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We know that community engagement
matters — especially to our public
health system. As Ontario’s Local Health
Integration Networks strengthen their
focus on community engagement,

what are the common benchmarks

and commitments that citizens think
matter most?

Engaging with Impact addresses the
challenge of evaluating engagement
and proposes a series of indicators that
can be used to assess performance and
develop a culture of engagement across
Ontario’s public health system.

This report features:

A special essay on the challenge of
evaluating deliberative engagement by
Professor John Gastil;

Two essays comparing the commitment
of Canadian and UK health systems to
greater community engagement by the
Wellesley Institute and the British think
tank, Involve;

Interviews with the directors responsible
for community engagement in the North
West, Central and South East LHINs;

An account of three Citizens’ Workshops
that provide the basis for the
recommendations in this report;

An engagement scorecard for Ontario’s
LHINs which proposes principles,
recommendations and indicators.

MASS LBP is reinventing
public consultation
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MASS LBP is a new kind of company
that works with visionary governments
and corporations to deepen and improve
public consultation and engagement.
We design impartial and fully transpar-
ent public learning processes that build
awareness, consensus and insight.

MASS LBP provides an unparalleled
range of consultation and engagement
services for government, corporate and
not-for-profit clients. From conception
to execution to evaluation, MASS LBP
delivers highly innovative engagement
strategies that increase public under-
standing, legitimacy and support.

Our services include:

e comprehensive process design and
delivery — from 20 to 200+ participants

e strategic advice, analysis and recom-
mendations concerning effective
public engagement and stakeholder
consultation

e corporate and public needs

assessment

program evaluation and analysis

custom research and dissemination

facilitation and learning

public communications and curriculum

development

e event coordination and logistics

We regularly make presentations to
audiences about our work concerning
the future of responsible government,
public systems design and civic engage-
ment. We also offer seminars and related
programming to clients on many of these
themes.

Inspired by Canada’s first Citizens’
Assemblies, MASS LBP was founded
in 2007 by Peter MacLeod and George
Gosbee to extend this model and
reinvent public consultation.

MASS LBP is based in Toronto, with
associates in Vancouver, Ottawa and
London, U.K.
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Section 1:
Evaluating
Engagement



Introduction

Engaging with impact: Targets and indicators for successful community
engagement by Ontario’s LHINs focuses on the value of community
engagement. Specifically, it deals with the challenge of evaluating
engagement and proposes a series of recommendations and indica-
tors that can be used to assess performance and develop a culture of
engagement that will help to rewrite the relationship between health
administrators and their public.

Local Health Integration Networks were created in 2006 with
an explicit mandate to engage stakeholders and their communities.
More than this, the idea of engagement was central to their rationale.
Proponents of the LHIN system argued that regional planning authori-
ties would be better positioned than ministry officials to assess and
interpret local needs. LHINs could do this because they would be in
closer contact with the communities they served and because of the
strength and number of local relationships they could forge and sus-
tain.

Many of Ontario’s LHINs have spent their first three years dem-
onstrating the feasibility and merit of this rationale. Using their own
expertise and intuition and sometimes relying on simple trial and error,
they are working to better engage stakeholders and members of the
public and to connect their efforts to other planning and integration
processes.

For these organizations, the debate concerning the value of
engagement has largely been settled. In its place is the growing
recognition that a commitment to integrating engagement into the
fabric of their organization requires upending many of the traditional
assumptions that have defined health systems planning and public
administration.

The capacity to engage with Ontario communities is one of the



LHINs’ defining and most distinctive competencies. As this com-
petency evolves, it promises to change how LHINs respond to the
interests and needs of their communities and to gradually transform
how health systems planning is performed. In this way, Engaging with
Impact is addressed to those who believe that community engagement
can be a major driver of health systems reform.

Despite its length, this report is not exhaustive. Instead, we hope
it is stimulating and useful — a first installment amidst a broad range of
research and initiatives that the Ministry of Health and Long-Term Care
and the LHINs have begun to seed. Our purpose is to offer recommen-
dations and to be ameliorative rather than definitive — a purpose that
is consistent with the sentiments of our citizen-participants, who in the
course of their work clearly understood that something as complex
and amorphous as creating better systems of engagement rarely sub-
mits to single measures or immediate solutions.

Engaging with Impact begins with an essay by Professor John
Gastil from the University of Washington, one of North America’s
leading theorists concerned with the value of community engage-
ment. Gastil tackles the particular challenge of evaluating deliberative
engagement, where citizens and experts work together to examine and
solve problems. The essay offers fruitful reading for anyone wrestling
with the heightened challenges associated with designing, managing
and evaluating intensive engagement processes.

Subsequent papers from the British think-tank Involve and
Canada’s Wellesley Institute provide a comparative perspective on
evaluating engagement within centralized and decentralized
health systems.

Involve looks at the efforts being made by the English National
Health Service (NHS) to promote and evaluate engagement. In
England, a system-wide standard requires health service providers to
engage with patients and the public at large. Their paper examines the
efficacy of this standard and describes three initiatives that exemplify
the NHS’s attempts to measure the outcomes of their investments in
public engagement.

The Wellesley Institute surveys a range of health agencies in
Canada and provides four examples of localized innovation. Without
a national standard or champion, interest in incorporating community
engagement has only recently begun to mature in Canada. Their paper
describes the challenges that need to be overcome for community



engagement to become more deeply embedded within Canadian
health agencies.

A fourth paper looks at the experiences of our three sponsoring
LHINs, each located in a different part of the province and confronting
very different demographic pressures. Interviews with the directors of
planning, integration and community engagement at the North West,
Central and South East LHINs describe their on-the-ground efforts to
build a local practice of engagement that informs the operations of
their organizations and the decisions of their boards.

The second section of this report describes three Citizens’
Workshops that were hosted in Kingston, Richmond Hill and Thunder
Bay between November 27 and December 6, 2008. These workshops
involved representatives from each of the sponsoring LHINs, as well
as independent experts who offered their insight on the strengths and
weaknesses of the health system. Billed as an opportunity to learn and
contribute ideas for improving engagement, more than 3,000 invita-
tions were mailed to randomly selected households in each region.
Ultimately, 80 citizens came forward to participate during the daylong
events. Their work culminated in a series of presentations that are the
basis for the principles that underlay the evaluation scorecard found at
the end of this report.

Creating a culture of engagement

The overarching theme of this report is how to create a culture of
engagement. It is a culture that LHINs, unique among the wider health
sector, are singularly able to develop — and it is a culture that citizens
want and increasingly expect.

During the workshops, the inseparable nature of engagement and
integration also became clear. At its core, integration requires a will-
ingness to try new things, in new combinations. While it is easy to get
lost in the technical minutiae of integration agreements, it is harder to
remember that integration is first and foremost an act of imagination
and guiding that imagination should be a common sense of purpose
— a desire to improve the quality and efficiency of health services
available to Ontarians. LHINs need to engage the imagination of the
public and their health service providers if they are to achieve their
objectives for health reform.

In order to create a culture of engagement that helps the LHINs
move towards these goals, we urge the following:



1. LHINs as health service providers: Community Engagement generates

real health outcomes.

Community engagement is not peripheral but central to the work of
Ontario’s LHINSs. It is the service they provide to the health system in
general and to citizens in particular. LHINs must continue to invest
in their ability to provide and enhance this service. LHINs should be
at the centre of an ongoing and lively conversation about the values,
views and priorities of their stakeholders and the public at large.
Building such relationships will help to rebuild citizens’ trust in the
health system, find new opportunities for integration and increase the
sense of shared ownership and responsibility for the performance of
the health system as well as for the population’s general health and
well-being. In this sense, the LHINs are health service providers, and
the service they provide is community engagement.

2. Citizens are ready and waiting.

Citizens are willing, capable and ready to make important contributions
to the work of Ontario’s LHINs. However, the opportunities for citizens
to make a contribution either directly or indirectly remains limited and
episodic. The professional expertise of health service providers and
the input and interest of the public are integral assets that cannot
afford to be left on the table. LHINs need to work to make engagement
a routine and more visible part of their repertoire. Moreover, because
good communication is a precursor to effective engagement, LHINs
should work to align their communications and engagement strategies.

3. To harness public input, emphasize learning.

Most citizens are unfamiliar with the inner workings of the health care
system and, consequently, with the work of Ontario’s LHINs. But citi-
zens are not only willing and ready to make a contribution, they are
also eager to learn. They want to become better informed and they
want to better understand a system they rely on and value. LHINs can
add value to public input by creating opportunities for the public to
become better informed. With this in mind, LHINs need to ask for more
than public opinion — they must help citizens understand the nature
and constraints of their health care system or any other issue they are
being asked to address.

4. Make it real.
Facing many competing pressures and demands, citizens have a
good sense for the value of their time. They will engage most deeply



and meaningfully when something is real and at stake. Their commit-
ment will always be proportionate to their sense of influence and the
likely impact of their contribution. In this way, LHINs will only get out

of their efforts at engagement what they are prepared to put in. As

our scorecard explains, this means clearly defining the purpose of an
engagement and the role the public is expected to play. It means being
accountable and responsive to the public’s contributions.

5. Focus on creating fit-to-purpose engagement.

LHINs need to expand their repertoire and work to create a better fit
between the processes they use to engage the public and the out-
comes they expect. In this report, we propose three classifications
that describe the characteristics and the objectives of a wide range of
engagement processes.

6. Community engagement is mission critical.

Successful engagement is a key to meeting the LHINs’ objectives for
health systems reform and unlocking the trust, imagination and com-
mitment of health service providers and the public. Poorly designed,
incomplete or insincere efforts to engage will only fuel cynicism and
estrangement. Learning how to engage with impact is essential for
system-wide transformation.

Conclusions

The fact that the LHINs have a clear mandate to invest in community
engagement demonstrates that the health system is eager to respond
to the concerns, needs and desires of citizens. Translating this man-
date into an effective culture of engagement should be a major focus
of the LHINs over the next three years.

To help achieve this culture of engagement, the ministry should:

e require dedicated program budgets for the purpose of engaging
communities on substantive and ongoing issues

e recognize and reward innovation in engagement

e evaluate the progress of each LHIN to improve its efforts towards
this goal

The LHINs should:

e create engagement plans that support and are congruent with
their strategic objectives

e diversify and deepen their range of engagement offerings

e align their communications and engagement strategies



e encourage Health Service Providers (HSP) to develop their own
engagement plans and integrate these plans with their core oper-
ations

Just as preventative health is about ordinary citizens taking control of
their lives, engagement is about the capacity of citizens to contribute
to the systems that serve them. If there has been a change of philoso-
phy from reactionary to proactive health care provision, an analogous
philosophical shift is required to revolutionize the way health care
systems work and respond to the needs of citizens. In this light, com-
munity engagement is not just a task to be completed. It is an ongoing
process through which health outcomes are improved, trust is built,
public legitimacy is enhanced and systems transformation can

be pursued.
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Section 2:
Understanding
Engagement



A Comprehensive Approach to Evaluating
Deliberative Public Engagement

Professor John Gastil
Department of Communication, University of Washington

If you turned back the clock just 20 years, it would be difficult to
find a person in public office, academia or civil society talking about
the virtues of “citizen deliberation.” At that time, a few innovative
public deliberation programs, such as the Gitizens’ Jury in the United
States and the Planning Cell in Germany, existed, but they did so

in an unfortunate kind of isolation, sometimes overlooked even by
those who would develop deliberative programs of their own in the
coming years.!

Today, the landscape could not be more different. Growing
interest in citizen engagement has spurred a proliferation of new,
more sophisticated deliberative practices designed to ellicit substan-
tive public involvement in policy-making and public affairs. Now the
issue for planners and administrators isn’t scarcity but choice.

With different agencies and organizations deploying diverse
approaches to deliberative citizen engagement, it has become more
important than ever to take seriously the evaluation of these var-
ied processes. It is not pessimistic to say that we currently have no
systematic comparisons of alternative deliberative methods, though
many civic reformers, researchers and agency officials have ideas
about when to use one process instead of another. To improve
our knowledge of deliberation and upgrade the practice of citizen
involvement, we must begin to evaluate the design, process and out-
comes of our civic engagement activities.

In this chapter, I aim to provide the tools necessary for doing so.
I begin by clarifying the meaning of deliberative public engagement
and discussing broad evaluation categories. I review each evaluation
criterion and suggest measurement tools and then conclude with a
summary recommendation for conducting evaluations.



Defining Deliberative Public Engagement

It is imperative that references to deliberative public engagement
convey a sufficiently specific meaning so we can distinguish it from
generic public involvement processes, such as formal hearings or
informal consultations. For the purpose of this chapter, I define this
term as an official or quasi-official process whereby policy-makers,
policy/scientific experts and lay citizens work together on a public
problem or concern, with the citizens carefully examining a problem
and seeking a well-reasoned solution through a period of informed,
inclusive and respectful consideration of diverse points of view.?

Breaking this down, the players in a deliberative public engage-
ment need to include (1) appointed or elected officials with some
degree of authority, (2) persons with content-relevant expertise and
(3) lay citizens, whether randomly selected or otherwise recruited in
a fashion that seeks diverse members of the general public. The citi-
zens are at the heart of the process, but public officials typically serve
as the catalyst for initiating the deliberation and facilitating the imple-
mentation of its findings. The experts play a role behind the scenes
(e.g., preparing briefing materials) or as personal resources that
citizens can call on in the course of their deliberations (e.g., as key
witnesses). Together, the interplay of these participants constitutes a
public engagement process.

For such a process to be deliberative, it must meet a higher stan-
dard for the quality of the dialogue, debate, discussion and other talk
in which citizens participate. Table 1 shows a definition of a delibera-
tive public meeting that I have found helpful. First, a deliberative
meeting involves a rigorous analytic process, with a solid informa-
tion base, explicit prioritization of key values, an identification of
alternative solutions (sometimes pre-configured but often still subject
to amendment) and careful weighing of the pros and cons. (Research
on group decision-making has found that of these analytic elements,
careful consideration of cons is often the key to a high-quality pro-
cess, and the emphasis on “hard choices” and “trade-offs” in many
deliberation processes reflects this.)*

Exclusive focus on problem-solution analysis, per se, would
make our conception of deliberation overly rationalistic and over-
look the social aspect of deliberation. One might say that the social
component of deliberation is what makes it democratic deliberation,
by requiring equal opportunity, mutual comprehension and consid-



eration, and respect. The social requirements also make clear the
implicit emphasis on inclusion and diversity in deliberation.®

Analytic Process

Create a solid
information base.

Combine expertise and professional research with
personal experiences to better understand the
problem’s nature and its impact on people’s lives.

Prioritize the key
values at stake.

Integrate the public’s articulation of its core values
with technical and legal expressions and social,
economic and environmental costs and benefits.

|dentify a broad
range of solutions.

Identify both conventional and innovative solutions,
including governmental and non-governmental
means of addressing the problem.

Weigh the pros, cons
and trade-offs
among solutions.

Systematically apply the public’s priorities to the
alternative solutions, emphasizing the most
significant trade-offs among alternatives.

Make the best
decision possible.

Adequately
distribute speaking
opportunities.

Identify the solution that best addresses the problem,
potentially drawing on multiple approaches when
they are mutually reinforcing.

Social Process

Mix unstructured, informal discussion in smaller
groups with more structured discussion in larger
groups. Create special opportunities for the reticent.

Ensure mutual
comprehension.

Ensure that public participants can articulate general
technical points and ensure that experts and officials
are hearing the public’s voice.

Consider other
ideas and
experiences.

Listen with equal care to both officials and the
general public. Encourage the public to speak in their
authentic, unfiltered voices.

Respect other
participants.

Presume that the general public is qualified to be
present by virtue of their citizenship. Presume
officials will act in the public’s best interest.
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General Evaluation Criteria

The question of whether a process even aspires to approximate
deliberative citizen engagement precedes any serious attempt at
evaluation. After all, one can justify the considerable effort evalua-
tion requires only if the process being examined claims to be (or has
some reasonable expectation of being) related to the particular ideals
of public engagement and deliberation. Presuming that the delibera-
tive engagement program, project or event aspires to these ideals,
then the following four evaluative criteria are appropriate for assess-
ing its overall quality on these terms.°

When implemented, a deliberative public engagement process
should be evaluated on its own terms. That is, the best way to judge
its effectiveness is to assess the extent to which it achieves the goals
that such a process strives to achieve. Because deliberative engage-
ment programs share some common ideals, however, they do share
a concern with (1) design integrity and (2) sound deliberation and
judgments. After all, such programs fail immediately if their design
or the ensuing deliberation does not meet basic requirements, as
described below.

In addition, these engagement processes can be assessed in terms
of the outcomes their public events engender. Here, more varia-
tion occurs among different programs, and the third criterion thus
requires (3) influential conclusions and/or actions. For some pro-
cesses, it will be enough for deliberation to yield recommendations
that carry influence, whereas other programs will emphasize taking
direct action, whereby citizens not only talk but work together to
exert their influence.”

Finally, the greatest variation in purposes comes from the
wide range of (4) additional benefits for public life that delibera-
tive engagement processes hope to realize. Herein, I will consider
methods for evaluating a range of these, from beneficial effects on
individual citizen participants to broader impacts on the community
or even the larger political culture. I call this final criterion “second-
ary benefits” because it reaches beyond the immediate purpose and
impact of citizen deliberation, but nearly every deliberative enterprise
carries ambitions that extend outward in this way.?

The sections that follow consider these four criteria in greater
detail and suggest the effective means whereby one might assess the
accomplishment of each.



Criterion 1: Design Integrity

A high-quality deliberative engagement process gains its power partly
from the integrity of its development, design and implementation.
This criterion can be broken down into three more specific sub-
components:

1. Unbiased framing. The process by which issues are framed for
deliberation should be transparent, subject to open criticism by

all interested parties. The resulting issue frame should be a fair
representation of conflicting views and arguments. Even when the
organizers imagine that they have an undefined, “open” issue frame
(e.g., “political reform,” without specifying any options), it’s still
the case that they selected that issue and generated language to
describe it.

2. Process quality. The deliberative procedures themselves should
be developed in consultation with (or at least subjected to comment
from) interested parties, particularly those with different points of
view on the issue at hand, and the resulting process should be
consistent with the best practices for deliberation (e.g., rigorous ana-
lytic process for studying the problem and generating and evaluating
solutions, along with respectful and egalitarian relations

among participants).

3. Representative. The selection of citizen participants should give
broad opportunity to all potentially interested parties (excluding only
those with public offices or unusually high personal/financial stakes
n an issue). The resulting body of citizen participants (hereafter
called a “citizen panel”) should prove representative of the general
population and, in particular, include representatives from any per-
manent minorities (i.e., groups for whom public policy consistently
goes against their interests) and even smaller-numbered culturally
relevant identity groups (i.e., sub-publics or communities who seck
visible representation in any public deliberative body).

One can assess these design features through direct inspection
of relevant event and design records, along with interviews with
organizers and interested third parties. Specifically, I recommend the
following evaluation methods:

1. Evaluating the issue frame. Whenever possible, the issue frame’s



fairness should be evaluated before the deliberative body convenes
and reaches its conclusion. This way, evaluations will not reflect
reactions to the outcomes. A neutral third party (e.g., unaffiliated
university researcher or program evaluation specialist) can evaluate
independently, through inspection of project documents and proce-
dures, whether the framing process was neutral and transparent, but
ideally this process is evaluated by interested parties from all relevant
perspectives. The latter approach offers a more varied perspective on
the procedure’s fairness to the particular concerns of different
interest/advocacy groups.

2. Evaluating process quality. This follows the same basic protocol as
issue frame evaluation, with two exceptions. It is useful to get prelim-
inary process assessments before deliberation begins, but whenever
possible it is helpful to complement these with assessments during
and after deliberation. The actual implementation of the delibera-
tive procedures may shape the final evaluations thereof. To ensure
commensurate evaluations, it is also important to discuss with each
evaluator — including interested parties — the conception of delib-
eration underlying the process design. (This parallels the present
chapter’s effort to carefully define deliberation.)

3. Assessing representativeness. The final body of citizens who
attend the event (versus those who register or pledge to attend)
should be surveyed to determine their relevant demographic and
ideographic (attitudinal) characteristics. These characteristics can
then be compared against relevant census and survey data for the
targeted geographic/political region. This can be more expensive
when the target area does not have a readily available census or
survey profile, as in the case of a watershed, transit area, biozone or
other non-standard region.

Criterion 2: Sound Deliberation and Judgment

Beyond their process features, deliberative civic engagement pro-
grams should show signs of high-quality judgment. Thus, they
should produce the following outcomes:

1. Manifest disagreement. Public deliberation should include periods
of debate among the citizens (hereafter called “panelists,” as in the
instance of a “citizen panel”) on both questions of fact and more fun-



damental moral issues. The absence of such a clash would suggest
excessive consensus-seeking among citizens who surely have genuine
differences in experiences and values.

2. Supermajorities. Deliberative groups should be able to work
through their differences and often reach broad agreement when
assessing initiatives. Narrow majority views should sometimes grow
into large majorities, and minority viewpoints should sometimes
prevail.

3. Informed and coherent judgments. Citizens’ judgments should
develop in light of the information presented, the views put forward
and the careful, honest discussions among participants. As a result,
participants should demonstrate more informed and coherent views
on initiative-related issues after participating in panel discussions.
Participants should be able to give reasons for their views and should
be able to explain the arguments underlying alternative points

of view.

One can assess these outcomes through direct observation of the
deliberative process, complemented by systematic surveys and inter-
views with participants, event moderators and other
interested observers.

4. Assessing disagreement level. Systematic coding of an audio (or
preferably video, for ease of transcription) record of the deliberation
can establish whether disagreement took place. This can be comple-
mented with interviews of participants to determine whether they
subjectively experienced such disagreements and whether there were
any potential disagreements they chose not to bring forward (i.c.,
internally censored).’

5. Assessing supermajorities. This is assessed directly from the event
records when formal votes are taken by the citizen deliberators. In
all cases, it helps to survey the participants afterward, to find out the
degree to which they (privately) supported any final recommenda-
tions.

6. Evaluating judgments. The citizens’ final judgment should be
evaluated by a neutral third party, as well as interested parties, to
obtain their varied assessments of its soundness. In these cases (and



those where no final judgment is reached), it is also helpful to com-
bine an analysis of the deliberation with a survey of participants,

so that one can assess the degree to which the information and
perspectives provided in the event shaped citizens’ individual views
on the issue. In particular, post-deliberation citizens should be more
knowledgeable, have better correspondence between their views and
relevant facts, and understand the cons of whatever recommendation
they ultimately made.

Criterion 3: Influential Conclusions/Actions

Once implemented, successful deliberative processes should show
clear evidence of their influence on the policy-making process or

on the actions of the wider public. Depending on whether they
emphasize policy recommendations and/or direct action, effective
deliberative citizen engagement should produce the following results:

1. Influential recommendations. Deliberative engagement processes
should prove to be an effective mechanism for making a policy
proposal succeed or fail in light of the citizens’ recommendations.
Specifically, when a clear majority of panelists favour a particular
policy initiative, its chances of prevailing should increase, and the
reverse should be true when citizens oppose a policy.

2. Effective, coordinated action. Deliberative bodies that attempt

to generate change through direct action should be able to coordi-
nate their post-deliberative efforts to thereby change the relevant
voluntary actions taken by the larger public, which may indirectly
spark policy changes (depending on whether the citizens’ action plan
involves public policy change).

One can assess these outcomes through institutional, policy and
sociological analysis, which involves a history of the relevant policies
and public actions through examination of records and interviews
with officials, activists and lobbyists.

3. Assessing influence. This is a tricky undertaking because it is often
difficult to establish baseline probabilities of policy outcomes.* The
most effective approach is probably employing a third-party evalu-
ator who combines all relevant documentation with interviews,
preferably both before and well after a deliberative event. Long-term
assessment, in particular, could determine whether the influence of



the deliberative engagement builds (or erodes) over time.

4. Assessing action cffectiveness. The same basic methods apply to
action as to policy, with the emphasis shifting from policy analysis to
sociological investigation. The latter should entail large-scale longitu-
dinal surveys to assess public behaviour.

Criterion 4: Secondary Benefits

If deliberative processes are implemented and the evidence shows
that they are reaching sound and influential judgments and/or
transforming public action, that would be enough to warrant their
widespread adoption. Nonetheless, it is important to examine other
potential outcomes because many deliberative civic engagement pro-
grams stress the impact they have on the participants themselves, the
wider public or macro-level political processes. To give a sense of the
range of these secondary benefits in relation to governance, herein I
describe and suggest evaluation approaches for three: transforming
public attitudes and habits, changing the attitudes and habits of pub-
lic officials and altering strategic political choices.!

1. Transforming public attitudes and habits. In the long term, delib-
erative panels could transform not only their participants, but also
the larger public. Those participating in, engaged with or captivated
by the panels should report stable (or rising) levels of public trust
and signs of reduced civic neglect. Voter turnout in elections might
increase, and citizens should develop political beliefs (e.g., a sense of
political self-confidence) conducive to varied forms of public partici-
pation (e.g., attending public meetings, using public affairs media).

2. Changing public officials’ attitudes/behaviour. Citizen deliberation
could also change how public officials think and behave in relation to
the larger public. Government officials could develop more favour-
able views of the judgments that citizens make during deliberative
events. Officials should also demonstrate an awareness of the impor-
tance of citizen deliberation and come to respect panel judgments. As
a sign of improved leadership, elected representatives (and agency
officials) could also begin to step away from conventional public
opinion on initiatives in anticipation of deliberative panel judgments
to the contrary.



3. Altering strategic political choices. In addition, the public delibera-
tion could change the strategic choices made by political campaign
professionals during initiative campaigns. Panels will have succeeded
in transforming the electoral environment if initiative and policy
campaigns begin to focus more of their energy on addressing the
issues raised by deliberative panels (e.g., holding debates focused on
panel issues) and incorporating deliberative panel results into cam-
paign advertising. A more far-reaching effect of the panels could be
the emergence of routine pilot-testing potential initiatives with low-
cost varieties of “deliberative polling,” trying to understand how the
public will view the initiative after deliberating.'?

The methods of evaluation used to assess these secondary out-
comes would be as varied as the potential impacts themselves.

Measuring shifts in public attitudes and habits. One can assess
impacts on participants and the larger public through survey
research and inspection of election records (in those countries where
voting is not mandatory). Examples abound for what to include in
such surveys and how to assess it, but the best examples include
longitudinal assessment (to establish change over time), comparison
groups (to differentiate deliberation’s impact from those effects of
other social/political forces) and a wide variety of measures (e.g.,
breaking down efficacy into multiple sub-components, such as self-
efficacy versus collective efficacy, 1.c., a sense of effectiveness when
acting in a group)."?

4. Measuring changes in public officials’ attitudes/behaviour. To
assess changes in public officials, survey methods likely will fail,
owing to poor response rates conventionally obtained among elites.
Instead, one should assess these outcomes through interviews with
public officials and in-depth, longitudinal legislative and policy analy-
sis that compares processes before and after the deliberative civic
engagement, in light of other changes in the political/legislative
environment.

5. Detecting shifts in strategic political choices. One can assess

these outcomes through interviews with public officials, lobbyists,
campaign officials and political activists. This can prove especially
challenging, as it requires accessing internal strategic decisions (or
documentation thereof) within organizations whose interests may
not be well served by such investigation. If one can obtain such data,



however, it is possible to detect signs of the deliberative process
exerting its influence. For instance, policy initiatives that fail to pass
muster in trial runs (i.e., in the mock deliberative polls described
above) are subsequently withdrawn; this can indicate that antici-
pation of the eventual deliberative citizen engagement process is
causing more careful vetting of the proposals such a group might put

before policy-makers and the general public.

Conclusion: Integrating Evaluative Methods

Table 2 summarizes the preceding discussion and breaks down
evaluative methods into two columns. The first describes a “basic
evaluation” — those methods most readily deployed on a modest
budget and within a narrower time frame. The second column aug-
ments these basic methods with additional assessment tools, which
may require more labour, money and time. Whether the evaluation
requires more than a basic method depends on the resources and
goals, but it is important to recognize the limitations of the basic
evaluation approaches in terms of their reliability and validity.

In conclusion, it is important to consider how one integrates
these various evaluation metrics. That is, how does one move from
separate assessments of each criterion (or sub-component) to an
overall evaluation of the deliberative citizen engagement process as a
whole? This depends, again, on one’s conception of the project, but
the following approach will apply to many such programs.

Each of the three elements of design integrity count as pass-fail
elements, and a subpar evaluation on any one of these yields a nega-
tive summary evaluation of the entire process. That is, if any aspect
of the design failed to meet basic standards for integrity, the other
outcomes of the process are all suspect.

The three elements of sound deliberation and judgment should
be viewed as parts of a coherent whole, such that one arrives at a
single assessment of deliberation/judgment in light of each element.
The third of these might be most important (i.c., the coherence and
soundness of the group’s judgments), but this should be weighed by
how rich the disagreement was and how effectively the group could
move toward a supermajority. Outstanding performance on two
of these criteria might obviate lower performance on another, but
outright failure on either the first (disagreement) or third (quality of

judgment) should yield an overall assessment of program failure.



Criterion

Design Integrity

Basic Evaluation

Additional Evaluative Method

Unbiased
framing

Third-party document
inspection prior to
deliberation

Inspection by interested parties

Process quality

Third-party inspection of
procedure instructions
and direct observation of
process

Inspection by both third-party
and interested parties before,
during and after deliberation

Representative

Compare citizen
participant demographics
with census data

Conduct detailed survey of
citizens and target population to
check for differences in both
census and attitudinal variables

Sound Deliberation and Judgment

Manifest Direct inspection of Survey participants to judge
disagreement deliberation for signs of their subjective experience of
disagreement disagreement and check for
self-censorship of potential
disagreements
Supermajorities | Check final vote tallies Survey participants to learn their

degree of private support for
their public recommendations

Informed and

Third-party assessment

Inspection by interested parties

coherent of the citizens’ final and survey of participants’

judgments judgment in light of relevant knowledge/perspective
available information

Influential Third-party document Inspection by interested parties

conclusions/ inspection prior to

actions deliberation

Influential Third-party assessment Take longer-term assessments

recommenda- of policy impact to capture gradual/eventual

tions impact (or detect erosion of

influence)

Effective, Third-party assessment Inclusion of large-scale,

coordinated of impact on public longitudinal population surveys

action behaviour
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Criterion Basic Evaluation Additional Evaluative Method

Secondary Benefits

Transforming Post-deliberation survey Longitudinal survey (and
public attitudes | of participants analysis of voting records) for
and habits both deliberation participants

and wider public

Changing Interviews with public Legislative and institutional

public officials’ officials policy analysis

attitudes/

behaviour

Altering strategic| Third-party assessment Intensive interviews and

political choices | of changing political strategic document analysis
climate within policy-relevant

interest/advocacy groups

The influential conclusions/actions criteria are different in that some
programs will emphasize only one — or even neither — of these cri-
teria. All deliberative citizen engagement programs, however, should
orient toward one or the other to at least a degree, lest deliberation
become seen as “merely” discussion, disconnected from action. Even
then, poor performance on a program’s relevant influence criterion
does not impugn the entire exercise; rather, it suggests the need for
improving the component of the program that leverages influence.

Finally, assessment of secondary benefits stands apart from
these other criteria in that program success may not require evidence
of these impacts. If a program is well designed, deliberative and
mnfluential, these become “bonus” effects, not strictly necessary for
justifying the citizen engagement program per se. In the long run,
however, these secondary benefits could be of tremendous value for
a public and its political culture. A more engaged public, legitimate
institutions and responsible, deliberative politics could dramatically
increase the capacity for shared governance and public action and,
ultimately, yield much better public policy. Such potential impacts
should be assessed, for evidence of these changes could increase the
estimated value of deliberative citizen engagement, thereby warrant-
ing the time and resource expense it requires.
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The Canadian Experience:
Observations and Lessons from the
Canadian Health Sector

Brian Eng, Wellesley Institute

This chapter evaluates the effectiveness of community engagement
and public participation efforts in Regional Health Authorities
(RHAs) in Canada. An extensive review of the literature examining
public engagement theories and evaluative methodologies and inter-
views with health care and other social services practitioners helped
establish some common themes and directions in public engagement.
Though not meant to be comprehensive, case studies are included
that represent a more detailed investigation of particular public
engagement processes.

Because health care delivery is a provincial responsibility, RHAs
across Canada operate independently of one another. Even RHAs
within the same province have significant differences in approach and
methodologies. This is largely due to the fact that the legislation and
policies that are used by provinces to mandate community engage-
ment for RHAs are often very general in their requirements and
reporting frameworks.

The literature and interviews suggest that in regions where a
commitment to public participation in a health care delivery system
1s being implemented in a meaningful way, there is a growing con-
sensus about what constitutes an effective engagement, in terms of
both processes and outcomes. Outcomes are increasingly measured
by population health and patient-centred metrics such as increased
involvement in health programs and client satisfaction with health
care service. Common themes for effective processes in public
engagement are often defined using terms such as respect, diversity,
meaningful participation, accountability and equity.

A growing body of work in the field of community engage-
ment evaluation categorizes three types of evaluation — summative,
formative and developmental. Summative evaluations measure



the outcomes that are the end result of engagement exercises, such
as uptake of services, client satisfaction, better health outcomes.
Formative evaluations measure progress in achieving process-
oriented goals, such as participant satisfaction with the process,
appropriate information, meaningful dialogue, adequate repre-
sentation of community diversity. Developmental evaluation is

an emerging field that attempts to measure change and is used in
engagement efforts that are working on complex problems in which
outcomes tend to be unpredictable and goals, purposes, contexts and
so on may change as the engagement process develops. An example
1s attempting to measure the relative impact of particular processes in
moving toward change is the way systems function.

Summative evaluation has been used extensively in the health
care system — even prior to the advent of community engagement
processes. The metrics and indicators are well understood, and there
is a general consensus about how to apply them.

Formative evaluation is less well developed in public engagement
activities in the health sector. There are some promising initiatives
in this area and a growing body of practice in the health care and
other social services sector around evaluation of processes such as
stakeholder analysis, comprehensible information dissemination and
accountability. It is important to note that formative evaluations take
place regularly in engagement processes, albeit on an ad hoc and
often personal basis. Practitioners often point to the need for more
rigorous methodologies that can transcend personal and institutional
bias (both positive and negative) and where the tools and outcomes
are comparable across engagement activities.

Developmental evaluation is very much an emerging field and
1s not being addressed in any significant way in the health sector.
Engagement in the health sector is still driven mostly by the needs
of health authorities to deliver health care programs. While the
definitions of health care programs has expanded beyond access to
medical care and now includes programs to encourage healthy liv-
ing, the engagement processes are still driven by predetermined goals
and anticipated outcomes that lend themselves to summative and
formative analysis. However, as health authorities begin to grapple
with their role in looking at the broader social determinants of health
and the systemic changes required to make progress in these areas,
developmental evaluation will become increasingly important in



engagement processes.!
The case studies in this chapter will help to illuminate some of
these concepts and provide some indicators of common themes and

challenges.

Drivers for change

Since the mid-1990s, governments in Canada have been devolving
the responsibility for allocating resources in social services delivery
to community levels. The theory behind this action is that local com-
munities are better at determining their social service needs than
centralized bureaucracies. The relative merit of this approach is still
open to debate, but the process is well advanced in many areas.

With this devolution of responsibility has come a greater
emphasis on finding ways to involve the community members,
sector organizations and other partners in discussions and decision-
making about resources allocation. Public participation, community
consultation and community engagement have become important
cornerstones in the delivery of social services.

"Traditionally, community engagement generally meant inform-
ing the public about available services and encouraging them to
use those services. This is now being augmented by processes such
as roundtables, advisory committees, town halls and open forums,
where community members and stakeholders receive information,
discuss options, and sometimes have decision-making power about
the nature of services.

This is certainly the case in the health sector. Provincial govern-
ments across Canada are moving away from the model of directly
funding service delivery organizations such as community health
centres (CHGCs) and hospitals. They are establishing Regional Health
Authorities and local networks responsible for developing compre-
hensive service delivery programs. In many cases, the provincial
government requires these regional bodies to have a community
engagement strategy to inform and guide the development of their
plans.

The traditional method of public participation in health care
delivery was through involvement on the boards of directors of
self-governing institutions such as community health centres and
hospitals. These bodies were funded directly by the government and
may or may not have had other community engagement strategies to



develop their programs. A report commissioned by the Association
of Ontario Health Centres in 2006 indicated that this model was
changing significantly.

Across Canada, there has been a general shift in how public
participation in health care is being carried out. Community gov-
ernance has been shifting away from direct democracy of locally
elected community boards toward engagement through various
other mechanisms such as information sharing and consultation, and
by the establishment of community advisory committees, councils or
groups. From the perspective of governments, devolved authority to
regional structures and the encouragement of citizen participation in
planning and priority setting through these various means is seen as
moving health care closer to communities. But locally governed com-
munity health organizations and individual community members
see these trends as a movement toward more remote and centralized
governance. Although community engagement is being promoted as
a means to involve citizens in health care planning, empowerment of
local citizens (including the most vulnerable populations) achieved
through local community governance may be declining.?

Given the caution expressed in this report, it is clear how impor-
tant it is to have an evaluation framework of community engagement
to determine whether the goals of community involvement and
empowerment are being met.

Cape Breton

The Cape Breton District Health Authority (CBDHA) is one of nine
health authorities in Nova Scotia. It is primarily a rural catchment
with several medium-sized towns and an urban centre of 25,000
people in Sidney.

The Nova Scotia Health Authorities Act requires that each
District Health Authority (DHA) establish Community Health
Boards (CHBEs) to serve as the “eyes and ears” of the community.
This is a primary vehicle for public consultation and participation
in Cape Breton. There are six CHBs in the Cape Breton DHA that
cover a range of rural and urban catchments. Board members are
recruited through local advertising and word of mouth.

CHBs provide advice to their health authorities about the needs
of their community. Depending on the CHBs’ internal infrastructure
capabilities, this advice can result from internal board discussions or



public consultations such as community forums.

As well, CHBs distribute funding to community agencies imple-
menting DHA programs. They are required to report back to the
DHA about the use of those funds and the impact on health out-
comes in their community.

The Cape Breton District Health Authority (CBDHA) pro-
vides a summative evaluation across the district of this information
and makes it available to the public on its website. This evaluation
includes a description of key indicators of health and lifestyle out-
comes. A progress report is updated each year.?

One problematic process is the recruitment and retention of
CHB members. An ad hoc evaluation using an informal survey
method and conversations with existing and past board members
identified key issues such as volunteer burnout, transportation and
understanding the role of CHB members.

CHBs communicate with one another within each region and
across the province through a council of chairs, enabling them to
evaluate their experiences with other engagement processes that have
similar mandates. In fact, a new staff position — Community Health
Board coordinator — was recently established at the Cape Breton
District Health Authority after members heard about the effective-
ness of similar staffing components in other health authorities in the
province.

The CBDHA interviewee indicated that formative evaluation of
CHB work is on the agenda. At the moment, there are limited tools
in use, but additional tools are being contemplated. The interviewee
expects that the major challenges will be financial if the implementa-
tion 1s resource-intensive. It is assumed that there will be significant
support from senior staff and policy-makers at the health authority.
According to the interviewee, “They are not afraid of change.”

Winnipeg Regional Health Authority

The Winnipeg Regional Health Authority (WRHA) has a thorough
and well-researched Community Development Framework.* The
framework promotes the region’s organizational development and
facilitates networking, inter-sectoral collaboration, public participa-
tion initiatives and local area development. The framework defines
community, establishes a participation model and outlines methods
of public participation.



The WRHA offers the following rationale for having a compre-
hensive community development model.

Community development empowers people to have more
control over the decisions that influence their own health and the
health of their community through increasing personal control over
their own health behaviour change and by addressing the underly-
ing health determinants such as poverty, housing, or environmental
threats. The concept of empowerment is focused on achieving equity
in health and increased public participation in health program deci-
sion-making.

The public participation process involves six advisory councils
and dozens of place-based and program-specific working groups.
Rigorous evaluation determines whether the advisory councils are
representative of the community’s diversity. Potential advisory coun-
cil members are interviewed and asked to provide information about
themselves, including self-identification with minority or marginal-
ized groups. Advisory council members are chosen with a view to
the overall makeup of the councils being representative of the com-
munity. There is also an evaluation framework for the work of the
councils based on self-reported perceptions of the work and processes
of the group, as well as indicators of community interest in partici-
pating in the work of the councils. These reports are rolled up and
analyzed by staff to the health authority and reported to the WHRA
board.

The framework also outlines extensive evaluation tools for the
various working groups. These tools are used by facilitators to moni-
tor the progress of the group as it defines goals, begins to understand
1ssues, assesses participation and so on. This process has been in
place for a short time only and, at present, is used primarily by
the facilitators to track and refine processes. However, the WRHA
interviewee felt that standardizing the evaluation will help to create a
more general picture of the effectiveness of the community develop-
ment model once the resources are in place to do a full-scale rollup of
the information. The interviewee also indicated that one of the pur-
poses of the standardization was to find evaluative tools that fit with
models that are more prevalent and understood in the health care
community. In other words, to find models and tools that evaluate
qualitative factors in a culture that is more used to and adept at using
summative, quantitative tools.



An example of an innovative WRHA development is in their
work with other government departments and social service agen-
cies. The models and evaluative tools along with human resources
are now being made available as a part of an inter-sectoral collabora-
tion, and it is hoped that comparing outcomes across sectors will help
to refine the evaluative tools and the methods and processes of public
participation.

Saskatoon Regional Health

In many ways, Saskatchewan has one of the longest histories of
public participation in health care. When one staff member at the
Saskatoon Health Region was asked, “Why do you engage the pub-
lic?” they answered, “Because we are the province of medicare.” The
Saskatoon Regional Health interviewee reinforced this point by say-
ing that the region is itself as a steward of public funding and felt an
obligation to engage the public for effective resource allocation.

There is a legislative requirement in Saskatchewan to have pub-
lic input into the health care system. However, the province does
not monitor this except as a complaint-based system. The Saskatoon
Health Region has a clear Community Development Framework.?
Like many others, it has identified reasons for community engage-
ment that include encouraging community participation in health,
focusing on the creation of healthier communities and expanding the
understanding of factors that sustain health of communities. It also
identifies principles and methods.

According to the interviewee, there is very little rigorous evalu-
ation of the program as a whole. However, there is evaluation of
particular initiatives, primarily driven by external funders. The
example cited was of an Aboriginal partnership in which they will
be hiring an evaluator to assess the outcomes of the program and, as
how well important values such as respect, equity, integrity and so
on are being incorporated and to help drive the engagement process.

The Saskatoon Health Region realized that its advisory council
system seemed to be “floundering,” so it surveyed advisory council
members about what was working and what was not and asked
for suggestions about what could be improved. Implementing these
recommendations, however, has been hampered by a recent change
of government that has resulted in a “transition” period while the
government examines new bureaucratic processes. The interviewee



recalled that this kind of delay has happened in the past and offered
the opinion that formative evaluations of this kind are most use-

ful when they can be applied over time since they are intended to
measure progress rather than outcomes. The evaluations become
ineffective when there is constant restructuring and repositioning
of formats and methodologies that are the result of bureaucratic or
political imperatives rather than of the evaluations themselves.

The Saskatoon Health Region comprises both the urban cen-
tre of Saskatoon and surrounding rural areas. The interviewee
mentioned one rural community engagement focused on using
discretionary public funding to preserve a local acute care facility.
The questions were asked: “How do you evaluate that engagement
outcome against the fact that it seems relatively clear that the same
amount of resources put into programs for healthier living, coupled
with programs to reimburse transportation costs for medical care
in the nearby urban municipality, will result in better health out-
comes for the community as a whole? Are people not receiving the
right information? Are they not assimilating it?” In other words the
question that is being asked is how to evaluate whether or not the
engagement is meaningful.

The Saskatoon Health Region is keen on developing a bet-
ter understanding of community engagement and how it can be
effectively evaluated. To this end, it is involved with a Regional Inter-
sectoral Committee that has commissioned an evaluation of public
participation in social service delivery in the province.

Vancouver Coastal Health

Vancouver Coastal Health (VCH) includes 25% of the population

of British Columbia in an area that covers the city of Vancouver, its
suburbs and as far along the coast as Powell River. VCH has five
Community Health Advisory Committees: three are geographically
based, one works with the Aboriginal community and, in 2006,

a Palliative Care Community Reference Committee was established.
As well, VCH delivers numerous project-based engagement exercises
mntended to provide advice to the health authority on program
development.

In 2006, VCH hired a consultant to help staff develop evalua-
tion methodologies and tools. The resulting framework identified the



purpose of the evaluation as to “assess the practice (or process) of
carrying out community engagement processes and the impact (out-
come) that they have on VCH decision making”® The framework
also established a set of questions for consideration.

A set of surveys to be completed by participants and project
leaders at the conclusion of selected community engagement consul-
tations was created as an evaluation tool. Follow-up surveys are also
sent out. Several different templates have been developed for use in
different contexts.

The process evaluation is intended to evaluate a broad range of
process-oriented questions, including demographics and participant
motivation and satisfaction. Sample questions include “Did partici-
pants feel like their opinions matter to the organization?” and “Did
they have enough information to be able to contribute fully?”

The outcome evaluations have their own particular nuance in
that they are not evaluating program outcomes in the traditional
sense. Instead, they are being used to determine the value of commu-
nity engagement (CE) processes to particular projects. For example,
questions are asked to determine whether project leaders “feel that
the CE process was useful to their project outcomes” and what moti-
vates project leaders to “integrate a CE process into their project
work plan.”

The intention of the VCH staff has been to compile these
reports as part of their yearly reporting process. However, as with
many other engagement processes, it is a challenge to find the staff
time and other resources to properly systemize, collate and analyze
these reports. As the VCH interviewee put it, there is a constant
need to “do, do, do.” Time spent in evaluative work by department
staff can be perceived as time taken away from delivering the com-
munity engagement program.

Nevertheless, VCH staff do spend time in ad hoc evaluation
and process analysis as part of their ongoing work. This is a natural
part of the day-to-day discussions and collaboration among staff.
The interviewee did offer the observation that a more systematic
approach to collating the learnings from these evaluations might
prove valuable in bridging the culture cap between the community
development functions and the health care delivery functions. But
she offered the caution that any evaluative process needs to be used,
analyzed and understood in terms of the contexts in which engage-



ments take place. Any attempt to overly systemize evaluations in an
attempt to make them applicable across wide varieties of engagement
processes will likely result in failure due to receiving insufficient
information or the potential for misinterpreting information without
knowing the context.

St. James Town Initiative

One of the many things to be learned about evaluation from other
fields of community engagement practice in the health care sector is
the burgeoning field of Community-Based Research (CBR). During
the development of CBR projects, formative, process-based evalua-
tions are often used to define and often refine the purpose, scope and
methodologies of the project.

The St. James Town Initiative of the Wellesley Institute, for
example, was envisioned by its initiators as a research project that
would look at neighbourhood factors in newcomer health outcomes.
It is well known that new immigrants to Canada tend to be healthier
than the general population but that their health outcomes decline
over time. There is a general understanding about the drivers of this
phenomenon in terms of lower incomes and more difficult access to
culturally appropriate health care. The Wellesley Institute wanted
to examine neighbourhood factors in a distinct geographic area that
has a high immigrant population. North St. James Town in Toronto
was a likely candidate. The methodology mitially envisaged was a
qualitative study that would follow a select group of individuals and
families for a period of time using periodic surveys, focus groups and
so on. There was also an intention to do a quantitative study.

Staff at the Wellesley Institute began to work with community-
based organizations in St. James Town to recruit people for the
qualitative study and to seek input on the indicators. Almost imme-
diately, the community members engaged in an ad hoc formative
evaluation to determine whether they wanted to participate. The
Wellesley Institute was told that if the sole purpose of the engage-
ment was to learn more, then St. James Town community members
weren’t interested, concluding: “Our community has been studied to
death. What we need is action.”

The Wellesley Institute repurposed the engagement to include
an action component, evaluating the initial methodologies to deter-



mine whether they could result in action. They concluded that they
had to introduce some new, more participatory research components
that would allow community members to define early in the pro-

cess some areas of action that might be pursued as the engagement
proceeded. As a result, the first methodologies employed in the quali-
tative research were Photo Voice, Community Mapping and Concept
Mapping. This allowed participants to make an early identification of
neighbourhood factors that might be actionable.

Common Themes
Some common themes have emerged from the research.

First, the health care system is relatively adept at using sum-
mative, quantitative evaluations to assess the impact of community
engagement and public participation processes. It can look at pro-
gram evaluations, uptake models and so on to determine whether
health outcomes are improving as a result of engagement. The
indicators and metrics are reasonably well understood and agreed
upon. The evaluations have expanded beyond just access to medical
services and now include other elements of population health.

Second, it is clear that ad hoc formative evaluations take place
during many engagement processes. These are natural and often
unintended evaluations that occur because facilitators or partici-
pants want to know that their efforts are effective and valuable.
Interviewees and other practitioners have indicated that more rig-
orous formative evaluations would be valuable in assessing and
Improving engagement processes.

Third, as the health care sector moves into more complex
engagement processes that examine the larger systemic issues that
impact health outcomes, more complex evaluative tools will need to
be developed and used to assess the outcomes and processes of the
engagements.

Challenges
There are a number of challenges in evaluating community engage-
ment and public participation in the health sector, particularly from
the view of formative or developmental evaluation.

One challenge is that common definitions or formulations
of various key terms and components do not exist. What is pub-



lic participation in one place is analogous to civic engagement in
another and community development somewhere else. There are
no common definitions of key community, stakeholder, user and so
on. Goals and principles of community engagement vary from one
process to another. This occurs not only in the heath care sector but
across the entire field of community engagement and development.
Advances have been made in this area,” but further opportunities
exist to refine our definitions by collaborating across processes. One
benefit would be to move the formative evaluations from the ad hoc
and self-reported methods to more rigorous methods in which the
outcomes and learnings can be more easily shared across jurisdic-
tions and sectors.

Another challenge is that the more rigorous evaluations tend to
be resource-intensive. The long-term benefits of diverting resources,
particularly in the health care sector, from immediate problem-
solving into evaluation have to be clearly articulated. As well, the
level of funding required can sometimes be unpredictable at the start
of an engagement process. This is problematic for funders, who
require predictable costs.

On the cultural front, large institutions often resist new tools and
techniques. Without a champion of innovation within the institution,
there is a tendency to use what appears to have worked in the past.
There is also a resistance to evaluating for outcomes that appear to
be outside the scope of the engagement process. While strengthening
trust in democratic processes is regularly identified by practitioners
as a probable and desirable outcome of a successful engagement,
there is very little work being done by institutions to identify this and
to try to monitor outcomes. Community capacity building is also
often cited as a goal of community development and engagement
processes. But it is hard to find any indication that this is being moni-
tored or evaluated in any significant way.

There is also some resistance on the part of the participants in
the process. Many of the new evaluative tools are highly resource-
intensive in terms of both the time required from participants in the
engagement and from facilitators and evaluators. It also requires a
substantial buy-in from the participants. This can be particularly diffi-
cult if some individuals feel they have time constraints. There is also
a tendency to want to “roll up the sleeves” and work on the problem,
and people may not appreciate the value of regular breathing spaces



to evaluate where they are and where they might be going.

Conclusions

The health care system in Canada has undergone fundamental
restructuring in the last 20 years. There has been a greater emphasis
placed on public participation in developing and allocating resources,
setting priorities and creating programs. The degree to which this call
has been taken up has varied considerably across the country.

It is important to note that most health care authorities and
institutions are in the business of allocating resources, developing
policies and creating programs that address particular health prob-
lems. However, it must be recognized that many public engagement
processes (particularly those that genuinely involve grassroots com-
munity members) will tend to move beyond these limitations to
address the larger issues of public policy, community values, equity
and accountability, therefore:

Use a mix of evaluative methods

There are dozens of possible community engagement tools available,
ranging from public awareness programs to online surveys, focus
groups, public meetings, citizens’ assemblies, advisory councils and
community health boards. People will participate in these forums

by a variety of means. They may volunteer to be part of a process.
They may be randomly selected. They may be elected from their
communities or appointed by institutions.

Because of this variety of methodology, a variety of evaluation
tools must be available to determine whether the engagements are
effective. Traditional summative methods may be most useful for
groups working on particular programs. More formative evaluations
methods may be necessary to determine the effectiveness of those
engagements working to define values and priorities. Developmental
evaluations will be most useful in complex collaborative efforts seek-
ing systemic change.

Plan for evaluation

Evaluation needs to be addressed at the beginning of the process.
Particularly with formative and developmental evaluation; the
engagement participants should be involved in the planning process
from the start. Effective community engagement is an iterative,



evolving process, and regular evaluation of the process itself will lead
to outcomes that have greater impact.

Plan for different forms of evaluation for different types of
engagement and even for different stages in particular engagements.
Focus groups that are empowered to develop new programs may
need specific data sets and benefit from summative forms of evalu-
ation. Citizens’ assembly engagements may need to evaluate the
quality of information being provided to them as they go through
their process. Advisory councils may need to evaluate whether they
are representative of the community they speak for or work with.

Be flexible

Use the outcomes of evaluation to rethink priorities, directions and
methods being used. The impression that original goals aren’t being
reached shouldn’t be seen as failure. The engagement process may
be raising new questions, problems and solutions that need to be
explored further. Be ready to use different evaluative processes as
needs and directions change.

Learn, share and collaborate

Good practices, resources and even talent related to evaluative meth-
ods should be shared, both within the health care sector and with
the broader social service and community development sector. This
is particularly true in the use of formative and developmental evalu-
ation. These types of evaluation tend to focus on processes that are
experiential and often values-laden. The more we can begin to iden-
tify common definitions and methodologies, the more we will be able
to compare outcomes across different engagement processes. While
it is important to be able to nuance and adapt definitions and tools to
different contexts, it is also important to develop shared understand-
ings of broad-stroke concepts. This will lead to evaluative methods
and tools that will produce more meaningful learnings and improve
the effectiveness of community engagement and public participation.






The English Experience: Evaluating Patient
and Public Engagement in Health

Edward Anderson and Emily Fellen, Involve

“You will be involved. The local NHS [National Health Service] will
involve patients, carers, the public and other key partners. Those
affected by proposed changes will have the chance to have their say
and offer their contribution. NHS organizations will work openly

and collaboratively.”
— NHS Next Stage Review: Leading Local Change, May 2008

This chapter examines existing indicators used in England to mea-
sure meaningful engagement and public confidence in the health care
sector.! It also examines the challenges that exist in measuring patient
and public involvement in health and lessons that can be learned
from the British experience. Recommendations and conclusions are
drawn from a comprehensive literature review as well as interviews
with five leading engagement specialists in the health field, carried
out in late 2008. These experts are spearheading many of the initia-
tives to improve the quality of health engagement evaluation and
assessment.

Traditionally, the National Health Service (NHS) has afforded
very limited involvement to patients and the public. NHS culture
assumed that patients are passive recipients of health care services
and that their needs were best anticipated and managed through top-
down structures that left little room for meaningful consultation or
devolved autonomy. Today, that culture is changing. The desire to
sustain public confidence and a newfound recognition of the exper-
tise and experience of patients is driving calls for innovation and
reform.

Drivers for change
Three reasons explain the shift toward greater patient and public



engagement. First, across the wider public sector, the appetite among
civil servants for involving citizens in service design and decision-
making exercises has grown. This appetite stems from the practical
desire to improve the quality and responsiveness of public services,
and serves a secondary interest by connecting the experience of pub-
lic services to a broader democratic agenda. The drive for public and
patient engagement in health care should be viewed within this wider
context.

Second, a new focus on prevention and behavioural change has
emerged within the health sector in order to meet the needs of an
aging population, the rising cost of medical interventions and the
growth of complex chronic disease. Practitioners and health admin-
istrators have come to view enhanced engagement as an important
tool for encouraging behavioural change and healthy living.

Third, a series of widely publicized incidents required NHS
administrators to restore public trust in the health service and its gov-
ernance. An early example was the 2000 Kennedy Inquiry into the
high mortality rate at a children’s heart surgery in Bristol. Among its
recommendations, the inquiry’s report included no fewer than
10 recommendations aimed directly at the issue of public involve-
ment and empowerment.

Key developments and challenges

Legislative and regulatory changes have also had a powerful effect.
Since 2001, all health bodies in the United Kingdom have been
required to consult and involve patients in service planning and
operation. As of October 2008, these requirements were extended to
include relevant communities in assessing commissioning decisions.
The new duties, embedded in section 242 of the National Health
Service Act 2008, extend patient and public engagement from the
service delivery arena to strategic decision-making. Increasingly,
patients and the public are being viewed as full operational and
strategic partners in the provision of British health care.

Another key change has been the introduction of new structures
for engagement, such as Local Involvement Networks (LINks) set up
in early 2008. Designed to provide a link between citizens and ser-
vices, these networks are a vehicle for ongoing engagement. LINks
have been established alongside local councils. Unlike previous NHS
engagement structures that relied on artificial or unrecognized health



boundaries, LINks serve existing and well-established communities
and mntegrate easily with local governance structures.

But despite new on-the-ground infrastructure such as LINks and
a strong legislative mandate, the NHS faces difficulties in implement-
ing section 242 of the 2008 NHS Act. Little headway has been made
in gauging the uptake or success of these recent requirements.

Some existing indicators show troubling developments. For
example, public trust in NHS is in decline; the British Social
Attitudes Survey 2006 highlighted that just 12% of respondents had a
great deal of trust that the NHS would “spend money wisely for the
benefit of citizens.” The challenge of accurately and meaningfully
measuring the impact and quality of public engagement is not unique
to the health arena, although it does face its own particular obstacles.

First, any indicators of successful engagement need to take into
account the variety of organizations working within the health field;
good engagement practices at a commissioning organization are
likely to look quite different from the engagement practices among
service providers. There is also a considerable difference between
engaging patients in their own care and engaging members of the
public in policy-making or planning.

Second, the NHS has traditionally been driven by quantitative
targets and indicators based on clinical outcomes. These “hard” tar-
gets are not well suited or easily adapted to the qualitative and highly
contextual work of patient and public engagement. Not surprisingly,
many researchers and organizations have struggled to develop robust
indicators that can measure meaningful engagement outcomes.

Moreover, most efforts at engagement do not typically yield
immediately identifiable and causal clinical improvements. These
shortcomings can fuel a clash among clinicians, administrators and
proponents of engagement who argue that scarce resources should
be spent on these activities.

A third challenge is the relative novelty of engagement for the
NHS and the constant change of NHS policies, structures and priori-
ties, which has hampered attempts to evaluate and reflect on health
engagement structures. This bureaucratic churn has muddied the
waters and made it difficulty to properly evaluate the efficacy of
many programs and initiatives.

Together, these factors explain why a definitive framework
for assessing engagement has yet to be developed in the United



Kingdom, though efforts by the Healthcare Commission, the
Department of Health and the National Centre for Health and
Clinical Excellence are each underway.

The evaluation of health engagement in England
Drawing on interviews with individuals at the forefront of the
engagement in the health arena — and in particular with individuals
involved in setting up frameworks for evaluating engagement — this
section examines the extent and quality of evaluations of Patient and
Public Engagement (PPE) activity in England. It then looks at spe-
cific case studies and outlines several of the methods for evaluating
public engagement in health currently in use in England. It concludes
by elaborating on the themes emerging from the literature review
and interviews, and discusses what needs to happen in order for a
framework for evaluation to be most effective.

An appendix has been provided as a reference for those unfamil-
1ar with the structures and institutions of the NHS health system.

“Our strategic goal is now to have a government structure and a
framework that promotes local ownership of these issues. We want a
central framework and local organizations to work with it to develop
their own nuanced approach.”

— Interviewee

The interviews revealed widespread concern that the instruments
currently used to measure engagement in health in England are
largely meffectual. The Department of Health has yet to develop a
set of indicators for measuring the quality and extent of participation
in health care decision-making. Several interviewees stressed that
such an instrument would need to allow for the complexity of the
context, as well as the requirements and outcomes of a given activity.
An evaluation framework would need to be both quantitative and
qualitative. An effective framework would take into account the pur-
pose of each engagement exercise.

The current regulatory standard against which health services
measure their engagement activity is Gore Standard 17. Each year,
the NHS Trusts must assess their progress against the standard as
part of the Healthcare Commission’s Annual Health Check. Core
Standard 17 stipulates that “the views of patients, their carers and



others are sought and taken into account in designing, planning,
delivering and improving health care service.”

Currently the vast majority of Trusts declare themselves to be
meeting the PPE standard effectively. However, it has been argued
that this indicator is by no means comprehensive enough and is
therefore an insufficiently robust mechanism by which to measure
engagement. Self-reported outcomes, especially on a contested topic
such as engagement, are open to accusations of bias and manipula-
tion. Resistance to evaluation comes from a number of sources,
including managers who remain unconvinced by the merit of engage-
ment and who do not wish to be regulated on this, and also from
some engagement practitioners who worry that an overly prescrip-
tive and target-driven regulatory regime may do more harm than
good.

Others voice concern about the skewing affect of poorly
designed indicators that can create perverse incentives for administra-
tors and undermine strategic thinking.

“When it comes to indicators, I think that where a government
focuses its attention, people jump. But there is something very
double-edged about the distortion of resources. When talking to
PCTs [Primary Care Trusts] about whether they would buy a co-
production® model they might say ‘oh yes yes, but it doesn’t fit our
strategic priorities this year. They have those priorities either because
there is loads of money there or they are underperforming on that
target.”

— Interviewee

A robust evaluation framework must therefore be flexible enough to
take into account the context, structures and processes as well as the
desired outcomes. But it must also be sensitive enough to address
both the strategic directives defined centrally by the Department of
Health and the needs and abilities of front-line organizations.

“I think that nationally we can define the broad shape of the things
we want to look at, and it is then down to people locally in Primary
Care Trusts and local organizations to find individual ways of mea-
suring those for their local circumstances.”

— Interviewee



One of the strongest themes emerging from this research was the
huge variety of engagement scenarios and rationales; for example,
the distinction between engaging with the individual and with the
community. A clear agenda has emerged within the UK. health
service to grant individuals the power to make informed decisions
about their own health care plans. According to one of our inter-
viewees, this is a more urgent necessity than the need to involve
communities in strategic policy- and decision-making about services,
given that the NHS has historically been a paternalistic organization
that affords little knowledge and control to service users.

“There 1s a lot of evidence that engaging people as individuals in
their own health care can be effective, but there is very little evi-
dence that engaging people as communities can be effective. That
doesn’t mean that there 1s evidence that it isn’t effective. From a
U K. perspective, where much of the emphasis has been on collec-
tive engagement rather than individual engagement — although that
is beginning to change — the policy has been focusing on the least
evidence-based component and ignoring the most evidence-based
component.”

— Interviewee

Given the intricacies of engagement activities and the types of dis-
course surrounding the motivations for involvement, this chapter will
now consider three case study evaluations of engagement activity,
drawing on the indicators used for each. The case studies were cho-
sen to reflect some of the broad types of engagement activity in the
NHS and how best to evaluate them. At present, much of the useful
learning to be done around the evaluation of PPE in England can be
obtained by looking at evaluations of one-time engagement activities.
The first is an evaluation of a one-off policy consultation, the second
1s an example of how central targets are measured and progress
assessed and the third 1s an example of an evaluation of an engage-
ment structure as a whole.

Our Health, Our Care, Our Say
The Your Health, Your Care, Your Say process of 2005 was one of
the largest British listening exercises on health issues. It led to the



development of the Our Health, Our Care, Our Say White Paper, a
ten-year plan to make community-based services more flexible, tailor-
ing them to the needs of individuals and increasing patient choice
and control over treatments.® The listening exercise was evaluated in
late 2005. Its objective was to assess the extent to which the method-
ology employed to engage patients and the public met the objectives
of the engagement and to influence future engagement activities.

In many ways, this evaluation exemplifies how some one-off
engagement exercises are assessed. The methods included first-hand
observations of the events, as well as evaluation interviews with par-
ticipants, facilitators, policy-makers, stakeholders and organizers.

An evaluation scheme® was developed that included an
assessment of:

* public and participant interest in the outcomes of the listening
exercise and the subsequent policy

* the attitudes toward the exercise by those involved and the per-
ception of the importance of the exercise by participants

* the trust that participants had in the process.

The process was successful in some regards, such as the positive
evaluation by participants, organizers and policy-makers; the flex-
ibility of the process to the findings gathered; and the commitment
and integrity to the exercise displayed by those involved. The effec-
tiveness and quality of follow-up exercises worked less well, and the
evaluation also found a lack of transparency in linking the outcome
(the White Paper) to the activities of the participants.

This evaluation is interesting because it not only assessed the
consultation in terms of the design of the exercise and the hard
outcomes (e.g., the policy itself), but it also considered the “soft out-
comes” (e.g., participants’ attitudes to the process and the degree to
which they felt they were engaged). Clearly subjective outcome mea-
sures, such as public confidence in the process and attitudes toward
health-care organizations before and after the exercise, are important
metrics of success.

There are important distinctions between evaluating one-off
engagement activities (such as a consultation — with clear boundaries
and constraints) and evaluating ongoing engagement activities (such
as LINks) that are more nebulous in character. As a one-off engage-



ment activity, the Our Health, Our Care, Our Say initiative relied
on a straightforward evaluation framework, and one that can be
adapted and used again for other closed consultation activities.
Evaluations of ongoing activities that need to take into account
more complex causal relationships require a different framework.
The ongoing work of Primary Care Trusts (PCT5) in public engage-
ment, for example, must be evaluated using a more flexible approach
that takes into account progress over time, the context such as the
institutional cultures, and the regional differences among the Trusts.

Evaluating PCT engagement activity

In late 2008, the Department of Health launched a program for
“world class commissioning” to enable all PCTs to make the best
commissioning decisions for their communities and patients.
Traditionally, commissioning decisions were made on the basis

of clinical merit by experts without public or patient input. Now,
PCTs will be held to account under an assurance system developed
alongside the program. These metrics are instructive of the range of
measures likely to be used more widely across the NHS to assess
progress toward central targets on engagement. The commissioning
assurance handbook” states that a PCT’s abilities to engage will be
assessed across three elements — outcomes, competencies and gover-
nance — using techniques such as self-assessment and feedback from
partners. Some of the indicators and evidence outlined in the hand-
book are listed below.

What the PCT would need to demonstrate

Indicator
(examples)

Influence on local e The PCT has strategies in place for communicating

health opinions and effectively with the local population

aspirations * Agreement from stakeholders that the PCT has
shaped the opinions and aspirations of the local
population

Public and patient eThe PCT has a strategy in place to engage patients

engagement and the public and is able to demonstrate the
effectiveness of this strategy through evaluation
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ePatient and public information is used to directly
impact on quality and improvement
eThe local population agree that their views are

listened to
Delivery of patient eThe PCT can demonstrate that the commissioning
satisfaction decisions are driven by patient feedback®

Note that the metrics cover three types of indicators: formal require-
ments (does the Trust have a policy at all?), subjective stakeholder
measures (what do the Trust’s stakeholders think?) and impact mea-
sures (did the Trust’s engagement actually impact on decisions?).
These three measures rely on different approaches to capturing data.
The example above illustrates an approach to assessment that is com-
mon whenever progress against central targets needs to be measured.

This framework also encourages individual Trusts to select local
outcomes. It does not, however, allow for much depth of understand-
ing of the “soft outcomes” or the context of the process. It leaves little
room for examination of the organizations’ motivations for undertak-
ing engagement or the contextual factors in place.

The next example outlines an attempt to produce a framework
for evaluation that takes into account the specific context of the
activity and the anticipated outcomes that might be particular to an
organizational or regional level.

Patient Advice and Liaison Service (PALS) Evaluation
A 2008 evaluation of the national Patient Advice and Liaison Service
(PALS) program assessed how far PALS has contributed to changing
NHS culture by putting patients and service users at the centre of
service planning and delivery. To conduct their analysis, the research-
ers used a “realistic evaluation framework ™

Realistic evaluation is designed to provide a middle way between
traditional experimental methods of quantitative inquiry and less
reliable qualitative techniques. The analysis allows for some hypoth-
esis testing based on anticipated self-reported outcomes. Taking
contextual factors into account can enable causality to be ascer-
tained between soft (attitudinal) and hard (policy) structural changes
derived from the program.'* This kind of assessment is particularly



useful when an entire engagement structure is being reviewed as
opposed to one-time exercises or limited target areas. The case study
methodology employed in the evaluation (alongside various other
methods of inquiry) allowed for the mapping of varied and intri-
cate causal pathways; case studies were examined in order to test
whether the contextual factors and mechanisms in place would lead
to anticipated outcomes. The main task was to assess whether the
context hindered or enabled the mechanisms in place to exert change
and result in anticipated favourable outcomes. This type of evalu-
ation places the engagement intervention squarely into the context
in which it operates and tries to untangle soft and hard structural
changes. It is particularly useful when an entire engagement structure
1s being reviewed as opposed to one-off exercises or limited target
areas.

The research team used the same framework identified in
the Department of Health’s national core standards for PALS.
Anticipated outcomes were drawn from the following criteria:

 PALS is identifiable and accessible to the community served by
the Trust/PCT.

* PALS will be seamless across health and social care.

* PALS will be sensitive and provide a confidential service that
meets individual needs.

+ PALS will have systems that make their findings known as part
of routine monitoring in order to facilitate change.

* PALS enables people to access information about Trust services
and health and social care issues.

* PALS plays a key role in bringing about a culture change in
the NHS, placing patients at the centre of service planning and
delivery.

» PALS will actively seek the views of service users, carers and
the public to ensure effective services (DH, 2003a)."!

Recommendations

The interviews and literature review confirmed that the NHS in
England is not conducting PPE as effectively as it could be. Changes
to the way health engagement is evaluated and regulated are needed
to increase the benefits to the NHS, patients and the public. In spite
of the absence of an exhaustive evaluation framework in England,



there is much work that can be done to work toward this aim. This
section considers what needs to be in place to make evaluation of
this activity truly meaningful.

The need to develop shared definitions

Key concepts such as “engagement,” “participation” and “commu-
nity” are poorly defined across the health sector. Without shared
meaning, the measures and indicators used to assess them will not be
replicable or comparable.

Proven value

The benefits of PPE to the health sector must be clear and proven.
Health professionals rely on evidence-based clinical research.
Research on patient engagement has made important strides, but
research on the benefits of community engagement in health plan-
ning and systems design lag behind. Despite the inherent challenges,
PPE must work to establish its credibility within this paradigm.

The importance of stability

It is vital that systems in place for securing PPE are given the time
to establish themselves and operate under frameworks and mandates
that have been clearly articulated to enable early and continuous
evaluation. As this chapter has outlined, there has been plenty of
mnovation in this area, such as LINks replacing the Patient and
Public Involvement forums. However, there is the danger that the
regular transformation of services can lead to a lack of consistency
in delivering PPE, and can often result in previous learnings being
forgotten or needlessly having to be rediscovered.

A culture shift required

A commitment to PPE must become commonplace within the NHS.
"To achieve this, PPE must be embedded in processes such as con-
tracting services and commuissioning cycles. It needs to be entrenched
as an ethos within the NHS rather than being paid lip service through
one-time engagement activities. PPE should be seen as a way of work-
ing and ought to be built into all stages of decision-making rather
than tagged on to the end of a process as an afterthought.”? One-time
engagement activities are easier to evaluate, but a more complex
framework of PPE will be required to enable this cultural change.



Given the varied work going on in PPE, there is a real need
to share learning within and between institutions. The health care
sector could learn much from the community engagement activi-
ties of the social care sector. Organizers of community engagement
initiatives might do well to draw upon some of the learning from the
innovative techniques currently being developed in patient-led ser-
vice design.

“I think there are some very inspiring practices probably in the learn-
ing disabilities field around people’s own budget for care. It is almost
where big commissioning meets little commissioning and I don’t
think PCTs know how to do that. They have £X million pounds
worth of hospital, so how do they package that up into discrete units
for a person with diabetes? That would be interesting to think about
and could be inspiring.”
— Interviewee

Internal development

Any regulations or evaluation frameworks need to be accompanied
by development and training for staff. At present there are big deficits
in the ability of services to deliver effective PPE practices. The roles
of patient and professional are changing, and these new understand-
ings need to form part of the training of health professionals. Some
commentators have stated that before community involvement

in decision-making is measurable, we need to address the imbal-

ance of power in individuals’ day-to-day dealings with the NHS.
Involvement needs to begin with the core interaction between patient
and practitioner. One interviewee stated that efforts to measure com-
munity involvement in health have so far been unsuccessful and that
it 1s far easier to measure individual empowerment in care planning
than an acute care area.

Once these needs have been met, a framework for evaluation
would need to incorporate experiential, qualitative data and analyze
outcomes of activity while remaining flexible enough to be appli-
cable across the different institutions and their varying agendas. As
we have seen, it is possible to deliver an evaluation of a one-time
program, which remains tailored to the context and purpose of the
engagement activity. This was achieved in the case of the PALS eval-
uation, which used a “realistic evaluation framework” that focused



on context and qualitative data. Because this is a theory-laden
approach that requires significant development and alteration before
and during the process, logistically it would be difficult to apply

to national or ongoing evaluation. The assumptions behind this
approach could, however, be drawn upon. For example, a framework
for analysis should take into account the contextual factors such as
the amount of senior-level support for engaging patients and the pub-
lic, the community served by the organization, or the amount of time
and resources ring-fenced. Outcome indicators for PPE are unlikely
to be set in stone because of the intricacies of a given situation, so

an evaluation framework must allow for flexibility in the choice or
design of these indicators by the institutions being evaluated. In
particular, it is important that local NHS structures are able to adapt
their success measures to what matters to their local participants.

From the interviews it is clear that the work completed so far in
evaluating engagement in health must not go to waste; any national
evaluation framework needs to incorporate existing measures and
metrics. As this chapter has stated, in England, we are currently
at the stage where the Department of Health is working through a
series of existing data sets in order to identify indicators under the
broad headings of engagement and involvement. The Department of
Health 1s about to begin a procurement process for consultancy time
to take this further. Time will tell whether the outcome of this pro-
cess will lead to a flexible, responsive yet comprehensive framework
able to incorporate the experiential and qualitative data so vital to
understanding quality in this area. In many ways the coming years
will be critical in the future direction that PPE in health takes, in
large part based on how the NHS chooses to measure success.

The five experts consulted for this chapter were all unanimous
in their feeling that currently there are no robust indicators or mecha-
nisms for measuring good-quality engagement. This is due in part
to a lack of research in this field, but also results from the ever-devel-
oping nature of PPE and the lack of support for the process in some
sectors of the NHS. Moreover, the nature of PPE as a sometimes
organic and complex phenomenon makes it a difficult subject matter
to evaluate. This means that there is urgent need to develop shared
understandings of the key concepts so they can be broken down
and organized into methodologically sound, comparable indicators.
Despite the early stage that we are at in England at developing our



indicators of engagement, there are some transferable lessons to be
learned. This chapter concludes by highlighting three of the key prin-
ciples for an evaluation based on the learning gathered through the
interviews and literature review.

Evaluation should be holistic
“Everything that can be counted does not necessarily count; every-
thing that counts cannot necessarily be counted.”

— Albert Einstein

Although targets have clear benefits in driving up performance in
certain areas, easily measurable targets can lead to box-ticking
exercises. An evaluation should therefore take into account the wider
impact of engagement at an individual level as well as an institutional
level. Measures of success need to be focused on outcomes that
matter to patients and the public and not what is easy or expedient
to measure.

Evaluation should be grounded in the given context

An evaluation should also take into account the structure and the
context of an organization. Who supports engagement within the
organization? How much does the PPE feed itself in the day-to-day
delivering and commissioning of services? The following is a
useful formula for examining whether a process was tailored to the
situation:

+ ++ =@

This framework highlights that the process indicators (effectiveness,
appropriateness and satisfaction with the process) are only part of the
overall picture. A meaningful evaluation needs to consider how and
why the purpose was set, the context in which the engagement took
place and the needs of the various stakeholders involved.

Evaluation should be patient-focused
In order to assess the effects of engagement, an evaluation should
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take into account the voices of those who were involved using
measures and indicators that make sense to them. Do they feel that
anything changed as a result of the process? Would they undertake
the activity again? This requires the use of qualitative techniques
alongside more robust data in order to understand experiential com-
ponents of engagement. A failure to do this risks creating structures
that tick boxes for civil servants in Whitehall but that fail the patients
and public they were set up to support.

Conclusion

This chapter has examined the extent and quality of the evalu-
ation of engagement in health practices in England today. It has
highlighted some of the transferable lessons from the experience in
England, including the standards that need to be in place before a
regulatory evaluation approach can be successful. The criteria for
evaluation presented in the previous section have emerged in part
through the themes prevalent in the interviews with U.K. specialists
in this field, and also by drawing on Involve’s experience of health
engagement and evaluation.

The systems in place in England for measuring effective patient
and public engagement are not yet effective. Trusts are measuring
themselves favourably against the current standard in place, but
this indicator does not facilitate sophisticated measurement and
evaluation of practices and outcomes. The case studies in this essay
outlined some of the approaches that have been used to measure the
impact and effectiveness of engagement in the British health care
system. Given the abundance of variables, from different types of
engagement methods and motivations for engagement to the differ-
ences between national and local organizations, it will be difficult
— but not impossible — to develop a method of evaluation flexible
enough to be used on multiple occasions so that standardized com-
parisons of engagement exercises can occur. At least in the context
of health care in England, evaluation should also offer more than an
account of engagement. Evaluation should drive good practices in
the NHS through training and development in the field of public and
patient engagement.



Organisation

Department of
Health

About

The Department of Health is
responsible for setting the standards in
health care and the allocation of
resources across the country,

Evaluation activity

Undertakes consultation on policy
change and strategy, provides
arms-length funding to regulators
and the NHS centre for involvement,
commissions independent bodies
to conduct research and evaluation
of engagement.

The Healthcare

The Healthcare Commission2 is the

The annual check currently

Commission English independent regulatory body includes an assessment of how
that conducts annual checks of NHS well organizations fare against
organizations by cross-checking Core Standard 17 of the NHS Act
declarations made by NHS Trusts 2006, which states that patients
against other forms of evidence such and public should be involved in
as third party commentaries.3 decision-making.

NHS Centre for The NHS Centre for involvement was The centre works with the NHS

Involvement established in 2006 as a key body in and other organizations in
the developing and establishment of supporting a culture of
effective involvement and engagement | engagement and developing tools
practice in the health field. Funded by to support open dialogue and
Department of Health. involvement.

Primary Care These Trusts manage the primary care | Trusts’ commitment to

Trusts services in a local area and decide engaging with patients and the
which health services a community public is assessed in the annual
needs. They are responsible for all first | self-assessment under Core
point-of-call services such as GPs, Standard 17.
dentists, opticians and pharmacies.

These Trusts make up a large
proportion of the health service,
receiving 80% of NHS funding.#

Local These local networks will assist NHS Provide a pool of stakeholders

Involvement provider organizations in engaging with | that services might want to

Networks the local community by providing a engage with, also have the power
network of individuals and voluntary to gather information in order to
and community organizations. LINks hold services to account.
replace the earlier Patient and Public
Involvement forums.

Patient Advisory | PALS work across organizational This service is subject to scrutiny

and Liaison boundaries to provide advice and under a set of core national

Service (PALS) information to patients. PALS liaise with | standards and an evaluation

the relevant departments and
organizations within the NHS. The
service is intended, not only, torespond
to queries and requests for information
but also to relay these concerns to the
relevant services, identifying gaps and
room for improvements.

framework.
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Learning from the LHINs
Beth Kapusta, John Grant and Chi Nguyen, MASS LBP

In a small Northern Ontario community, a group of seniors met with
health service providers and representatives from their Local Health
Integration Network (LHIN) to discuss the Aging at Home Strategy.
At this session, seniors reported having difficulty getting to their
appointments at the local clinic. The problem was scheduling.

The special bus service that transported seniors to their appoint-
ments operated a limited number of days per week, making it
difficult to coordinate appointments with available transportation.

The clinic’s scheduling assistant was surprised to hear about the
transit issue. It was the first she had heard about the problem. The
transit operator also regretted the situation but was already stretched
to capacity. The scheduling assistant assured everyone that she could
change the clinic’s booking schedule to give preference to seniors
when transportation was available. This issue and a very simple
solution might never have been found if the LHIN had not brought
people together to discuss services.

This story is one small example of what Ontario’s 14 LHINSs
have discovered over the past three years: community engagement
enhances our understanding of community needs and can often lead
to greater efficiency and better outcomes.

This chapter explores the efforts of three LHINS to engage their
communities. It is based on a series of interviews with the directors
of planning, integration and community engagement and their senior
consultants. We thank Nancy Sears and Julie White of the South
East LHIN, Kim Baker and Sandi Pelly of the Central LHIN, and
Laura Kokocinski and Kristin Shields of the North West LHIN for
their insights and time.

Their observations help us to understand how their efforts to
engage their communities are evolving. As they continue to refine



their work and explore new methods of engagement and evaluation,
each LHIN has established its own distinctive approach.

The North West LHIN

The North West LHIN extends from west of White River to the
Manitoba border and from Hudson’s Bay south to the United
States. Among the LHINS, the North West has the smallest popula-
tion spread over the largest geographic area. The distribution of its
population makes it difficult to reach out to the public. Nevertheless,
the North West’s many small communities are very clear about their
concerns and priorities. The North West LHIN understands how
important it is that the public can express those concerns and feel
heard.

According to Laura Kokocinski and Kristin Shields, initial
efforts to inform the population about the North West LHIN quickly
became interactive as members from each community came forward
to share their perspectives on the quality and accessibility of care in
the region. In short order, these consultations began to focus on iden-
tifying service gaps and prioritizing improvements.

The North West LHIN has developed several community
partnerships, but because the population is thinly distributed, these
initiatives often involve smaller discussions, roundtables and advi-
sory groups. Shields notes that the North West LHIN has “tried
larger forums, since that is the best way of reaching the greatest
number of people. But it doesn’t work very well when you're dealing
with sensitive topics. People tend to be more honest when you are
talking to them directly in smaller settings.”

The North West LHIN has also developed an email distribution
list that includes more than 1,000 names so that it can quickly garner
feedback on important issues. It has also identified local community
champions who can assist the LHIN to access remote and marginal-
1ized communities. The LHIN is careful to check this input against
the contributions of other stakeholders. It has also developed a feed-
back survey, which it uses to evaluate many of its public meetings
and track their success over time.

The North West LHIN has also sought to deepen its rela-
tionships with Aboriginals, francophones and seniors, and it has
employed specific engagement strategies for each.

The North West LHIN has shown that it is committed to work-



ing with citizens, and its many initiatives have influenced the work of
other LHINSs across Ontario. However, as Kokocinski explains, the
most important measure of their success is the response the North
West LHIN receives from its community: “To hear the population
say we are getting this right is our reward.”

The Central LHIN

The Central LHIN covers an area that spans some of Canada’s fast-
est growing and most diverse postal codes, immediately north of the
HWY 401 to the rural farmlands south of Lake Simcoe. The Central
LHIN began its efforts at engagement with a series of community
roundtables for residents and health service providers. According to
Kim Baker and Sandi Pelly, the Central LHIN has worked especially
hard to engage with health service providers across the region. In
their view, health service providers have special and largely untapped
msights about the needs of patients and the wider community. The
LHIN has tried to ensure that these front-line perspectives are used
to inform policy development.

The Central LHIN prefers to invest in community engagement
by supporting the efforts of service providers to develop their own
engagement initiatives. Baker points to the work she has recently
done to begin developing community engagement plans for the
region’s hospitals. The Central LHIN prefers to work with its
service providers in part because of the challenges associated with
reaching out to such a large and growing population of 1.6 million
residents. According to Baker, “The Central LHIN has 30 staff in
the office and we simply do not have the ability to get out and talk to
as many people as we’d like. We work with our service providers to
help make these connections happen,” says Baker.

Central LHIN staff understand the importance of relationships
to their work. “We want to get meaningful feedback as opposed
to going out and telling people who we are and what we do.” The
LHIN has worked to develop relationships with the leaders of many
key communities. It relies on these leaders to accurately represent the
interests of their communities and again helps to manage the
challenge of engaging such a large and diverse population. As a
result, Pelly describes her job as “half networking, half stakeholder
relations.”

The Central LHIN also understands that engagement is a two-



way street. As Pelly explains, “Effective engagement occurs when
people see that their concerns are being validated.” To this end,

the Central LHIN has also used open houses and roundtables to
facilitate discussions between citizens and health service providers,
and recognizes the potential of these citizen-to-expert exchanges.
Additionally, the LHIN has from time to time used surveys, focus
groups and open meetings to assess public sentiments on particular
issues.

Ultimately, Pelly notes that the “challenge is to sustain a bal-
ance” between engaging with experts, stakeholders and the public at
large. This balanced approach fits well with the needs of the region
and the current capacity of the LHIN. In the future, Central plans to
pursue more elaborate and direct community engagement processes.
According to Baker, this is all part of meeting the demands of the
LHIN’s mandate. The goal is “to make engagement purposeful and
meaningful for everyone.”

The South East LHIN

The South East LHIN recognizes the value of engagement for boost-
ing health outcomes. It views citizens as an important source of
feedback concerning the performance of the region’s health services.
It acknowledges that until recently, this important resource has gone
largely untapped. Nancy Sears and Julie White both want to develop
more systematic and ongoing engagement opportunities that provide
regular information to health planners while restoring trust in the
health system.

Like many of their peers in 2005, the South East LHIN
embarked on an extensive process that saw their CEO and chair
travel to dozens of information and listening sessions throughout the
region. Since then, the South East LHIN has initiated a much wider
range of one-on-one citizen discussions and has conducted many
focus groups to assess public sentiments on a variety of issues.

In early 2008, senior staff embarked on an engagement process
of delegated decision-making. The result was the Citizens’ Regional
Health Assembly (CRHA), which brought together almost 100 citi-
zens and practitioners for two days to generate the LHIN’s vision.
As White explains, “This was a big step for us because it required
us to surrender control for the very principles that would guide our
work as an organization. But we thought it was important to



demonstrate that we really were listening, and we wanted to show
that we were taking the public’s input seriously. Delegating the devel-
opment of our vision to a group of citizens and practitioners was a
powerful gesture that should illustrate our commitment to commu-
nity engagement.”

The South East LHIN recognizes that developing a systematic,
ongoing approach to engagement and fostering a “listening” culture
takes time and a lot of work. But the LHIN is confident it has made
significant steps in this direction. Following the Citizens’ Regional
Health Assembly, the LHIN sent the final report to each of the par-
ticipants, along with a document that responded to questions that
were not answered during the Assembly process. For Sears, this was
an important gesture and one that the participants appreciated. She
sees this commitment to detailed follow-up as an important bench-
mark for future activities.

The South East LHIN 1s working to make better use of the
knowledge and experience of its health service providers and connect
these insights with the needs and priorities of the public. It believes
that more innovative forms of engagement are essential to brokering
deeper and more meaningful connections to its community and its

stakeholders.

Learning and Knowledge Sharing among the LHINs
Leaders at all three LHINS stressed the importance of sharing knowl-
edge and continuous learning. The Ministry of Health’s Gommunity
Engagement Health Planners’ Toolkit is widely viewed as an effective
and useful resource, but many wish that more advanced materials
were also available. Specific guidance on the fitness of particular
tools to different engagement challenges would also be valuable.
Although the LHINSs were established to address local concerns,
they recognize how important it is to maintain close links and learn
from each other’s efforts and experiments. Currently, these efforts
are shared anecdotally but several people expressed a desire to see
more opportunities to regularly review the range of their work.
According to Sandi Pelly of the Central LHIN, video conferenc-
ing may be an effective way for staff from different LHINS to share
their knowledge and experiences. “I really enjoyed a Ministry of
Health video conference that over 150 people attended. Each LHIN
contributed at least one video and we heard from speakers from



across the province. It really got people thinking and excited about
what was happening in each other’s backyards.”

The LHINS are also keen to connect to national and
international fora where they can learn from and contribute to con-
versations concerning new methods for community engagement.
They expressed admiration for some of the progressive Aboriginal
initiatives underway in Western Canada as well as for the work of
Vancouver Coastal Health, a much respected pioneer in this field.
Some LHIN staff members have completed the public engage-
ment program at California’s Fielding Graduate University and
almost all are involved with the International Association for Public
Participation (IAP2).

Defining Success

The LHINSs recognize that transparency and reciprocity are essen-
tial components to effective engagement. As Sandi Pelly points out,
“Engagement only becomes effective when people begin to see that
their concerns are being heard.” For Nancy Sears, “engagement is
about creating an opportunity for citizens to make a real contribution.”

Successful engagement processes should help foster a sense of
respect for the complexity of many health issues. They should help
citizens and stakeholders to better understand the trade-offs and
difficult choices that often must be made by health system adminis-
trators.

As Laura Kokocinski puts it, “Word of mouth is important in a
small region. If we are doing well, people will come back. When we
did our Integrated Health Services Plan, we went back to our com-
munity and mnvited the people who had originally participated to vet
the document. We heard that we had listened because they could see
their words in the document.”

Her colleague Kristin Shields expresses a similar sentiment: “I
think you validate the findings of a report when it comes out and
people say, ‘I can see my voice reflected in here,’ or ‘this really sums
up what I said.”

When it comes to designing a public event or meeting, the
LHINs have learned about the many factors that contribute to its
success. The timing of events, the choice of venue, who is invited,
how they are invited, how exercises are structured, how discussion
groups are formed and facilitated and how much free time is avail-



able for participants to socialize and get to know one another are
just some of the many important components. They also noted that
clarity about the scope and objectives of each engagement exercise is
crucial to determining good event outcomes.

The LHINS also recognize the importance of strong commu-
nication skills and instincts. According to Julie White, “You need to
present information in language that people can understand. I've
been in rooms where it’s been impossible to understand what doctors
and other experts were trying to say. Everyone needs to feel comfort-
able and then people will want to be engaged and contribute to the
conversation.”

But Laura Kokocinski of the North West also cautions that
LHINs should work to foster the autonomy and capacity of their
stakeholders: “At the end of one session, people said, “This is just
excellent! We’ve never been at a table like this before, and they
started solving problems among themselves. They asked us to come
back and facilitate another meeting. We said, ‘No, we do need to do
that. If you feel it’s important enough to get together for more discus-
sion, we'll support you, but we don’t need to be involved for you to
carry on this conversation.”

The LHINS are also mindful to recognize that success can also
come from failure or mistakes. “Every time we do a community
engagement, we're always learning from our past,” notes Kokocinski.
For instance, “We have learned that in smaller communities, we can-
not compete with something like the NHL finals.”

Lastly, as the LHINs become more established partners in
community health care provision, their ability to sustain long-term
relationships will become even more important. According to Nancy
Sears, “It’s about building confidence and managing expectations,
and over the long-term working in a way that earns respect.”

Evaluating Engagement

Leaders from each LHIN expressed a desire to improve the quan-
titative and qualitative measures to assess their engagement efforts.
Routine quantitative measures capture data such as the number and
diversity of participants, as well as their satisfaction with a given
meeting or program. More difficult to quantify is the cumulative
effect and comparative benefits of many different meetings, or par-
ticular engagement strategies.



Currently, the LHINS rely on surveys and response forms as
the most common format for evaluation. These surveys are used
to assess how participants feel about being involved in an engage-
ment process. Surveys can also be used to determine which parts of
an engagement process participants felt were most effective, useful,
informative or enjoyable. Surveys can also provide insight into the
private thoughts of participants, which may, in some cases, be differ-
ent from the thoughts and concerns expressed publicly in plenary or
small group sessions.

In addition to monitoring the feedback from response forms,
Kristin Shields recommends keeping track of the number of par-
ticipants who maintain contact with the LHIN following a public
engagement session.

"To provide consistency to their efforts to track their progress, the
Central LHIN has developed the SMILE Sheet a survey that partici-
pants use to provide feedback on an activity or meeting. The North
West LHIN has developed its own Engagement Evaluation Reports.
The template for these reports has been shared with other LHINS,
which have begun to use them for their own purposes.

Typically these forms ask:
* Did we meet our objectives?
* What worked well?
* What could have been done better?

* What might be done next time to improve the process?

Success 1s measured by:

the accessibility of engagement activities

* the positive response rate to initial invitations

* the degree of engagement of attendees

* the degree to which the engagement activity was responsive to
the needs of the population being served

* the degree to which participants developed a better understand-
ing of the issue(s) being discussed at the engagement activity

* the participants’ interest in future participation opportunities.



Some LHINS see the development and standardization of new
evaluation tools as the next stage in the expansion and improve-
ment of their engagement initiatives. All 14 LHINs are working with
Professor Julia Abelson from the Centre for Health Economics and
Policy Analysis at McMaster University to develop new quantita-
tive indicators and qualitative measures for evaluating community
engagement exercises. It is generally agreed that more sophisticated
evaluation frameworks will help capture some of the more complex
and intricate concerns and questions raised by the participants and
the organizers of public engagement processes.

Table 1: Use of engagement tools in community

Engagement Tool NW | SE | Central

Citizen forums (using random selection)

Open houses

Public meetings/presentations

Focus groups

S KKK

Working groups with citizen involvement/representation

Surveys/Evaluation forms

Advisory teams

Expert panels

< ISKIKIKIKIS

Community events (with targeted communities such as
Aboriginals

Speaker series

Roundtable discussions

Small group and one-on-one conversations

Direct discussion with community leaders

SIS

Drop-in conversation with public

SSKIKKIKIKT SKKIKKKIXKIX

AR SAYEEAY

Media/press (to publicize events/issues)

masslbp.com 67



The table on page 69 provides a summary of the South East, North
West and Central LHINs’ engagement efforts. The North West and
the Central LHINSs have used advisory teams, and the North West
LHIN has convened expert panels and even held speaker series to
help inform interested members of the public.

All three LHINSs have held open houses and public meetings in
which members of the general public were invited to engage with
one another and their health care providers. The North West and
South East LHINSs have also led a series of small group sessions or
one-on-one conversations. These are an important means by which
to develop constructive relationships between citizens and their
health care professionals, but they are very resource-intensive. The
roundtable discussions employed by the North West and Central
LHINS serve a similar function.

Each of the LHINS have also used the media to communicate
with the public, but by and large, they have yet to use this coverage
to promote or support existing engagement opportunities.

Table 2: Technical tools for engagement

Technical Tool NW | SE | Central
Website VARV v
Web-based surveys v
Collaborative web-based tools 4
Webinars for service providers \/ \/
Video conferencing 4

YouTube 4
Phone-based surveys viv v
Email networking VARV v
Databases VARV 4
Newsletters 4

Public service announcements/Ads/Posters VARV 4

Learning from the LHINs 68



Table 2 shows that each of the three LHINs has adopted a variety
of technical tools to help manage their engagement efforts and reach
out to citizens and health care practitioners. All three LHINs have
websites, use email networking and keep databases. The North
West LHIN has adopted the most varied collection of communica-
tion tools to meet the needs of a population spread out across vast
distances in the northern part of the province. The North West
LHIN uses conference calls and newsletters to engage and inform
stakeholders and citizens. It has even used the YouTube website to
communicate with those citizens who might otherwise be difficult to
reach. The Central LHIN’s focus on engaging health care service
providers is reflected in its use of collaborative web-based tools and
web-based seminars.

Conclusions

This chapter should help demonstrate that a vital conversation about
effective community engagement and the need for more thorough
evaluation is underway among three of Ontario’s LHINs. We have
drawn five lessons from our conversations with the South East,
North West and Central LHINs:

1. Ensuring that people feel welcome, are equipped to participate
and that their opinions and concerns have impact are the first
steps toward building a culture of engagement.

2. The LHINs have begun to use and adapt a variety of engage-
ment tools, but funding pilot projects and championing more
ambitious programs could accelerate innovation. Achieving a
more sophisticated community engagement practice among
Ontario’s LHINSs requires a sustained commitment to experi-
mentation and learning.

3. Many of the engagement initiatives currently undertaken are
ad hoc and episodic. LHINSs should work to develop strategic,
annual engagement plans that complement the operations and
objectives of the organization and establish a yearly cycle for
engagement.

4. The introduction of reliable, holistic and standardized evaluation
criteria for engagement activities 1s welcomed by the LHINS. It
will create new opportunities for comparison and improvement.



5. The relationship between LHIN communications and engage-
ment initiatives is weak and can be improved. These initiatives
should become a centrepiece for the LHINs’ communications
strategies, demonstrating the LHINs commitment to engagement
while encouraging more citizens and stakeholders to become
involved. By and large, these initiatives provide positive and
compelling stories that deserve to be told to a wider audience.

Overall, the LHINs are making important strides and they recognize
the potential of community engagement to make a difference in the
provision of better attuned health care services.

In a small way, the story at the beginning of this chapter helps to
illustrate this point. When a group of seniors in a Northern Ontario
community met with health service providers and LHIN representa-
tives. They had a problem with no apparent solution. In the end,
the process of coming together to talk about a common problem
provided the occasion for a simple solution: the clinic’s scheduling
assistant gave preference to seniors at times when transportation was
available. This is not an unfamiliar or complicated story. Whether
large or small, simple solutions to seemingly intractable problems can
often be found when people come together to share their observa-
tions, concerns, expectations and expertise. This practical philosophy
should be the basis for the LHINSs’ approach to community engage-
ment. We worry that LHINs that underestimate the capacity and
willingness of citizens to play an expanded and useful role are fail-
ing to equip themselves with the public insight and confidence they
require to fulfill their mandates.



Working with the Citizens’ Workshops on
Engagement and Health

Chi Nguyen and Peter MacLeod, MASS LBP

“We’ve all seen ads in the local papers announcing public meetings
where we can learn more about an important issue and have our say.
Input from the public is increasingly important to how governments
and public agencies set policies and take decisions that affect you and
your family.

“But something that should be easy — like holding a public meeting
— can sometimes be very difficult. For organizers, it can be hard to
attract a wide and representative range of people. For participants, it
1s not always clear what happens to their input when decisions are
made.

“Local Health Integration Networks want to do a better job engaging
with you and we want you to be a part of a conversation that will
improve how we engage with hundreds of thousands of other people
who call South East Ontario home.”

— Invitation letter to 1,000 households in South East Ontario

In early November 2008, 3,500 letters were sent to randomly
selected households in South East, Central and North West Ontario.
The letters mvited citizens to spend a day with their Local Health
Integration Network (LHIN) to learn about its work and their
region’s health care system. But these workshops were more than
information sessions. They were part of the Engaging with Impact
research project that culminates in this report. In this way, the
Citizens’ Workshops on Engagement and Health were designed to
provide advice to the Ministry of Health and the LHINs that would
help them improve their efforts to engage with citizens and better
meet public expectations.



"The workshops took place on consecutive Saturdays between
November 27 and December 6, at the new Invista Arena in
Kingston, the Rouge Woods Community Centre in Richmond Hill
and at the library of Westgate Collegiate and Vocational Institute in
Thunder Bay.

Citizens were selected from across each region and many trav-
elled great distances to participate in the workshops. They drove
from towns such as Sharbot Lake and Maitland in the South East,
Alliston and Newmarket in the Central region, and Sioux Lookout,
Kenora, Atikokan and Dryden in the North West.

Others had only to travel a few blocks and a few were surprised
to meet neighbours and reunite with old friends when they arrived.
But for the majority of participants, the workshop was something
entirely new: a day spent in the company of strangers, meeting
experts and administrators, learning about a health system they
relied upon but struggled to understand, and attempting to describe
frustrations they had often felt but never had a chance to express.

The South East, North West and Central regions provided dif-
ferent perspectives — each related to their demographic profile and
the concerns of their region.

Conversation among South East participants focused on the
difficulties of aging and the needs of seniors. Central participants
concentrated on the importance of communication, the navigability
of the system and the pressures of a growing population on scarce
health resources. North West participants discussed the provision
of timely information, the importance of mobility and the needs of
those with complex chronic diseases living at a distance from major
towns and medical centres.

Each session was hosted by a lead facilitator, who began by
welcoming participants and thanking them for volunteering their
Saturday to help improve the LHIN’s public engagement efforts.
LHIN administrators echoed these sentiments.

A quick activity broke the ice. Participants were asked to close
their eyes and raise their hands in response to questions about the
health care system. The purpose of this activity wasn’t to show the
ignorance or expertise of those in the room but rather the range of
opinion and beliefs. Many of the questions had surprising answers
that upended conventional wisdom. For instance, most participants
were surprised to learn that their LHIN performed more favourably



than the provincial average on a range of health indicators.

Next, participants heard from an outside expert who spoke
candidly about the inner workings of Canadian health care, and
then they provided their own assessment of the challenges facing the
LHINSs. This “Health Gare 101” was intended to deal with the shib-
boleths and mythologies that frustrate many discussions about health
care and to put everyone on the same page.

By inviting an independent authority to supply a key piece of
the day’s curriculum, the organizers were also signalling that they
were willing to hear criticism and speak frankly about the complexity
and shortcomings of the health care system.

In Kingston, participants heard from Duncan Sinclair, the for-
mer dean of Queen’s University Medical School. Sinclair explained
the evolution of the Canadian health care system and spoke about
the absence of system-level leadership. He acknowledged the rising
costs of health care and worried that unless the system is reinvented
to focus on “wellness” rather than “sickness,” the status quo will ulti-
mately become unaffordable.

In Richmond Hill, Professor Raisa Deber from the Department
of Health Policy, Management and Evaluation at the University of
Toronto spoke about the incredible complexity of the health care sys-
tem. Deber explained that it’s no surprise how much misinformation
exists, given the number of competing levels of government, agencies
and providers, each responsible for supplying one piece of the health
care puzzle.

In response to a question about the accessibility of health care,
Deber encouraged participants to think about the appropriateness of
care. Because very few of us need the health care system at all times,
we should try to think about how health resources can be appropri-
ately and efficiently allocated — which could mean that those same
services aren’t always close by or immediately available.

Lastly, Deber also discussed the difficulties implicit in measuring
health performance. She cautioned that indicators are often nexact
and regularly fail to tell the whole story. It was important advice as
the participants set out to propose indicators that the LFHINs could
use to gauge the efficacy of their public engagement efforts.

In Thunder Bay, Carl White, the former president and CEO of
the St. Joseph Care Group, discussed the challenges of integrating
and restructuring the health care system and the government’s new



focus on stewardship. He also explained why he believes a renewed
focus on mental health and community-based care for the elderly is
essential.

White also mentioned the importance of developing electronic
health records. This sparked an animated conversation among the
participants, who agreed that the transition to electronic records was
long overdue.

Following the presentation of their local expert, each work-
shop heard from a senior LHIN staff member. This “LHIN 101”
explained the advent of the LHIN system, the role of LHINs within
the provincial health system, how LHINs work to meet the needs of
their region — and, most importantly, how they have attempted to
make community engagement a central part of their mission.

Participants also learned about many of the demographic trends
in their LHIN and how their LHIN is attempting to respond to their
population’s changing needs.

During the South East workshop, participants heard from Paul
Huras, the LHIN’s CEO, who explained the challenges and expense
of providing health care to Ontario’s fastest-aging region. Still, Huras
considers the region fortunate. The South East enjoys the benefits
of a regional teaching hospital and six other hospitals, as well as
a strong network of community services and family health teams.
Huras also explained the many efforts his team has made in its
first three years to engage with citizens throughout the region. “It’s
important that we have the courage to hear and the courage to learn
from citizens,” he said.

In the Central LHIN, Kim Baker, the senior director of plan-
ning, integration and community engagement, also provided the
participants with an overview of the region and its demographics.
Central LHIN 1s unique for its diversity and fast-growing immigrant
communities. It works to balance the heavy demands of its densely
populated southern region with its rural northern region, which sits
along the southern shores of Lake Simcoe. As in many rural parts
of the province, proximity to health services is the principal concern
here.

The Central LHIN’s senior engagement consultant, Sandi
Pelly, joined Baker to discuss the challenges associated with engag-
ing a diverse and growing community. As Pelly explained, they
have broken the LHIN into seven distinct planning areas. As the



needs of each area differ, so do their efforts to engage local citizens
and patients. The Central LHIN has also established a community
leaders group, which is helping the LHIN to reach out to differ-
ent ethno-cultural communities. Like Huras, both Baker and Pelly
emphasized the importance of learning from their efforts while wid-
ening the range and frequency of opportunities available to citizens
to contribute their mput.

In Thunder Bay, the North West LHIN’s CEO, Gwen DuBois-
Wing, was happy to welcome participants to the workshop. Like
her colleagues in South East and Central Ontario, she began with
an overview of the region and the recent work of the North West
LHIN. Not surprisingly, her presentation emphasized the difficulty
of providing care across a sparsely populated region that encom-
passes almost half of Ontario’s total landmass. The size of the North
West LHIN and the remoteness of many of its communities compli-
cate not only the provision of health services, but also her efforts to
effectively engage with citizens and patients across the region. The
LHIN is investing in tools for online engagement and hopes this will
be a more cost-effective method to better sustain important relation-
ships and gather meaningful public input.

Despite the hardships associated with providing health services
across the north, the North West LHIN has an avid and perhaps
heightened sense of mission — a sensibility that was echoed by many
of the participants themselves.

Following each LHIN’s presentation, the lead facilitator, Peter
MacLeod from MASS LBP, conducted a brief session intended to
explain the role of the workshops within the larger research program
and discuss the challenges of public engagement.

MacLeod described the connection between engagement and
Ontario’s democratic traditions and the reasons public engagement is
a growing imperative for all public services. He pointed to Ontario’s
recent Citizens’ Assembly on Electoral Reform as an example of the
willingness and ability of citizens to play a greatly expanded role in
public affairs. MacLeod also provided a template for distinguishing
among different kinds of engagement. As he explained, too often
consultation is really a one-way conversation, or else it becomes
adversarial and unrepresentative. Though it might not be appropri-
ate or realistic to expect that every public conversation devolve a
major decision to its participants, it should be clear exactly “what’s



on the table.” Public agencies need to demonstrate a willingness to
use public input and make that input integral to their own decision-
making process.

Over the course of each workshop, participants asked tough
questions meant to clarify and provoke. Many chose to share per-
sonal experiences as either patients or caregivers. Few hesitated to
express pride or frustration with local providers. Several South East
participants felt that the region’s mental health services were inad-
equate. Central participants were frustrated that the system was not
casier to navigate. The Expanding the Doorways to Care program,
which provides system navigation support and services, was
suggested as one practical way to address this issue. Several partici-
pants in the North West LHIN singled out a high-performing and
technologically sophisticated family health team in Dryden, Ontario,
as an example of local excellence.

With the conclusion of the morning’s presentations, the partici-
pants were assigned to working groups of four to eight people, and
with a facilitator they began to get to know one another over lunch.
As part of their homework prior to the workshop, the participants
had been asked to talk with friends and family about their experi-
ences at other public meetings or discussions. They took turns going
around their table sharing what they had heard.

Many of the same stories turned up at each table. Most people
had attended a town hall meeting where a few people had dominated
the microphone and poisoned the discussion. Several participants
recounted friends who, out of a “sense of civic duty,” regularly
attended various local meetings and consultations. Still, each admit-
ted that they doubted whether their participation really made much
difference. Too often it felt like the real decision had already been
made.

In Thunder Bay, several people had been consulted on the
design and development of the regional hospital. By sharing their sto-
ries, the participants recognized that they had a lot in common and
that many of their experiences were not at all unusual.

Next, each table was briefed on their tasks for the afternoon.
During each workshop, the morning was spent learning and the
afternoon was spent on group activities that would culminate in a
series of recommendations. Each group began by discussing and
reaching a common definition for “community engagement.”



Examples of their definitions include:

“Community engagement is local, diverse and representative,
involves effective communication with sincerity and follow-through,
directs change, is about responsibility and accountability.”

“Good community engagement needs to be representative of the
population. People need to be treated honestly and respectfully, pro-
vided with accessible and understandable information and all inputs
must be treated meaningfully.”

“Community engagement is a process for meaningful public input
and dialogue. Results will be clear and progressive, taking into
account diverse voices at table. Community engagement is accessible
and mteractive.”

Each group then produced a list of principles they believed could
be observed, and used it to test whether meaningful efforts at com-
munity engagement were taking place. After an hour-long discussion,
the groups paused to share their work and compare lists. Each list
was entered on a screen at the front of the room so the participants
could compare and discuss the results. (See Appendices for a com-
plete list from each workshop.) Duplicates were eliminated and each
group was asked to select the three principles they believed, were
most Important.

Each group then spent the balance of the afternoon working to
develop specific proposals. These proposals used a simple template
that helped each group to organize its work. Each table was handed
three large foam-core triangles. At the top, or summit, they were
asked to label one of their three principles. Beneath it, they were
asked to identify two or three goals that would support the attain-
ment of their principle. Finally, beneath their goals, each group was
asked to propose indicators: concrete measurements that would sup-
ply evidence for their goals.

One table in Kingston began with the principle of “good com-
munication.” Their goals included raising public awareness of the
LHIN and taking greater care to use clear language in its reports
and advertisements. They suggested that these goals could be evalu-
ated by (1) focusing on the usefulness of the LHIN’s website and the



frequency with which the site is accessed and updated; (2) mapping
the suitability of the pathways citizens and patients follow to obtain
information; (3) measuring the readability of its materials and setting
a standard for future publications; and (4) reviewing whether the
range of materials the LHIN publishes is complete, easily accessible
and suited to the interests of the region.

In Richmond Hill, one table proposed “accountability” as its
principle. Their goals included raising overall confidence in the
region’s health system and putting more information in the public
domain.

Their first goal would be measured by a regular survey that
would track public attitudes within the region, and possibly the cre-
ation of a regional health ombudsperson. They proposed that their
second goal be satisfied with a new policy on public disclosure that
would require service providers and the LHIN to release information
about the quality and availability of services.

In Thunder Bay, one table, frustrated with pro forma con-
sultations, suggested that “sincerity” be a guiding principle. They
proposed an important but challenging goal: that “the staff of the
LHINs demonstrate true empathy for the people and acknowledge
their particular needs.” For them, they wanted evidence that would
ensure a climate of mutual respect, real dialogue and full transpar-
ency. They suggested doing more to collect and use feedback from
consultations and asked that staff be held accountable for low scores
and poor results.

During the final plenary, representatives from each table pre-
sented their triangles and led the workshop through their lists of
principles, goals and indicators. Many were clearly thought through
and received applause from the audience. Others were well inten-
tioned but incomplete or difficult to evaluate. It was a lesson for
everyone on the complexity of finding quantitative measures for
highly subjective experiences and qualitative goals.

Following the presentation, the triangle templates were collected
and brought to the front of the room. The last task was to cluster the
principles from the different tables in related groupings, or “moun-
tain ranges.”

In the South East, the principles “meaningful,” “real influence”
and “task appropriate” engagement were arranged in one cluster.

In the Central LHIN, “community ownership,” “purpose-driven,”’



“responsive” and “representativeness” became another. In the North
West LHIN, “transparency”, “sincerity” and “plain language” formed
one popular cluster. These clusters, along with the principles, goals
and evidence they supply, form the foundation for the engagement
scorecard proposed in the next session of this report.

Not surprisingly, among the many principles discussed during
each workshop, several were specific to their region, but many more
were universal. The following principles were discussed during each
workshop and, as such, they have been afforded special weight in the
development of the scorecard.

Accountability
Commitment
Representative
Openness

Responsive

Task appropriate
Informative
Accessible

Good communication

With the completion of the clustering exercise, each workshop drew
to a close. Participants were invited to share any last thoughts or
offer feedback on the day.

Several participants admitted that they hadn’t been sure what to
expect, but that the format and purpose of the workshop represented
real change. It was clear that there was still a lot of work to do. The
principles they had identified were each valid, but the goals and indi-
cators still needed to be refined. The participants generally agreed
that they had provided valuable insight, but their insight needed the
expertise and goodwill of the LHINs and the ministry if it was to
have the impact they hoped for.

Participant feedback from each workshop can be found in the
Appendices.
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A Scorecard for Evaluating Engagement

The following scorecard is based on our research and the contribu-
tions of the members of the Citizens’ Workshops on Engagement
and Health. It 1s intended to help guide Ontario’s LHINs in the
development of their engagement strategies and evaluation protocols
and provide the Ministry of Health and Long-Term Care with mea-
sures that can be used to assess performance and compliance.

The scorecard is divided into five consecutive goals necessary to
realize a culture of engagement: (1) value public input, (2) clarity of
purpose, (3) well-defined roles, (4) accountability and (5) responsive-
ness and good communication.

Each of these five goals 1s based on a series of principles, first
articulated by members of the Citizens’ Workshops on Engagement
and Health. Recommendations and suggested indicators accompany
each goal.
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Appendices



Definitions of community engagement

The following definitions were generated during a warm-up exercise
by each of the citizen workshops.

Kingston

Community engagement is a shared responsibility to make demo-
cratic decisions.

Community engagement is getting to know community values,
thoughts, demographics and problems. It is about understanding
your customer base, having two-way communication in a transparent
and accessible manner that is not reliant on technology.

Community engagement is an accessible process for meaningful, pro-
y )
gressive, Interactive input with a diverse community.

Thunder Bay

Community engagement is participation from diverse, northern
participants who are given equal opportunity to be heard and to con-
tribute to the development of a working action plan, which makes us
feel informed, good and healthy. Community engagement requires
northern input and northern feedback with the LHINS.

Community engagement is local, diverse and representative, involves
effective communication with sincerity and follow-through, directs

change, is about responsibility and accountability.

Community engagement is involvement, two-way dialogues,



tolerance, participation, passion/caring, commitment and warmth,
conducted in appropriate conditions.

Community engagement is an issue-based, local process that is
patient-centred and accountable, outcome-based, and flexible, hon-
ouring and respecting diversity through transparent communication
and mvolvement of communities at large.

Community engagement should be at the forefront of managing
health care. Feedback mechanisms are needed. The person hearing
the message needs to be able to respond. The community needs to
feel ownership and believe in the system.

Community engagement is local, strives toward consensus, involves
service-users, is active and involves new experiences and is always
two-way.

Richmond Hill

Good community engagement needs to be representative of the pop-
ulation. People need to be treated honestly and respectfully, provided
with accessible and understandable information and all inputs must
be treated meaningfully.

Community engagement is a process for meaningful public input and
dialogue. Results will be clear and progressive, taking into account

diverse voices at table. CE is accessible and interactive.

Community engagement is:

. interactive

. people with like commitments getting together to do a task
. mvolvement

. testing a plan

. comprehensive

. representative of the community

. accessible — (know what it is, can engage, equity)

. meaningful

° transparent



Members of the Citizens’ Workshops
on Engagement and Health

Kingston, Nov. 22, 2009

Thomas Tomkow, Kingston
Frances McLean, Kingston
Ralph Raike, Kingston
Suzanne Hamilton, Kingston
Denise Ketr, Kingston

Ben Hall, Kingston

Gordon Ball, Kingston
Frank Molnar, Godfrey
Janet Lee, Kingston

Bonnie Cheung, Kingston
Sadiya Ansari, Kingston
Barbara Matthews, Kingston
Levina Collins, Kingston
Brian Steele, Sharbot Lake
Patricia Forsdike, Kingston
June Beebee, Kingston

Richmond Hill, Nov. 29, 2009

Judy Smith, North York
Catherine Black, Thornhill
Yolanda Masci, Woodbridge
John Howe, Newmarket
Andrea Journeaux, North York
David Brown, North York
Charanijit Bambra, North York
Alan Xu, Richmond Hill
Thomas Hay, Richmond Hill
Lorna Taylor, Markham

Eddie Nguyen, North York
David Scott, Alliston

Charlie Chun Min Xu, Thornhill
John Leung, Thornhill

Doris Chan, Thornhill

Janet King, North York

Valerie Clark, Markham
Benjamin Lie, Richmond Hill

Thunder Bay, Dec. 6, 2009

Stephanie Jones, Maitland
Denise Miault, Kenora

Ron Ross, Thunder Bay

Mikael Mantyla, Atikokan

Anne Carr, Thunder Bay

Londie Harrisson, Thunder Bay
Donna-Lynn Wiitala, Thunder Bay
William Hicks, Thunder Bay

Len Strehlow, Thunder Bay

John Molenbroek, Murillo

Ken McGratten, Thunder Bay
Robert Olenick, Thunder Bay
Rob Murphy, Thunder Bay

Sarah Kerton, Thunder Bay
Colleen Gibson, Thunder Bay
Brian Thomas, Thunder Bay
Marie Warren, Atikokan

Frank Mastrancelo, Thunder Bay
Fay Clark, Atikokan

Raymond Iwanonkiw, Neebing
Sandy Kennedy, Thunder Bay
George Saavinen, Thunder Bay
Seida Meyer, Dryden

Ron Thorburn, Dryden

Kenina Kakekayash, Sioux Lookout
Gaetan St. Hilaire, Sioux Lookout
Sharon Leif, Dryden

Marie Warburton, Atikokan

Leslie Souckey, Marathan

Tom Parker, Thunder Bay



Indicators and ideas exercise

Members of each workshop completed a series of “mountain templates”. Working
in groups, the members identified the overarching goals or values they sought

to realize and supported those goals with a strategy for achieving them. In many
cases, they suggested evidence that would indicate progress toward their stated

strategies and goals.

Richmond Hill, Central LHIN
1. Goal: Commitment to engagement

Strategy: Providers and consumers
both in attendance, trustworthy, open
transparency in decision-making,
defined goals/targets, measurable cri-
teria, specific issues/agenda attainable
agreed-upon specific outcome, report-
ing back/feedback in timely manner
and budget reasonable

2. Goal: Promote access to engage-
ment

Strategy: Different approaches, cultural
diversity, removing inhibitors, mul-

tiple formats, material in print, visual/
auditory, multiple language, disabled
access, advertisement information
widely accessible, multiple locations,
community papers

3. Goal: Patient and citizen centred
engagement

Strategy: Seamless interaction and
service delivery, agencies listen,
responsiveness from HSPs, willingness
to adapt systems to patients LHINs to
improve integration/accountability

Evidence: Patient satisfaction, interac-
tion between agencies for the patient,
improved access to patient services,
more evaluation of groups, integration
with accountability agreements, indica-
tors of patient experience survey, follow
up letters, independent audit/evaluation

4. Goal: Participants are respected

Strategies: Something real at stake,

no time wasting, written invitations

with clear expectations, guaranteed
feedback from LHIN, more engagement
opportunities

Evidence: Outlines citizens’ contribu-
tions, newsletter to participants and
press with feedback, people told what
difference they made, open to all
questions

5. Goals: Representative of community

Strategy: Reach out to faith groups,
disease groups, language groups,
community organizations, service pro-
viders, use traditional and social media

Evidence: Numbers of representatives
from groups increasing, informative
presentations, dialogue, discussion,
high engagement, number of ideas



generated, policy changes, implemen-
tations that serve needs of patients/
community, monitor feedback

6. Goal: Clear intent, purpose-driven
engagement

Strategy: Make engagements issue
based, i.e., hospital closure, major
concern

Evidence: # of citizens responding
against # citizens invited, LHIN com-
municates in plain language, purpose is
clear, % of people at engagement who
understand why they are there, a sense
that citizens understand the “5 Ws” of
an engagement.

7. Goal: Responsive to input

Strategy: Acknowledgement that citi-
zens have been heard

Evidence: % of citizens surveyed who
indicate that they’ve been heard,
participants receive copy of report,
results from engagement, provides
explanation how decision was made,
public informed prior to major deci-
sions in a timely fashion

8. Goal: Effective communication

Strategy: Two-way dialogue, facilitate
communication

Evidence: OHIP card renewal includes

info sheet from LHIN, LHIN provides
citizens priority setting and funding
allocation info for decision-making,
Info sheets available at clinics, hos-
pitals and other health-related sites,
periodic population survey to assess
key concerns

9. Goal: Community ownership

Strategy: Opportunities for community
discussion, helping to set priorities
(planning/integration/evaluation)

Evidence: Public confidence in LHIN
and health system improves,

increase in community/citizen input,
more seats at more tables, regular sur-
veys to measure effectiveness

10. Goal: Fiscal accountability
Strategy: Public money spent wisely
and not wasted, people provided with
or can access necessary information,
LHINs report to public on spending
Evidence: Relationship of spending to
results is explained

Thunder Bay, NW LHIN

1. Goal: Use of technology

Strategy: To implement and use

communication technology to bring
all members together to the greatest



degree possible

Evidence: # of video conferences/
teleconferences, # of communities, # of
hits on website/downloads, show inno-
vation for increased access, reduced
costs

2. Goal: Improved communication

Strategy: Communication is constant,
understandable, gets to the point effec-
tively with all parties

Evidence: # of hits on website, # of
calls on specific issues, complaints
addressed within 7 days, complaints
resolved within 1 month, # of work-
shops, info sessions put on by LHINs
per year, % of people surveyed who
are aware of the LHIN

3. Goal: Integrity

Strategy: Acting in an equitable, trans-
parent and honest manner in reflecting
the needs of the community and poten-
tial influence of input. Treat people like
people, keep promises and do what is
“right”

Evidence: Quality of feedback, ratio-
nale behind decisions and how public
input contributed to them, involvement
of representative, cross-section of the
public (culture, age, gender, income,
education etc.), citizen satisfaction
(variety of means of providing input &
receiving feedback should be available/

accessible)
4. Goal: Enhanced accountability

Strategy: Improve clarity and confi-
dence in what the LHIN does

Evidence: Effective, efficient, timely
management of the services funded by
the LHIN, LHINs should share informa-
tion about the different services (and
how they are used) with the public,
LHINs regularly ask if the needs of
communities are being met, accounting
that we understand, # of patients satis-
fied, # of people who trust the system

5. Goal: Develop an engagement
action plan

Strategy: Healthy people providing
continuous feedback to health system

Evidence: Holding meetings/com-
munity forums, bridging the gaps in
services, collecting data and evidence
about services, health and wellness
needs are being met, an action plan is
effectively communicated through
different media

6. Goal: Common understanding
Strategy: To build agreement and
understand by creating opportunties

for the public to express their opinions

Evidence: Enhanced feedback,



peer review (in or out of province),
report back to participants before
before publishing findings and
conclusions.

7. Goal: Sincerity

Strategy: LHIN staff demonstrates true
empathy for the people and acknowl-
edges their particular needs

Evidence: The LHINs and the com-
munity jointly recognize and reward
the efforts on all sides, LHINs create
an atmosphere of mutual respect, full
disclosure, openness, transparency
and dialogue

8. Goal: A personable experience

Strategy: To engage members of a
community in an approachable, com-
fortable, caring and sincere manner

Evidence: Feedback from engagement
process, LHIN evaluates itself and
reports on commitment to be person-
able, e.g., lists considerations when
planning a workshop, meeting people
at the door, name tags, number of par-
ticipants

9. Goal: Transparency
Strategy: Motives, goals and objec-

tives are clear so that citizens
understand decision-making processes

Evidence: Timely evaluation, ask
whether people understood purpose of
engagement, policy decisions are justi-
fied to public within 3 months through
3 media outlets

10. Goal: Plain language

Strategy: Provide communications in
a variety of media and languages in
plain words (or alternative formats, i.e.,
visual) that are culturally accurate and
sensitive and have been tested with
pilot groups. Plain language does not
use acronyms, defines terms and uses
small, simple words.

Evidence: LHIN communications will
be judged on provision of contact info
& availability of contact person, number
of requests for clarification, availabil-
ity of alternative formats (visual, text,
electronic), existence of plain language
policy, provision of plain language sum-
maries of technical reports, etc.

11. Goal: Demonstrable results

Strategy: The LHINs make an active
commitment to advocate on behalf of
the community by bringing forward the
suggestions from the people affected
and returning with honest reports and
meaningful results

Evidence: LHINs report back on a
regular basis, setting timelines in
advance, LHINs set up a mechanism



for follow-up, feedback, two-way dia-
logue and personal contact

12. Goal: Diversity

Strategy: To integrate information from
both the mainstream population as well
as from the marginalized populations

most common to northern communities

Evidence: Information provided in
languages appropriate to communities
(French, Ojibway, Cree, Ojicree), use
of plain language, geographic diver-
sity, # of ways to outreach to different
aspects of the communities, going
directly to Aboriginal communities, use
of community hubs (seniors groups
etc.), offering more opportunities for
engagement

13. Goal: Empowerment

Strategy: Gives people choices/oppor-
tunities to feel heard, valued, included
and informed

Evidence: Improve/publicize
centralized information resources,
LHINs should measure how well ser-
vice providers give out information
(physicians, CCACs, Family Health
Teams etc.), survey citizens—do you
feel heard?, response cards after citi-
zen consultations

14. Goal: Cross-section of population
is engaged

Strategy: Represent the LHIN by
including the spectrum of its popu-
lation. This includes the disabled,
non-English speakers, elderly, vis-

ible minorities, young adults and all
socio-economic classes. This can be
achieved by a variety of incentives
(covering expenses) and methods (tar-
geted recruitment, personalized invites
etc.).

Evidence: LHIN’s representation
judged on: seats on board for laypeo-
ple with term limits, cooperation with
community organizations, representa-
tive diversity, control for demographics
when spots are limited

15. Goal: Be local

Strategy: To ensure all citizens have
the opportunity to participate in the
decision-making process that affects
their communities

Evidence: The LHIN sets up a
long-term and solid presence in the
community to ensure a constant dia-
logue between citizens and LHINs,
where people can go get answers,
LHINs have regular community reviews
wherein they address the particular
concerns of the community and are
accountable for producing results



Kingston, SE LHIN
1. Goal: Have real influence

Strategy: Everyone is treated with
respect, dignity, etc, provide the infor-
mation so that informed decisions can
be made, opportunity for communities
to give feedback

Evidence: Feedback from LHIN to
explain rationale behind decision-
making

2. Goal: Good communication

Strategy: Use plain language and
ability to communicate in different lan-
guages, different points of contact, let
community know the LHIN exists, let
them know what the LHIN is

Evidence: Internet website updates
on current projects, findings, etc.,
pamphlet at all service providers made
available to community

3. Goal: Accessibility

Strategy: Location of session, time
meetings to avoid workdays, acces-
sibility for disabled, strong advertising
and outreach, suitability of the room,
duration of commitment, financial
considerations

Evidence: Number of sessions
throughout program, number of people

attending each session, different ways
that participants are solicited, num-
ber of repeat participants, number of
opportunities

4. Goal: Openness

Strategy: To be receptive to change
and to share ideas through a transpar-
ent process

Evidence: Public availability of tran-
scripts and videos (through media),
consistent policy on participant selec-
tion process, % of participants that
understand the purpose of the engage-
ment (survey)

5. Goal: Accountability

Strategy: To be answerable to the
community about processes and
decisions

Evidence: Follow-up: LHIN to board,
individuals to community, LHIN to com-
munity, LHIN contact with participants
for formal updates and informal dia-
logue, number of reports downloaded
from the website, response time to
requests for information

6. Goal: Inclusive

Strategy: To ensure the diverse voices
of the community are heard

Evidence: Ensuring access (wheelchair



access, child care, money consider-
ations, etc), recording demographic
profile of group (e.g., Age, gender,
ethnicity, etc), multiple channels of
engagement (e.g., Phone survey, email
survey, focus groups), number of meth-
ods, number of participants

7. Goal: Responsiveness (and effective
listening!)

Strategy: Timely feedback and report
back, provide opportunities for ongo-
ing input, effective communication
plan with community, more collabora-
tion/integration aiming health service
providers, knowing what the “plan”/
course of action, senior representa-
tive LHIN present at meeting, provide
straight answers, input is documented
and given due consideration, option
to receive info by various means (e.g.,
email, letter, website)

8. Goal: Task appropriate

Strategy: The right timing, amount of
time, group for the task, process for
the task

Evidence: Attendance and participa-
tion, success in achieving goal(s),
process went as planned, did everyone
contribute appropriately? have oppor-
tunity to do so?, did anyone dominate?
expert opinion on process

9. Goal: Meaningful

Strategy: Integrity, opportunity to give
input, be heard, goal is achievable and
cost-effective. Reflective of all opin-
ions. There is accountability — report
back to group, leads to an outcome,
process is real — will have an effect,
content/task is substantive

Evidence: Outcomes are published
(plans, reports), opinions are recorded,
process, subject, outcome given visible
priority, results in change, high degree
of satisfaction

10. Goal: Leadership

Strategy: Experience, knowledge and
skill re: process and people in group,
good communicator with integrity,
commitment, visibility

Evidence: Productive, goal achieved,
lack of frustration/confusion in group,
focused and motivated, on task



Endnotes

A Comprehensive Approach to
Evaluating Deliberative Public
Engagement

"For the history of a variety of delibera-
tive public engagement practices, see
John Gastil and Peter Levine (Eds.), The
Deliberative Democracy Handbook (San
Francisco, CA: Jossey-Bass, 2005).

2 Examples of such process-choice charts
include those produced by McMaster
University (www.vcn.bc.ca/citizens-hand-
book/compareparticipation.pdf) and the
International Association for Public Partici-
pation (www.iap2.org/associations/4748/
files/spectrum.pdf and www.iap2.org/
associations/4748/files/toolbox.pdf).

3This definition is adapted from John Gas-
til, Political Communication and Delibera-
tion (Thousand Oaks, CA: Sage, 2008).

4Mark Orlitzky and Randy Y. Hirokawa,

“To err is human, to correct for it divine:

A meta-analysis of research testing the
functional theory of group decision-making
effectiveness,” Small Group Research,

32 (2001), 313-341. The National Issues
Forums is one such process that stresses
trade-offs (www.nifi.org).

5 Lincoln Dahlberg, “The Habermasian
public sphere: Taking difference seriously,”
Theory and Society, 34 (2005), 111-136.

8 After all, nothing is learned when one’s
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does not engage citizens in a meaningful
dialogue. Similarly, little is gained when a
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design — turns out, on closer inspection,
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7To get a sense for more action-oriented
engagement, see examples in Matt
Leighninger, The Next Form of Democracy:
How Expert Rule Is Giving Way to Shared
Governance — and Why Politics Will Never
Be the Same (Nashville, TN: Vanderbilt
University Press, 2006).

8 Leighninger (note vii) stresses such
impacts. For a readable account of the
wider aims of deliberative democracy, see
Amy Gutmann and Dennis F. Thompson,
Why Deliberative Democracy? (Princeton:
Princeton University Press, 2004).

° For a range of measurement methods

for assessing deliberation (beyond merely
disagreement), see Laura Black, Stephanie
Burkhalter, John Gastil and Jennifer
Stromer-Galley, “Methods for analyzing
and measuring group deliberation,” in
Lance Holbert (Ed.), Sourcebook of Politi-



cal Communication Research: Methods,
Measures, and Analytical Techniques (New
York: Routledge, in press).

% For a good example of an attempt to
assess a range of policy-relevant impacts,
see David H. Guston, “Evaluating the first
U.S. consensus conference: The impact of
the citizens’ panel on telecommunications
and the future of democracy,” Science,
Technology, & Human Values, 24 (1999),
451-482.

" Inventories of these empirical impact
claims appear in: Stephanie Burkhalter,
John Gastil and Todd Kelshaw, “A con-
ceptual definition and theoretical model
of public deliberation in small face-to-
face groups,” Communication Theory,
12 (2002), 398-422; Simone Chambers,
“Deliberative democratic theory,” Annual
Review of Political Science, 6 (2003),
307-326; Michael X. Delli Carpini, Fay L.
Cook and Lawrence R. Jacobs, “Public
deliberation, discursive participation,
and citizen engagement: A review of the
empirical literature,” Annual Review of
Political Science, 7 (2004), 315-344; and
Gastil (note iii).

2This would be lower-grade equivalents of
the polls described by James Fishkin and

Cynthia Farrar, “Deliberative polling: From
experiment to community resource,” in
Gastil and Levine (note i).

'8 On varied measures of attitudinal impact
in longitudinal data, see John Gastil, Laura
Black, Eugene P. Deess and Jay Leighter,
“From group member to democratic
citizen: How deliberating with fellow jurors
reshapes civic attitudes,” Human Com-
munication Research, 34 (2008), 137-169.
On assessing change in voting behaviour
resulting from deliberation, see John
Gastil, Eugene P. Deess, Phil Weiser and
Jordan Meade, “Jury service and electoral
participation: A test of the participation
hypothesis,” Journal of Politics, 70 (2008),
1-16. On different approaches to measur-
ing efficacy, see John Gastil, “Adult civic
education through the National Issues
Forums: Developing democratic habits
and dispositions through public delibera-
tion,” Adult Education Quarterly, 54 (2004),
308-328.



The Canadian Experience:
Observations and Lessons from the
Canadian Health Sector

"Information about developmental evalu-
ation was obtained during interviews with
Mark Cabaj of the Tamarack Institute and
from Jamie A. A. Gamble, Developmental
Evaluation Primer (Montreal, PQ: J.W.
McConnell Family Foundation, 2008).
Available at www.mcconnellfoundation.ca/
utilisateur/documents/EN/Initiatives/Sus-
taining%20Social%20Innovation/A%20
Developmental%20Evaluation%20Prim-
er%20-%20EN.pdf.

2 A Review of the Trends and Benefits

of Community Engagement and Local
Community Governance in Health Care
(Toronto, ON: Ktpatzer Consulting, 2006).
Available at www.aohc.org/app/wa/
doc?docld=157.

3 Strategic Directions (2003-2008) (Cape
Breton Island, NS: Cape Breton District
Health Authority, 2008). Available at www.
cbdha.nshealth.ca/StrategicDirectionsPro-
gressReport_%209%20February2008.pdf.

4Community Development Framework
(Winnipeg, MB: Winnipeg Regional Health
Authority, 2007). Available at www.wrha.

mb.ca/community/commdev/files/Com-
mDev_Framework_07.pdf.

5 Saskatoon Health Region. Programs &
Services Community Development (www.
saskatoonhealthregion.ca/your_health/
ps_community_development.htm).

6 “Evaluation Framework for the Vancouver
Coastal Health Community Engagement
Department.” Unpublished document.

7For more information about Photo Voice,
Concept Mapping, and Community Map-
ping see the St. James Town Initiative
website: www.sjtinitiative.com/.

8For some very influential documents on
this topic, see Center for Disease Control
and Prevention. Principles of Community
Engagement (www.cdc.gov/phppo/pce/
index.htm) and Sherry Arnstein, “A Ladder
of Citizen Participation.” Available at http://
lithgow-schmidt.dk/sherry-arnstein/ladder-
of-citizen-participation.html.
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2 Peter Taylor-Gooby (2006), cited in David
Levy, An Independent NHS: what’s in it
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¢ For more information about realistic
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