c Rolled up Monitoring Forms

2.d Rolled up Monitoring Forms; Facilitated open sessions in communities

2.e Rolled up Monitoring Forms, Evaluability Assessment results



	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	
	
	What processes were used to translate the results of CDPI into further evolving the CDPI supporting structure and project level planning, and how effective were they?

Were there differences in communication methods and effectiveness when comparing communication practices with urban, rural and northern RHAs?

To what extent did the project’s governance structure and partnerships lend themselves to collaborative project planning and implementation?

What were the unintended partnerships that were developed or benefits from partnerships developed as a result of CDPI?


	2.f Extent to which the communication between the communities, region, and project management committees (including key funding partners) was effective in planning and implementing initiatives

2.g Effectiveness of process used by regions and project management level to transfer activity results into future planning for sustainability

2.h Extent to which effectiveness of communication differed between project management level and northern/rural/urban RHAs

2.i Extent to which the governance structure and partnerships were conducive to collaborative project planning and implementation

2.j Unintended results with regard to partnerships developed
	2.f Evaluability assessment results combined with similar interviews/focus group sessions in remaining regions

2.g Evaluability assessment findings and additional interviews/focus groups in regions not included in assessment

2.h Evaluability assessment findings and additional interviews/focus groups in regions not included in assessment

2.i Interviews with project partners at project management level including Federal government, Regional Health Authorities, Alliance, and Health in Common

2.j Evaluability assessment results with additional focus groups/interviews in regions not previously included



	OBJECTIVE 3:    Chronic disease prevention activities are integrated and aligned with existing programs

	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	3.1 Integrate and align chronic disease prevention initiatives with existing service delivery and prevention initiatives
	3.1.1 Capacity of program is enhanced through integration with existing initiatives in the communities, regions, and province


	To what extent have the participating CDPI communities and regions integrated and aligned CDPI activities with existing service delivery and prevention initiatives?

What aspects of the alignment and integration with existing programs were unexpected?
	3.a Extent to which communities have incorporated the planning and implementation of chronic disease prevention activities into existing programs and initiatives

3.b Extent to which regions have incorporated the planning and implementation of chronic disease prevention activities into existing programs and initiatives

3.c Unintended results with regard to integration and alignment with existing programs


	3.a Evaluability assessment results combined with similar interviews/focus group sessions in remaining regions

3.b Evaluability assessment results combined with similar interviews/focus group sessions in remaining regions

3.c Evaluability assessment results with additional focus groups/interviews in regions not previously included

	OBJECTIVE 4:   Capacity to address health disparities and to improve the health of Manitobans is enhanced at community, regional and

                           provincial levels

	4.1 Enhance the skills of community volunteers, regional representatives, and provincial representatives

4.2 Prioritize participation of high risk populations through established partnerships with key stakeholders


	4.1.1 Capacity of communities, regions and province to establish activities for action on health is improved

4.2.1 Priority populations are empowered to determine their health outcomes


	What changes in skills and knowledge of chronic disease prevention has been demonstrated among participants and community/regional/provincial partners?

What training has been delivered in the regions and communities towards building capacity for planning and implementing prevention initiatives?

What were the processes used by communities and regions to establish Community Action Plans?
	4.a Degree to which communities/regional committees, and province have improved their skills and knowledge to implement community based activities

4.b Number and type of training activities implemented at the provincial, regional and community levels to increase capacity for planning and implementing prevention initiatives
	4.a CCBT results; Monitoring Forms; Training Plan summaries by year; interviews with project partners at the provincial level

4.b Regional Training Plan summaries by year; Share and Learn Summary reports



	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	
	
	Were the processes used to establish Community Action Plans inclusive of community members, regional representatives and priority populations?

What evidence was gathered and used to determine the priority populations for each region?

To what extent were the priority populations involved in the planning of community based prevention activities?

What methods were used at regional and community levels to engage priority populations that were “difficult to reach”?

What elements of community capacity to address health disparities improved or changed that were unanticipated?

According to community perception, how has the capacity to address health disparities improved and what lessons will they take forward into the future?


	4.c Extent to which the processes used to establish Community Action Plans were effective (collaborative, inclusive and easy to apply)
4.d Description of process undertaken by regions to establish plan for CDPI activities

4.e Type of support provided to communities from regions to implement and document activities

4.f Description of regional processes to identify priority populations

4.g Extent to which priority populations are involved in the planning of community based activities

4.h Community and regional efforts to engage “hard to reach” priority populations


	4.c Evaluability Assessment results combined with similar interviews/focus groups in remaining regions
4.d Evaluability assessment results combined with similar interviews/focus groups in remaining regions

4.e Evaluability assessment results combined with similar interviews/focus groups in remaining regions

4.f Evaluability assessment results combined with similar interviews/focus groups in remaining regions

4.g Rolled up Monitoring Forms by region and year; CCBT results; evaluability assessment results with similar interviews/focus groups in remaining regions

4.h Evaluability assessment results with additional interviews/focus groups in remaining regions



	ACTIVITY
	OUTPUT
	EVALUATION QUESTIONS
	PERFORMANCE INDICATORS
	SOURCE

	
	
	
	4.i Unintended results with regard to community capacity to address health disparities

4.j Community perceptions of successes and lessons learned


	4.i Evaluability assessment results with additional interviews/focus groups in regions not previously included

4.j Progress report; planning report; RDI report; facilitated open sessions in participating communities
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PROJECT VISION:
To improve the health of Manitobans through a focus on primary prevention of modifiable risk factors (smoking, physical inactivity, and unhealthy eating) for chronic diseases. 
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PROJECT GOAL:
To develop and implement a sustainable and transferable chronic disease prevention model based on the principles of community development (holistic, process focused, empowerment, sustainable, partnership, and flexibility/innovation) resulting in an increased capacity of communities to prevent chronic disease at the local level.
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Community-led, evidenced informed, activities towards primary prevention of chronic disease are implemented





Chronic disease prevention activities are integrated and aligned with existing programs





Capacity to address health disparities and to improve the health of Manitobans is enhanced at community, regional and provincial levels
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Implement evidenced informed, community led approaches to primary prevention of chronic disease in Manitoba
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� Some Regional Health Authorities adopted a fourth focus of ‘mental well-being’ which is discussed further in Section II of this Report.
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� Risk Factor Surveillance Working Group (2007). Community Level Chronic Disease Risk Factor Surveillance: Regional Needs and Capacity in Manitoba.  
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