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The art and science of non-evaluation evaluation 

 

Lorelei Jones, Department of Applied Health Research, UCL 

 

 

Abstract 

 

This essay considers some limitations of programme theory evaluation in relation to health 

care policies. This approach, which seeks to surface ‘programme theories’ or construct ‘logic 

models’, is often unable to account for empirical observations of policy implementation in 

real-world contexts. I argue that this failure stems from insufficient theoretical elaboration of 

the social, cultural, and political dimensions of healthcare policies. Drawing from 

institutional theory, critical theory and discourse theory, I set out an alternative agenda for 

policy research. I illustrate the issues with respect to programme theory evaluation with 

examples from my experience of research on large-scale strategic change in the English 

NHS.  

 

 

Introduction 

 

Forms of programme theory evaluation are diverse1, yet unified by research designs that 

begin by eliciting the ideas, the planning or the “programme theory” that has gone into 

making an intervention and then move to a period of sustained empirical investigation to 

gauge the extent to which the theories are met in practice’.2 

 

One form of programme theory evaluation, realist evaluation, has become particularly 

popular within health services research. There are websites, webnars, workshops, training 

material, toolkits, conferences, email lists, and hashtags dedicated to the approach3,4,5. And, 

following concerns that some people may not be doing it right, there are now guidelines that 

specify what needs to be reported and how, exactly, this should be done.6 This essay stems 

from my growing unease at this tendency, within health services research, to ‘thingify’ 

methodology, and the way this may hinder our ability to generate insights relevant to policy 

and practice. It also comes from a belief that the contribution of social scientists to policy is 

not just that we know about methodology, we know about social phenomena. And while it 

behoves us to reassure colleagues, and a range of different audiences, that our research is 

rigorous, and our accounts are credible, knowledge of social phenomena does not come from 

strict adherence to methodological guidelines, but from collecting data to test, build on, and 

complement the existing conceptual and empirical literature.  

 

I proceed by discussing some limitations of programme theory evaluation, in practice, in 

relation to healthcare policy, based on my own experience. I argue that these limitations stem 

from the way programme theory evaluation neglects the social, cultural and political features  

of policy. I then set out an alternative agenda for policy research, using illustrations from my 

own research on large-scale strategic change in the English NHS. My thesis is simple: there 

is value to research that is more broadly conceived, that uses social science theory to account 

for ‘what is going on’ in empirical contexts, and then draws out the implications for policy 

and practice.   
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Looking for a logic model in a haystack 

 

I illustrate some of the limitations of programme theory evaluation, in the context of 

healthcare policies, with my experience of doing an evaluation of a national policy in 

England (to promote more ‘integrated care’).7 The stated aim of the policy I was evaluating 

was to improve the coordination of services from the perspective of the patient.8 National 

policy documents defined integrated care as ‘person-centered coordinated care’ but did not 

prescribe how this should be achieved in localities.8 Rather, the intention was to support and 

encourage localities to develop innovative models of service integration that had emerged 

through networks of health and social care organisations working in collaboration. 

 

There were 14 localities in the first wave of the programme (known as integrated care 

‘pioneers’) and I did fieldwork in four of these.7 My enduring impression from fieldwork was 

that, as I said to colleagues at the time, ‘I don’t think this policy actually exists’. There were 

so many different interpretations of the policy, both between localities and within localities, 

between individuals from different agencies and professional groups. In some instances, 

‘being a pioneer’ was akin to a ‘badge’ denoting excellence in integrating health and social 

care. At other times, it was apparent that when participants talked about the policy, they were 

referring to a discrete work stream, on workforce say, or information technology. In one 

locality, ‘it’ was a particular governance arrangement; specifically, a board that brought 

together all the service leaders across health and social care. In another, it was nothing 

discrete or concrete; rather, it was an ethos, and the aim was that this ethos would permeate 

everything that local organisations did.  

 

The policy also changed over time, during implementation, in the process of becoming 

concrete, and in response to demands from the centre to demonstrate significant cost savings. 

Whereas initially there was a diversity strategies across the 14 localities, both in terms of 

espoused goals and planned activities, overtime these converged on a narrow set of concrete 

initiatives (e.g a community-based multidisciplinary team and a care navigator), and the 

focus, of both national and local actors, shifted from improving the coordination of care from 

the perspective of the patient to decreasing the number of emergency admissions and 

reducing costs.  

 

I became increasingly frustrated as I struggled to complete the pre-specified evaluation tasks. 

My inability to ‘pin down’ the policy meant that even seemingly straightforward tasks, such 

as collecting and collating information on what localities were doing, were problematic. 

There was difficulty establishing ‘what was in and what was out’, in terms of activities, as it 

proved difficult to establish a starting point for the policy, and local actors would often 

include pre-existing initiatives. There was also a difference between what local actors were 

doing, and what they said they were doing for the purpose of the evaluation.   

 

A key evaluation task was to develop a logic model for each locality. Logic models provide a 

graphical depiction of the programme theory that underpins a policy or programme. 

Following Hills9, the logic models we produced divided and labelled the local 

implementation of the policy as follows: context, inputs, outputs, outcomes, and impact. Yet, 

to my mind, identifying ‘a logic model’ seemed nonsensical, when what people were doing, 

and why, was so dynamic; when logic models were multiple and conflicting and incoherent 

and contested; when they were mobilised as part of the micro-politics of planning; and when 

they were mobilised for the purposes of evaluation.  
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The elusive nature of the policy meant that we spent a lot of time as a team producing these 

logic models. Large amounts of time were spent discussing what belonged where (‘is it an 

output or an outcome?’ ‘You put that as an outcome? I put that as an input’). Collecting and 

analysing qualitative data is time-consuming at the best of times, but contracts for policy 

evaluation, especially formative evaluation designed to feed into the policy process, 

characteristically involve extremely tight deadlines. A focus on producing logic models risks 

not just limiting the relevance of the research (in failing to capture the empirical reality of 

implementation in local settings) but of restricting research effort to description, rather than 

analysis. I became frustrated because I felt that if I could just do some research that was more 

broadly conceived I could say something insightful and helpful to policy and practice. I could 

build on existing knowledge, make links with findings from previous research, and draw on 

social science theory to provide an account of ‘what was going on’, and the implications for 

policy and practice.  

 

 

Socio-cultural perspectives on policy 

 

A key principle of realist evaluation, in the context of policy research, is that the effects of a 

policy are mediated by context.10 One effect of the popularity of this approach has been a 

profusion of journal papers on the topic of ‘context’ and numerous frameworks explicating its 

social dimensions.11 But it is not just ‘context’ that is social, so too is policy. I attribute this 

neglect of the social, cultural and political dimensions of policy to the status of programme 

theory evaluation as what Flyvberg calls ‘science as usual’.12 Policy is treated as a given, 

assumed to fixed, stable, and goal-orientated (implicit in the concepts of ‘programme theory’ 

and ‘logic model’). However, as illustrated above, when it comes to health care policy, none 

of these may be safe assumptions.  

 

Socio-cultural perspectives on policy reveal its non-rational features. March and Olsen13, for 

example, argue that if you look at real-world decision-making through a rational lens it 

doesn’t make sense, it appears ‘chaotic’. This is because in real life people make decisions 

according to roles, routines, rules, duties, interests, ideas and values. In real life, change is 

often driven less by problems than by solutions, what Cohen et al call ‘a solution looking for 

a problem’.14 This is captured in a joke John Glasby tells about integrated care: if you called 

a policy-maker in the middle of the night to tell them your house was on fire, they would say 

‘have you tried integrated care?’.15  

 

Moreover changes, and the intentions behind changes, are transformed by the process of 

change. In other words, plans change over time, but so too does the rationale. The effect, as 

March and Olsen observe, is that ‘it is difficult to describe a decision, problem solution or 

innovation with precision, to say when it was adopted and to treat the process as having an 

ending’ (p. 63).13 This feature of policy is well illustrated by the case of large-scale strategic 

change in the NHS. When I first started studying the NHS in 1997, there were proposals to 

introduce a ‘super hospital’, serving a population of up to 2 million people.16 Since then, 

local organisations have appeared to be in a state of perpetual planning as mergers, hospital 

closures and acute care ‘reconfigurations’ are proposed but rarely implemented before either 

being abandoned or rolled into the ‘next thing’. 17 

  

Policy is not fixed, or stable, but fluid, ‘a set of shifting, diverse, and contradictory responses 

to a spectrum of political interests’, as the political scientist Murray Elderman described it.18 

Policy, as Graham Allison showed in his analysis of the Cuban Missile Crisis19, is the 
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outcome of numerous instances of negotiation and bargaining, both major forms, such as 

between government departments, but also minor forms, between lower-level players, such as 

over the wording of a memo. The outcomes of these multiple instances of negotiation and 

bargaining combine with what Allison calls ‘foul-ups’ (misunderstandings, reticence on the 

part of players etc.) to form a ‘collage’ that constitutes government action on an issue.  

 

Policy is also characteristically ambiguous, often intentionally so.20 It is the ambiguous 

nature of policy that enables programme leads to align stakeholders. Ambiguity allows 

stakeholders with very different views of the problem, and what needs to be done, to sign up 

to a course of action, something researchers should consider when they next call for greater 

clarity on the underlying logic model. And policy is invariably oversold. The goals of a 

policy are intentionally bold and ambitious, ‘to excite people’, encourage organisations to 

participate, and motivate front-line staff.21 This, again, questions the value of programme 

theories or logic models as the basis of evaluation. At the very least, it will come as no 

surprise to practitioners if a key finding from a policy evaluation is that the policy did not 

meet the stated objectives.  

 

Some policies are symbolic,22 their primary purpose to reaffirm certain shared values. In such 

cases, substantial effort may go in to formulating the policy, with less interest in subsequent 

implementation. For example, it is plausible that the centre is more concerned with reducing 

emergency admissions, or otherwise reducing spending, than with the realisation of 

integrated care as ‘person-centred co-ordinated care’, especially in the present climate of 

financial constraint. Conversely, some policies are too sensitive to be articulated.22 It has 

been the policy of successive governments in England to take capacity out of the acute sector, 
23 yet political controversy over hospital closures means that it is difficult to find this 

articulated in national policy documents. As Carole Weiss24 observed in the context of policy 

development in the USA: 

 

Given the consequent grandiosity and diffuseness of program goals, there tends to be 

little agreement, even within the program, on which goals are real ˗ in the sense that 

effort is actually going into attaining them ˗ and which are window-dressing. With this 

ambiguity, actors at different levels in the system perceive and interpret goals in 

different ways. What the Congress writes into legislation as program objectives is not 

necessarily what the Secretary’s office or the director of the national program see as 

their mission, nor what the state or local project managers or the operating staff actually 

try to accomplish.  

 

As a result, the researcher may end up ‘evaluating the program against meaningless criteria’ 

or accepting ‘bloated promises and political rhetoric as authentic program goals’.24 

 

 

Non-evaluation evaluation 

 

Research does not need to be framed as ‘evaluation’ for it to be relevant to evaluation. I 

suggest that there is a value to doing research that is more broadly conceived. Programme 

theory evaluation is a ‘top-down’ approach to policy research. It establishes the objectives of 

a policy and then considers to what extent these objectives were accomplished. In contrast, 

‘bottom-up’ approaches begin with the decisions and strategies of local actors, and consider 

how these shape local policy implementation. A bottom-up perspective ‘does not assume that 

a policy is the only ˗ or even the major ˗ influence on the behaviour of people involved in the 
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process’. 25 One of the advantages of this perspective is that by beginning with the perceived 

problems of local actors, and the strategies developed to deal with them, it affords a 

consideration of the relative influence of different policies and initiatives on the actions of 

local implementers. The wider lens adopted by bottom-up approaches can capture how 

different policies interact, and both intended, and unintended, consequences. Bottom-up 

approaches can also provide information related to the unstated goals of policy, such as the 

political benefits (e.g. how the policy is received by different stakeholders), which may be of 

considerable interest to decision-makers at all levels.24  

 

I also argue for the explanatory and predictive value of social science theory. Programme 

theory evaluation does not preclude engagement with social science theory, but what I am 

suggesting is social science theory applied to the more general question of ‘what is going 

on?’. I suggest that of particular relevance to policy research is social science theory that is 

interpretive (attuned to multiple meanings), critical (attuned to the operation of power), and 

discursive (attuned to the use of rhetoric, the role of knowledge and expertise, and the effects 

of discourse). This is because health care policy is implemented in pluralistic contexts where 

stakeholders can have very different perspectives on the problem and therefore very different 

ideas about what should be done.26 However, it is not simply that stakeholders have different 

perspectives on policy issues; they have different access to resources and occupy different 

positions in institutional hierarchies. It is therefore not enough for research to be attuned to 

multiple perspectives; it must also be attuned to power.27 Implementing policy in pluralistic 

contexts is an essentially political activity and it is important to understand the strategies 

adopted by actors for asserting identity, maintaining autonomy, extending jurisdiction, and 

promoting particular visions of health care. And it is important to understand how this is 

accomplished through rhetoric.  

 

 

Studying large-scale strategic change 

 

In this section, I illustrate the value of research that is more broadly conceived with my 

research on strategic change to hospital services.28 In England, enduring political debates 

about how to best organise hospital services stem from the interests of different stakeholders 

and the multiple, and at times conflicting, objectives of tax-funded public services. They also 

reflect the different meanings that hospitals have for different social groups. So, for example, 

while the overriding concerns for managers may be the efficiency and operational 

effectiveness of the service, from the perspective of community groups, hospitals are about 

more than just health services: they are places of considerable social and symbolic 

significance.29 For much of the last 50 years, regional-level planners in England have sought 

to rationalise hospital services. The ‘solution’ (centralising hospital services into fewer, larger 

units) has, over time, been attached to a range of different ‘problems’, including the need for 

cost savings, the need to provide more responsive services, the need for greater clinical 

effectiveness, and, more recently, ‘safety’. 

 

My research on large-scale change emerged while I was doing fieldwork for another study 

which involved attending local planning meetings. During these meetings, I noticed that local 

health service managers would refer to the ‘clinical case for change’ when presenting plans to 

close hospital services. The argument was that closing the hospital or hospital department 

was based on the evidence and necessary for safety. I noticed this, because it was something I 

kept hearing, and because it contradicted earlier planning documents that contained a 

financial rationale for change. I was also struck by the rhetorical force of this rationale. It 
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appeared to me to have the effect of ‘shutting down’ debate, which I thought was significant 

given the emphasis in national policy on involving the public in decisions about service 

delivery. The extent and implications of this observation then became the focus my study.  

 

I found that, at both national and local levels, plans, and the rationales behind plans, were 

constantly shifting. Drawing on theories of rhetoric and discourse,30,31 I interpreted the shift 

in the underlying programme theory, from a financial to a clinical argument, as an instance of 

strategic reframing, in the context of community resistance to closing hospitals and a 

concurrent national policy of patient and public involvement in healthcare planning. A key 

part of this strategy was the enrollment of senior medical leaders to ‘sell’ the plans to the 

public.  

 

As rhetoric, the strategy was unsuccessful in that other stakeholders, such as local clinicians 

and members of the public, were unconvinced by the argument for change. Moreover, these 

stakeholders perceived the framing, and the enrollment of clinical leaders, as strategic and 

manipulative. I identified a more insidious form of power in the way that defining the issue as 

a clinical problem disguised its political nature. Framing the issue as ‘clinical necessity’ 

restricted consideration of alternative courses of action, and undermined public participation.  

These discursive effects were very ‘real’. For example, in one instance, local commissioners 

were able to avoid public consultation by arguing that the proposals were clinical ‘best 

practice’.  

 

The findings from my study problematize many current orthodoxies of policy 

implementation, such as ‘choose the right framing’ and ‘engage medical leaders’.32 It shows 

how, in practice, these strategies are co-optive devices, and suggests that, to the extent that 

such strategies are recognised by other stakeholders and perceived as manipulative, they may 

‘backfire’ by eroding trust. As Hajer has shown, it is trust, rather than ‘evidence’, that is key 

to the acceptance of change in policy controversies.33 Importantly my study illustrates how 

programme theory evaluation can fail to capture how programme theories constitute political 

framings, that shift over time, that are mobilized in political contests, and that have (very 

real) discursive effects. This lack of fit between the assumptions underlying programme 

theory evaluation, and what actually happens in real-world situations, limits its relevance and 

usefulness to policy and practice.  

 

Conclusions 

 

My intention is not to deny the contribution of programme theory evaluation, rather this essay 

is a call to the research community, particularly those of us who contribute to funding 

specifications, for greater recognition of the value of research that is more broadly conceived. 

In the context of complex health care policies, a more general orientation to what is being 

accomplished, whether organisation is moving is a fruitful direction, and the conditions that 

support this, can be highly productive in terms of policy learning (see for example Chalabi et 

al. 34). Research that is more broadly conceived can suggest different questions and new 

perspectives, which may be enough to ‘dissolve’ what were previously seen as intractable 

implementation problems.35 At times, a different approach may also be more suited to the 

needs of decision-makers, at all levels, by providing rapid insight36,  or stakeholder 

analysis.37 The leader of the National Institute of Health Research, and Chief Scientific 

Advisor to the Department of Health, has recently reaffirmed the value to decision-makers of 

social analysis.38 A sophisticated analysis of politics, in particular, is of practical benefit, not 

just in showing what actually happens in the real world, but because of the way politics can 
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support the implementation of complex social policies that involve multiple, conflicting, yet 

interdependent, values.39 
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