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Un i versité de Mo n t r é a l ,
Mo n t r é a l , Ca n a d a .

An d r é - P i e r re 
C o n t a n d r i o p o u l o s

Is the institutionalization of evaluation 
sufficient to guarantee its pra c t i c e ?

Zu l m i ra Ha rtz, through her impassioned analy-
sis of the institutionalization of evaluation in
France and the situation in the Anglo-Sa xo n
c o u n t ries as a backdro p, aims essentially to un-
derstand what Brazil can learn from other coun-
t ri e s’ experi e n c e s. Her purpose is to provide pre-
cise elements for the Brazilians in charge of cre-
ating the “Council on Higher Studies and Te c h-
nological Eva l u a t i o n” and the “De p a rtment of
Policy Eva l u a t i o n” under the Mi n i s t ry of He a l t h
in order to help them create the bodies needed
for the emergence of a “c u l t u re of eva l u a t i o n” in
the country. She makes her basic premise clear
in the introduction to her article: “I believe […]
that one can take advantage of the lessons
learned from the more advanced countries in
e valuation pro g rams for the evaluation of pro-
g ra m s , as in the case of the US model for agencies
in charge of public health interventions […] or
the difficulties experienced by those who have
m o re recently begun to build an evaluation pol-
icy for the evaluation of policies”, and in the
conclusion, where she states, “I believe I have
learned from the example of what France and
other countries have attempted to do. […] I feel
that such initiatives should not be seen as a d é j à
v u of others (that were not always successful); o n
the contra ry, they are a stimulus for leapfro g g i n g
s t a g e s , insights for a re g u l a t o ry and organiza-
tional fra m ew o rk drawing us closer to a situation
c h a ra c t e r i zed by the notion of what “seem the
right points”. […] Ne ve rt h e l e s s , without an effort
at institutionalization by political and gove r n-
ment structures so as to introduce technical and
financial incentives and encourage a culture of
e valuation for decision-making and pro g ra m
budget allocation, all this knowledge will be
nothing but an academic exe rc i s e , p ow e rless to
help solve the problems identified.”

This last observation raises two issues: Fi r s t,
is the institutionalization of evaluation sufficient
to genera l i ze the practice of evaluation, i.e., for a
“c u l t u re of eva l u a t i o n” to emerge in society? Se c-
o n d, does the institutionalization of eva l u a t i o n
not create the risk of limiting debates and inno-
va t i o n s, thus consecrating the domination of the
techno-scientific approach in collective deci-
s i o n s, to the detriment of the other three types
of re g u l a t o ry logic used in the health system
( p rofessional logic, economic logic, and democ-
ratic logic)? 

1) Institutionalization of evaluation 
and practice of eva l u a t i o n

The history of the institutionalization of eva l u a-
tion in France shows quite clearly that it is one
of the state’s responses to the need to ra t i o n a l i ze
e x p e n d i t u re s. Health systems are currently dete-
ri o rating in countries all over the world. T h e i r
i n t e rnal dynamics, based on technological de-
velopment, demographic and epidemiological
t ra n s i t i o n s, new know l e d g e, and globalization of
the economy pushes them in a direction inco-
h e rent with society’s va l u e s. The chasm is grow-
ing between what the population wants and the
status quo offers. The crisis is profound (Co n-
t a n d ri o p o u l o s, 1995). 

Most countries are left in a para d oxical situ-
ation that can be summed up as follows: on the
one hand, economic impera t i ves linked to glob-
alization of the economy and expansion of the
public debt, forcing gove rnments to reduce ex-
p e n d i t u res to balance their insufficient budgets,
making them dependent, while both domestic
and international financial markets rob them of
enough autonomy to gove rn democratically and
maintain competitive positions in the world. On
the other hand, cuts imposed on social pro-
g ra m s, especially in the health system, challenge
the foundations of the state’s legitimacy and
thus its ability to deal with the ra t i o n a l i z a t i o n
imposed by economic logic. 

To the extent that one cannot consider mere-
ly one of the components in the para d ox (that of
maintaining the status quo in the health system)
to the detriment of the other (balancing the bud-
get), since they are interconnected, whateve r
choice is made challenges the ve ry existence of
s o c i e t y; thus the need to innova t e. It is necessary
to change the system in order to allow it to con-
tinue to respond to the people’s demands by of-
f e ring quality services to all those whose state of
health re q u i res them, increasing their efficiency.
The institutionalization of evaluation, which is
c o n c e i ved of as a formal mechanism for the pro-
duction of information on public pro g rams and
p o l i c i e s, is a prime component of ra t i o n a l i z a t i o n
policies in countries worldwide. It aims to en-
hance the perf o rmance of interventions by the
public sector. 

Yet one might ask, is such institutionalization
of evaluation sufficient to achieve the planned
gains in efficiency? That is, in order for eva l u a-
tion to become a routine practice by all social
a c t o r s, what are its spheres of responsibility? 

It is not enough that the demand for efficien-
cy be perc e i ved by public opinion as sufficiently
legitimate to have evaluation institutionalize d ;
ra t h e r, the va rious actors must incorporate this
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new social standard into their ways of conceiv-
ing their own responsibilities and those of oth-
e r s. Evaluation in the field of health must be-
come a normal, routine pra c t i c e, a natural need
for the va rious actors. Only then will eva l u a t i o n
become truly operational. 

The conditions for this new culture to spre a d
in the health field (as well as in other areas of the
public sector) are difficult to define, but are cer-
tainly highly demanding. Ge n e ralization of a new
c u l t u re in a society is a major change. It will n o
doubt face resistance from all those for whom
the pre vailing order is adva n t a g e o u s. In order to
g rasp the nature of the difficulties invo l ved in
such change, it is crucial to have a clear under-
standing that the institutionalization of eva l u a-
tion is a process that runs the risk of consider-
ably increasing the weight and influence of actors
whose legitimacy rests on the value of techno-
c ratic logic, to the detriment of others whose cre d-
ibility is based on other types of re g u l a t o ry logic.

2) Institutionalization of evaluation 
and democratic culture

We can say rather schematically that four major
g roups of actors interact in the health system
( Eva n s, 1981). Pro f e s s i o n a l s, managers (those
that manage, plan, and control the health system:
payers, administrators, and public sector employ-
ees), the market, and the political sphere, consist-
ing of all participants in state political activities. 

The population as such does not constitute a
g roup of actors. Howe ve r, the legitimacy of each
of the other four groups depends to a major ex-
tent on the possibility of speaking in the people’s
n a m e. In order to pre vail, each group attempts
to convince society that it is the true re p re s e n t a-
t i ve of collective intere s t s. Health pro f e s s i o n a l s
speak of both their patients and the va rious dis-
e a s e s, while health care managers prefer such
t e rms as “u s e r s”, “ b e n e f i c i a ri e s”, or “p o l i c y- h o l d-
e r s”. The world of the market speaks of con-
s u m e r s, customers, clients. The state, in turn ,
speaks of citize n s, vo t e r s, taxpaye r s, or the gen-
e ral public. By definition, individuals can only
speak for themselves and call themselves by the
g roup to which they belong (employe e s, man-
a g e r s, functionari e s, work e r s, men, women...),
but none of them individually can speak for the
population in the broader sense.

Each group of actors can be chara c t e ri zed by
its view of the health care system, its concept of
health, disease, and their determ i n a n t s, the
types and re l e vance of the re s o u rces it contro l s,
its will to improve its position in society by in-
c reasing its control over the health care system’s
re s o u rces (financial, human, material, and sym-

bolic), and the type of logic it feels should serve
to regulate changes and interactions in the sys-
tem. We see this as the circumstances prov i d i n g
the basis for actors’ perceptions as to the ro l e
and pertinence of the types of re g u l a t o ry models
coexisting in the health system. 

Professional logic is that which pre vailed in
the developed countries during the first half of
the 20th century. Its legitimacy deri ves in part
f rom the huge pro g ress made by scientific medi-
cine in both its understanding of disease and
ability to interve n e, on the one hand, and fro m
the fact that despite such pro g re s s, medicine re-
mains an art. Application of medical know l e d g e
to individual problems is never automatic or di-
rect. It depends in a determinant way on an ex-
p e rt professional opinion and patient trust. Pa-
tients lack both the necessary knowledge to de-
cide alone on their disease and the ability to ex-
e rcise “ra t i o n a l” judgment when they are ill, suf-
f e ring, and/or stressed. In this context, patients
a re re p resented by health professionals in gen-
e ral and physicians in part i c u l a r. The health care
system is conceived of as a means where by pa-
tients and physicians meet and the latter can ex-
e rcise their expertise on behalf of patients as
f reely and completely as possible. Physicians are
thus at the center of the health care system, and
allocation of re s o u rces rests on their decisions.
The medical profession controls the amount and
quality of the va rious services available to the
p o p u l a t i o n .

All decisions constraining the re s o u rces to
which physicians have access pose a potential
t h reat to patients. Under this model, the role of
public powers is to reduce insofar as possible the
b a r riers against utilization of health serv i c e s, es-
pecially by employing health insurance systems,
adequately funding the health care system, and
taking charge of public health pro g ra m s.

Ac c o rding to this logic, the medical pro f e s-
s i o n’s responsibility consists of applying self-
re g u l a t o ry mechanisms so as to provide a pub-
lic guarantee of adequate physician tra i n i n g ,
quality serv i c e s, and professional respect for a
code of ethics, aimed at assuring that serv i c e s
a re neither under- nor ove r- u t i l i zed. In a word ,
the profession aims to guarantee the communi-
t y ’s intere s t .

Te c h n o c ratic logic is the counterweight to
p rofessional logic. Its basic premise is that it is
possible to ra t i o n a l i ze by mobilizing scientific
a p p roaches in order to define how to best em-
p l oy re s o u rces so as to meet the population’s
n e e d s. Decisions concerning the health sys-
tem should all be subject to a rational planning
p rocess based on an analysis and pri o ri t i z a t i o n
of needs, detailed pro g ramming of activities, op-
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timum definition of the re s o u rces re q u i red to
o p t i m i ze treatment of pri o ri t i e s, and eva l u a t i o n
of the re s u l t s.

Ac c o rding to this perspective, decisions re-
vo l ve around the expert s, through their com-
mand of analytical approaches to rational deci-
sion-making. Medical activity should be eva l u-
ated, just as all other activities. It is possible,
f rom the outside, to judge the efficacy and pert i-
nence of the use of different services and to de-
fine which services should be provided, based
on convincing data, i.e., “evidence-based medi-
c i n e”. To avoid arbitra ry conduct by physicians,
clinical decisions should be strictly framed with-
in guidelines for pra c t i c e, which is incre a s i n g l y
facilitated by new information and communica-
tions technologies.

The state, and especially the gove rnment ap-
p a ra t u s, should take charge of the health sys-
t e m’s planning so as to guarantee the population
that public re s o u rces are applied rationally and
that no group of actors monopolizes their use.
Te c h n o c ratic logic purports to be rational, apo-
litical, and completely devoted to maximizing
the collective intere s t .

Economic logic refers back to pro f e s s i o n a l
and technocratic logic. Based on classical ne-
o l i b e ral economic theory, it demonstrates that
re s o u rce allocation is optimized when supply
and demand operate freely in competing mar-
k e t s. Proponents of this view contend that h e a l t h
s e rvices are not truly different from other goods,
that their chara c t e ristics (information imbal-
a n c e, random disease occurre n c e, presence of
e x t e rnalities) are insufficient to keep the fre e
m a rket from functioning. The state has no more
reason to intervene in the health domain than in
any other, much less to predefine a budget pack-
a g e. The state should be content to curtail, inso-
far as possible, market imperfections (by elimi-
nating monopoly situations created by pro f e s-
sional corporatism, re s t ricting its part i c i p a t i o n
to financing only a minimum packet of basic-
need services and public health services that are
t ruly public goods, facilitating dissemination of
i n f o rmation on health services), leaving re g u l a-
tion of the system to the care of the mark e t’s in-
visible hand.

Ac c o rding to a d e m o c ratic logic, citizens have
the right and responsibility to influence socio-
political actions and decisions within society.
This democratic right can be exercised dire c t l y
or indire c t l y. It is usually exercised indire c t l y
t h rough re p re s e n t a t i ves that have been elected
or coopted. Within the health system, democra t-
ic logic allows for the association of each mem-
ber of the population re g a rdless of income,
schooling, age, or place of re s i d e n c e, with re g a rd

to both the formulation of needs, pro b l e m s, pri-
o ri t i e s, and solutions and the ve ry management
and administration of the system as a whole and
each of its part s. In order for democratic logic to
be expressed, it is not enough to org a n i ze elec-
tions; it is also (or perhaps especially) necessary
for there to be true room for debate in society.
De m o c racy aims not only to allow citizens to ex-
p ress their pre f e rences by voting, but also to use
discussion and controversy to improve their de-
m o c ratic culture. This is indispensable for eve ry-
one to be able to reflect critically on what they
c o n c e i ve of as fair for themselve s, for the gro u p s
to which they belong, and for society as a whole
(To u ra i n e, 1994) 

Evaluation, which we can conceive of as a
f o rmal mechanism for producing inform a t i o n
on a given intervention (such as a policy or pro-
g ram) in order to help decision-makers allocate
re s o u rces optimally, is inscribed quite natura l l y
within technocratic logic. 

Institutionalization of evaluation provides a
s t rong legitimacy for actors who value this form
of regulation and reduces that of others who de-
fend other types of re g u l a t o ry logic. The latter, in
a context where scientific rationality pre va i l s, re-
s u m e, in their own way, the discourse concern-
ing the need to base decisions on reliable data
(evidence-based decisions). The stakes shift in
the struggle for legitimacy. What matters is no
longer to officially defend a logic of re g u l a t i o n ,
but to control the methods (or frame of re f e r-
ence) used to produce information on interve n-
t i o n s. Co n t rol of the evaluation mechanism thus
becomes the central wager in the struggle a m o n g
the four major groups of actors. 

Pro f e s s i o n a l s attempt to impose the idea that
a given interve n t i o n’s quality lies in the use of
methods from biomedical re s e a rch and clinical
e p i d e m i o l o g y. Ra n d o m i zed trials have become
the “gold standard” for proper evaluation. T h e
results of re s e a rch using these approaches feed
the groups of experts expected to define best
p ractices standard s. They are thus the origin of
the benchmarks used to fit pro f e s s i o n a l s’ clini-
cal activity in what has come to known as “e v i-
dence-based medicine”. Such methods are also
recommended in the burgeoning field of phar-
maco-economics, in which the contribution f ro m
economics per se is limited to calculating the
cost of interve n t i o n s. 

The experimental method is a research mech-
anism that allows one to isolate an interve n t i o n
f rom its surroundings in order to precisely as-
sess its observed effects. This approach is most
applicable when the intervention under study is
limited in time and not contingent on a give n
e n v i ronment (such as the evaluation of a dru g ,
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t e c h n o l o g y, or treatment modality). It focuses on
m e a s u ring the effects and is not concerned with
e x p l a n a t o ry factors for the observed result. On e
can see why professionals value this appro a c h ,
which applies perfectly well to the technical
component of their activity. Me a n w h i l e, this ap-
p roach allows them to publicly subscribe to the
idea that medical practice can be subject to eva l-
uation with an on-going concern for improv i n g
q u a l i t y, while excluding from the field of eva l u a-
tion the part of their practice which cannot be
e valuated by clinical tri a l s, i.e., re f e r ring to the
p o rtion of their activity where interpersonal re-
lations are superimposed on the application of
t e c h n i q u e s. In fact, medical pro f e s s i o n a l s’ exc l u-
s i ve focus on the experimental method pro d u c e s
little agreement as to eva l u a t i o n’s credibility in
relation to new forms of organizing and financ-
ing the health care system, whose evaluation re-
q u i res other methods. 

For planners and managers, evaluation is a
n o rmal activity in their pra c t i c e. It aims pri m a ri-
ly to place a critical focus on decisions in ord e r
to improve them. It also serves to predict the
consequences of altern a t i ve models for org a n i z-
ing the health care system (strategic analysis).
The most widely adopted approach aims to
c o m p a re re s o u rces or activities with a bench-
m a rk (norm a t i ve evaluation) with a view to-
w a rds improving the health care system as a
whole and its component org a n i z a t i o n s. Pl a n-
ners also approach evaluation through the im-
plementation of pilot pro j e c t s. Managers and
planners generally acknowledge the validity of
social science re s e a rch methods. The fact that
the results of their work are by nature contingent
on a specific context allows them to express their
a d h e rence to the principle of evaluation, while
maintaining an important margin of autonomy
in decisions pertaining to their org a n i z a t i o n s. 

Ac c o rding to economic logic, formal eva l u a-
tion of interventions is conceived of as a method
a l l owing va rious decision-makers to make ra t i o-
nal decisions concerning re s o u rce allocation in
a reas where not all conditions are present for the
p roper functioning of the free market. This is
p a rticularly valid for the health field, ripe with
u n c e rtainties and extern a l i t i e s. For liberal econ-
o m i s t s, evaluation is an inevitably imperf e c t
substitute for the mark e t’s invisible hand. Fo r
o t h e r s, evaluation is a formal mechanism pro-
viding decision-makers with the inform a t i o n
they need to make the best possible decisions on
behalf of the community. Economists have the
same expectations as planners v i s - à - v i s e c o-
nomic calculations. Both postulate that it is pos-
sible to measure the consequences of differe n t
i n t e rventions and compare them. This episte-

mological position is refuted by proponents of
the democratic logic of regulation. 

Ac c o rding to To u raine (1994) d e m o c ra c y is “a
regime which re c o g n i zes individuals and gro u p s
as subjects, that is, which protects them and en-
c o u rages them in their desire ‘to live life’, to pro-
vide a unity and meaning to the life ex p e r i e n c e .
T h u s , the limit to power is not only a set of pro c e-
d u ral rules, but the positive will to each and eve ry
i n d i v i d u a l ’s fre e d o m . De m o c racy is the subord i-
nation of social organization, especially political
p ow e r, to an objective , which is not social but
m o ra l : individual fre e d o m . Such a task would be-
come contra d i c t o ry if it were fully accomplished,
since it would dissolve society, yet it is put to work
in democratic societies, as opposed to the forces of
domination and social contro l , in order to in-
c rease each individual’s portion of initiative and
quest for happiness, making known to each social
actor the rights of others to formulate pro j e c t s
and conserve their memory.” (Touraine, 1 9 9 4 : 2 6 2 ) .

To the extent that evaluation participates in
the development of a truly democratic culture,
t h e re by institutionalizing, at all levels of society,
w h a t e ver favors individual and collective learn-
ing processes (Crozier et Fre i d b e rg, 1977), it be-
comes a tool for change and innovation (Pa l-
m a d e, 1996; Denis et al., 1997). In this case, eva l-
uation is no longer a tool for the power of a
g roup of actors; ra t h e r, it allows for a cri t i c a l
view of the established order and becomes a tru e
i n s t rument of liberation. It allows all actors to
step back from the exc l u s i ve undertaking of m e re
re g u l a t o ry logic. 

The institutionalization of evaluation in fa-
vor of the emergence of an authentically democ-
ratic culture fosters the subordination of ve s t e d
i n t e rest gro u p s’ power to that of individuals who
c o l l e c t i vely constitute society. 
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