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Executive Summary 
Cluster Evaluation of the 

Community-Based Public Health (CBPH) Initiative 
1992 -1996 

Overview of the CBPH Initiative 

The CBPH is a broad-scale initiative that used a community-based and partnership 

approach to address issues of change in health professions education. Launched in the 

spring of 1991, the initiative invited academic institutions, public health agencies, and 

local community groups to develop "new models for community-based education, 

research, and service." The purpose of CBPH was to "strengthen the practice and 

teaching of public health by creating partnerships with an infonned and involved public." 

Out of 108 preliminary applicants and 15 consortia who participated in the Leadership 

and Model Development (LMD) phase (1991-92), seven consortia were selected for four 

years of implementation funding. These consortia are located in the states of California, 

Georgia, Michigan, Massachusetts, Maryland, North Carolina, and Washington. On 

average, each consortium received approximately two million dollars in grant funds. By 

1996, the Foundation had invested approximately 20 million dollars in the effort. 

The Foundation program staff and the CBPH consortia shared a holistic view of the 

"problem" which the initiative was designed to address. Essentially, the problem was one 

of poor health for vulnerable populations stemming, in part, from a weakened public 

health system. It was compounded by the fragmentation between public health research, 

education, service, and practice; and long-standing divisions between professional and 

community groups which further jeopardized the health of underserved citizens. As 

several major reports on public health had amply illustrated, the system for addressing the 

health needs of people was not working well. CBPH stakeholders believed they could 

improve the system as a whole by building the capacity of the parts. Thereby, if the 

discipline of public health increased its capacity in community-based research, teaching, 

and service; if the field of public health practice increased its capacity to partner with 

community in the three core functions (policy, assessment, and assurance); and if the 

community-based organizations and members in distressed neighborhoods could be 

engaged in leadership roles to "own" their problems and solutions -- then, the health of 

poor communities would improve. 
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Overview of the Cluster Evaluation of the CBPH 

A Cluster Evaluation Team, based at the University of Minnesota, was selected in the 

spring of 1992 and awarded a grant of $981,456 to both conduct an independent 

evaluation of the initiative and to provide modest technical assistance to local project 

evaluators working in the field. To guide our work, we negotiated in Year 1 a series of 

guiding evaluation questions and anticipated outcomes (see Figure 1, p. 18-19). We used 

multiple strategies (e.g., site visits, mailed surveys, video taping, indicator 

documentation) to chart the progress of consortia and to portray the key themes and 

challenges of the CBPH. Our work in the preliminary years was formative, in that 

evaluation strategies were designed to support the clarification and improvement of the 

initiative's goals and processes. In the latter years, our work became more summative. In 

our current appraisal of the initiative, we examine its accomplishments relative to its 

goals and reflect on the lessons to be learned as a result of the CBPH experience. 

The summary which follows outlines the principal accomplishments of CBPH, especially 

with regard to health professions education. It also highlights our findings to the six 

guiding evaluation questions, and discusses implications of the evaluation for future 

initiatives. For more information on the CBPH, the Cluster Evaluation, our findings and 

these lessons, please contact the principal author for a copy of the comprehensive report. 

Summary of Accomplishments 

The Cluster Evaluation Team viewed the CBPH as a capacity-building initiative leading 

to systems change in health professions education and public health practice and to 

community empowerment. As a capacity-buHding initiative, it made tremendous 

progress in building the capacity of community and academic sectors to partner around 

the reform of public health research, teaching, and service. To a lesser but still important 

extent, it also built the capacity of some public health practice partners to provide 

technical support to community and to value the input of community in the three core 

functions. In addition, a significant mass of people in all three sectors now have concrete 

linkages -- ideas and strategies -- for working together on community-centered projects 

that build on the assets (not the deficits) of underserved communities. 

It would be inaccurate to describe the impact of CBPH as anything other than deeply 

personal for many participants. The initiative created or enhanced personal connections 
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between people and organizations where none had existed before. It allowed talented and 

hard working people the opportunity to express their values and work towards deeply 

held goals concerning human potential and societal well being. The initiative made 

especially strong impact on nurturing community leaders and turning some fledgling 

CBOs into real players in public policy discussions. Even in the consortia where conflict 

and frustration reigned, members learned a lot about the partnership process that they will 

take to their next collaborative. As a result of the networking and skill transfer that 

occurred, a critical mass of people have bonded; a significant "rooting" of CBPH 

principles has taken place. The mechanisms and support that the Kellogg Foundation put 

in place to make these very positive outcomes happen were critically important and 

should be repeated in future initiatives. Of the many kinds of support that were offered 

over the years, some of the most appreciated (by participants) and apparently 

instrumental were: 

• Annual meetings which brought participants together along with key leaders and 

policy makers outside the initiative and facilitated networking and skill transfer 

across groups; 

• The "Frequent Flyer" program which promoted peer visits and informal mentoring 

across consortia; 

• Mini-grants to community partners and public health agencies for specific 

capacity-building objectives; 

• Support for organizational consultants for consortia experiencing problems with 

partnerships. 

Demonstrable Change in Health Professions Education 

Because the focus of this initiative was on health professions education, this Executive 

Summary will highlight changes that occurred in this sector. Eighteen academic entities 

were listed as organizational members in CBPH consortia organizational charts in 1996. 

Our discussion addresses the seven schools of public health primarily, but also includes 

some schools of medicine and nursing. While academic partners varied in their ability to 

initiate and sustain system changes, what was accomplished by academe overall was very 

significant. They were unquestionably, "core partners" that made much of CBPH 

possible. 
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To better understand and study systems change, the Cluster Evaluation Team developed 

in 1994 a theoretical continuum of levels of change (see Table 1, below). This 

framework was based on our understanding of system change as envisioned by the 

Foundation and CBPH participants. While each level is important and interconnected 

with the others, we believe that those grouped near the "top" of the continuum represent 

more enduring structural and philosophic change. Those grouped near the bottom can 

signify higher level structural or philosophic change, but they are "lower" because they 

can (and often do) occur at the perimeter of an organization and in the absence of more 

comprehensive change. 

Table 1 

Theoretical Levels of Systems Change in Academe 

• Epistemological change in the definition of "public health knowledge," and how 
that knowledge is gained and imparted. 

• Endowed chairs for community based researchers, educators, practitioners. 

• Tenured appointments for community-based researchers, educators, practitioners. 

• Publications about community based public health. 

• Recruitment and retention of faculty and students of color, or from targeted 
comm unities. 

• Research funding for community based public health. 

• Involvement of faculty in public health practice program planning and service. 

• Curriculum planning with practice and community input. 

• Course revision and development of a core curriculum at graduate level. 

• Senior faculty support and mentorship for community based research, teaching 
and service. 

• Coordinated student internships. 

• Course revision. 

• Use of community and practice instructors. 

• Expansion of student practica and field experiences. 
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Of the twelve levels represented above, all but one ("endowed chairs") was seriously 

attempted, if not fully achieved, by at least one academic partner in a consortium. In 

tenns of where the most common kinds of change activity occurred for most academic 

partners, the answer is: "in the lower half of the scale." While some academic institutions 

were able to engage senior as well as junior faculty and staff, administrators as well as 

students, most involved faculty at the level of curriculum and instruction. The most 

common or frequent actions documented or observed, in other words, were in curriculum 

planning, course revision, use of community and practice instructors, and expanded 

student practice and field experiences. 

• All schools but one initiated some type of curriculum review, revision, or evaluation. 

Related to this was the large number of CBPH-related new courses developed (n = 
31) and existing courses revised (n = 52) to incorporate CBPH principles. A main 

area of activity was student involvement in CBPH through course-related field 

experiences, practica or internships, and research assistantships. All schools initiated 

or enhanced at least one area, and more commonly all three areas of student 

involvement. As a result, about 3,(X)() students were affected by changes in the 

classroom, and 1,500 were affected through their CBPH field experiences, 

internships, or research assistantships. 

• Capacity for organizational change was facilitated through efforts to recruit and retain 

students, staff, or faculty from underrepresented populations. Over the course of the 

initiative, 22 new faculty and 66 new staff of color (or from underserved 

communities) were engaged by CBPH academic organizations. Similarly, 

organizational change was stimulated by professional development seminars, retreats, 

luncheons, or other formats. Fifty such professional development opportunities in 

areas such as cultural competence and community-based research, teaching, and field 

work were made available through CBPH, affecting approximately 750 faculty, staff, 

and students. 

• Higher up the "systems change" scale was the development of new principles and 

protocols for guiding CBPH research. Three schools had formal documents to this 

end and were actively using them in new research endeavors. In terms of research 

output, by 1996, 39 studies had been prepared that were based on CBPH philosophy 

or projects. Of the seven schools of public health, all except one created at least one 

new position to better address a CBPH mission. These positions were solely or 
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partially funded by the Kellogg grant. Most of the positions were created to better 

support teaching or precept student field experiences (e.g. practicum coordinators, 

faculty associates). Some were designed to increase funding support or research 

opportunities, or to better partner with public health agencies and / or community 

organizations in research, education, or service. 

• The more challenging (and longer term) areas of organizational change involved 

efforts to incorporate CBPH principles and practices into the institutional mission and 

reward structure. Two schools accomplished changes in tenure, promotion and 

annual review proce:Sses that more heavily weighted community-responsive research 

and teaching. Another school is poised in that direction. 

Of the three sectors, change in academe was most substantial and is most likely to be 

sustained. Academe was the most successful sector in terms of garnering new "core" 

grants to support CBPH operations. In addition, of the 14 million dollars in "spin-off' 

funds obtained, almost 11 million were acquired by academic partners. This suggests that 

academe may continue to function as the central organizing agent for many CBPH 

activities in years to come. 

Overall Findings: Highlights from the Six Guiding Evaluation Questions 

Overall, we learned that the seven consortia were very diverse and traveled in somewhat 

different directions at very different speeds. Nonetheless, they encountered similar 

obstacles and challenges and experienced similar rewards. Their variation in success 

allows us to speculate on factors that made a difference. The following section provides 

an overview of what we learned vis-a-vis our six guiding evaluation questions. 

What Kinds of Collaborative, Community-Based Public Health Models were Developed? 

• All seven CBPH consortia shared a similar theoretical orientation which embraced 

collaboration as a model of practice, and principles of community capacity-building 

as a necessary corollary for improving public health research, education, service, and 

practice. 

• In order to accommodate the many organizations, constituencies, and people involved 

in multiple community sites, the organizational models which emerged tended to be 
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quite elaborate. Most were multi-level, "high maintenance" structures that required 

considerable skill and time to maintain. Perhaps because of this, more "success" (in 

terms of mutually satisfying and productive relationships) was experienced at the 

"sub-consortium" or coalition/ site level, than at the consortium level. 

• The capacity to work collectively in consortia! governance structures appeared to 

depend on many factors, including: geographic proximity, previous positive working 

relationships or experiences with collaboration, strategic process skills, comfort with 

diversity, and a "true" impetus or basis for partnership. 

• The ability of consortia! models to effect systems and policy change depended on the 

strength of the partnerships. Stronger CBPH partnerships had a high degree of 

partner involvement and commitment, established community-based organizations 

with mobilized community resources, high quality project direction and leadership 

across all three sectors, and the ability to plan and use evaluation data. 

• While all consortia worked productively on some goals and activities, much of the 

work was done in parallel and failed to capitalize on the synergy of the three partners. 

• Enduring relationships, social networking, and increased understanding of and access 

to each others' cultures were among the most important CBPH outcomes. These 

relationships were (for the most part) on the level of individuals and depended on 

specific people. Relationships were individually -- as opposed to organizationally -

contracted. Thus, the extent to which these partnerships are really institutionalized at 

the organization level (irrespective of the people involved) remains to be seen. 

HQw Has Participation in the CBPH Affected the CQmmunity's Capacity to Solve Public 

Health Prnblems? 

• Generally speaking, the process of defining "community" was not done systematically 

or consistently across the initiative. Most community partners were involved early in 

the CBPH, but some were brought in after the grant was awarded or created with 

grant funds, and still others joined as late at Year 3 and 4. The diversity of 

community partners meant, among other things, that they had very specific and often 

quite different capacity building needs. 
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• The capacity building needs were of two primary sorts: the capacity of CBOs and 

leaders to (1) organize and mobilize communities around public health issues, and (2) 

the capacity to "sit at the table" and work collaboratively with academic and public 

health partners. In some consortia, the academic or public health practice partners 

recognized (along with their community partners) that these capacity-building needs 

existed, and then found the time, money, and opportunities (both formal and informal) 

to address them. In other consortia, these needs were not well recognized, or 

recognized late in the initiative after relationships had been strained. 

• Evidence abounds that community participation in CBPH activities at the coalition or 

site level was high, and that many residents engaged in various educational skill 

building and community development forums. ·Mini-grants to community citizens, 

direct funding of CBOs, and community health worker training were three of the 

more successful strategies employed. 

• Building the capacity of community to fully engage institutional partners in public 

health systems change should not be romanticized. Structured learning opportunities 

and technical assistance in both types of capacity-building must accompany or 

precede partnerships that seek systems or policy change. 

How Has Participation in the Initiative Affected the Capacity of Member Oq;:anizations 

to Carry Out Their CBPH Missions? 

• The 67 organizations involved with CBPH all started at various points on two 

developmental paths: one leading inward and involving changes in organizations to 

better support a CBPH mission, and the other leading outward and involving the 

capacity to work collaboratively with other organizations and sectors. 

• Of the three sectors, academe was able to most clearly identify internal system change 

goals. These involved such things as redefining research protocols, examining the 

basis for tenure and merit awards, revising curriculum, and enhancing students' field 

experiences. Capacity-building needs for CBOs were quite varied but often involved 

leadership and board development, increasing or broadening community 

representation, and acquiring strategic planning and grant expertise. Internal system 

change for public health practice was the least well defined, but some partners made 
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radical "cultural shifts" in their working relationships with CBOs on community 

assessment, health promotion and disease prevention programs. 

• Some of the most important "cultural shifts" that did occur in academe and public 

health practice were also the hardest to measure. Such cultural shifts included not 

only recognizing community assets and knowing how to partner towards an 

immediate goal, but employing that knowledge in every core function, or throughout 

a curriculum or research agenda, or in setting policy at a local or regional setting. 

• Success in changing systems was highly influenced by the context and history in 

which consortia operated. Schools that built on efforts already started, or in which 

faculty enjoyed greater support for community-based teaching and research, were 

able to proceed farther and faster than schools with little tradition in this area or 

whose faculty were highly dependent on external funds. Agencies of public health 

practice were similarly constrained by external events and circumstances, not the least 

of which were continuous budget cuts and reallocations. 

• While only two consortia experienced significant system change in all three sectors, 

much was attempted and much was accomplished, given the relatively short time 

frame of the initiative and the difficulty of changing ingrained systems emphasizing a 

"bottom-up" strategy. For example, more progress might have been attained in health 

professions education if it had been clearly specified as the main goal of CBPH, 

rather than attempting comprehensive change in all three sectors simultaneously. 

How Has Participation in the CBPH Affected the Capacity of Consortia Members to 

Influence Policy? 

• Participation in CBPH did not substantially affect the capacity of consortia to 

influence policy for several reasons. Policy was generally not perceived by 

participants as a central or even timely goal during most of the initiative. 

Additionally, the ability to work on policy presumed a level of collaboration which 

most consortia had not achieved by Year 4. The policy concerns that did emerge 

tended to focus (understandably) on smaller scale, organizational policy. Also, the 

knowledge, skills, and experience needed by most members to work at a policy level 

were not "budget items." Therefore, these skills weren't taught or enhanced in any 

systematic way. 
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• The National CBPH Policy Task Force, which was created in 1994 at the beginning 

of Year 3, succeeded in generating by 1996 wide support for a document that 

embraced CBPH principles and outlined a broad arena of activity in which to operate. 

The Task Force also established a Working Group to explore the development of a 

new organizational structure to further promote CBPH principles and political 

agendas. To some extent, this document and effort became questionably merged, in 

the minds of the Cluster Evaluation Team, with the participants' desire to simply 

continue their own work and to extend a funding lifeline to current CBPH consortia. 

• Our impressions were that "policy" remained an ill-defined word and policy change 

advocacy an unclear goal throughout the initiative. The ability of the National Policy 

Task Force to clarify and consolidate a coherent agenda will be challenged by several 

factors, including the dissolution of most of the current consortia! structures with the 

end of implementation funding, a lack of an established CBPH "identity" at the 

national level, and limited relationships with external policy makers and groups. 

• Given the original formulation of the CBPH and the multiplicity of goals and 

challenges facing the members, four years was too short of time to expect significant 

growth in policy change advocacy at the CBPH consortia level. 

For Individual and Organizations Involved, Did the Benefits of Participation in the CBPH 

Outweigh the Costs? 

• Despite the challenges of CBPH, a majority of participants (65% of survey 

respondents) felt the benefits of the initiative outweighed the costs. Morale was 

mostly reinforced by the personal and professional development that occurred, the 

social and political relationships that developed, and the opportunity to work on 

projects that members believed in and cared deeply about. The costs were related to 

the amount of time partnership took and the stress of intra-consortium conflict. 

• Leaders of member organizations were very much like individual members in their 

appraisal of the costs and benefits of CBPH. If anything, they were even more 

positive (73% of survey respondents said benefits outweighed costs). Primary 

benefits were in the social and political areas, and the opportunity to advance a 

mission that was important to the organization. 
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• The CBPH philosophy is extremely durable. It is this philosophy, and members' 

various and idiosyncratic ways of operationalizing it, that will be sustained. 

Member's commitment to a "CBPH -way of doing business" is stronger than their 

commitment to particular consortia. In some consortia, perceived benefits of CBPH 

were much higher than in others. In fact, perceived costs and benefits varied more by 

consortium than by sector. 

Lessons Learned 

The CBPH was an ambitious initiative. Relative to its goals, not all consortia were 

equally "successful," and the initiative was unable to fully articulate and meet many of its 

systems change and policy goals. This finding invites us to reflect not only on the 

"whys," but on what might be learned for the sake of future initiatives. We feel there are 

six areas that merit discussion. These include the challenges of: (1) defining "who comes 

to the table;" (2) holistic problem definition and multiple goals; (3) capacity building for 

diverse groups; (4) pairing a capacity building approach with systems and policy change 

goals; (5) shared leadership and collaborative governance; and (6) the blessing and curse 

of money. 

1. Who Comes to the Partnership Table. 

The CBPH experience suggests that much of the success of a collaboration can be 

predicted based on the individual members and organizations who initially come to a 

partnership table. Deciding which partners to bring to the table is therefore a most critical 

step. While much has been said about the difficulty of defining community and the 

ability of the representative to actually represent "the" or "a" community, the problem 

applies to academic institutions and health practice agencies as well. While these latter 

institutions might be more easily recognized, finding the right level (school? 

department?) and leader to represent the institution is not easy. It is the classic "validity" 

problem that occurs whenever a larger population or entity is "sampled" for any purpose. 

In this instance, it is the challenge of selecting organizations and leaders who can 

"validly" represent the larger constituency and simultaneously contribute to the work of 

the partnership. 

In a system change initiative, the selection of member organizations and community 

constituencies and their representatives is especially critical. By contrast, if a university 
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is simply looking for community sites in which to train students, the definition of 

community is less important. Most definitions of community (any "sample") will suffice. 

This is because students can learn from a wide variety of contexts, and every community 

has needs and resources to be tapped. When the primary goal is better instruction and 

community service, representative participation is not a central issue. 

In a "systems change" initiative, however, the selection of organizations and the 

definition of community and the identification of "valid representatives" all become very 

important and politically charged. In a systems change initiative, more money is on the 

table, expectations are higher, the potential consequences are greater. If, for example, 

changing the way an organization "does business" means change in employment 

eligibility or status, job function, resource allocation, or the amount of money to be 

shared; or if the goals challenge core beliefs about the nature of the world -- then the 

process of selection, definition, and identification becomes political. Taking a 

"community of convenience" approach, for example, can destabilize community 

relationships. 

Greater time and attention needs to be given, therefore (both by funders and participants) 

to the process of forming partnerships for systems or policy change initiatives. The 

process itself probably deserves outside facilitation if the initiative is new and the sectors 

do not have a positive history of working together. The process also needs to be based on 

an analysis of the larger system being addressed. For example, to change the health of 

underserved populations and to invite their representatives at the table along with 

academic institutions and public health practice agencies -- but not the medical delivery 

or insurance systems -- is to operate with an incomplete understanding of what drives 

health care in this country. The selection of organizations, the definition of community, 

and the identification of representatives should be done strategically and carefully, 

according to some publicly shared ground rules of procedure, and driven by an 

understanding of the system or policy being addressed. 

2. Holistic Problem Definition and Multiple Goals. 

One of the conundrums of the CBPH was that its greatest asset was also its Achilles Heel. 

One of the paradigmatic changes discussed ardently during the Leadership and Model 

Development phase was the need to overcome categorical funding of public health 

research, education, and practice. This focus was based on growing consensus that many 
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variables and conditions which are artificially segregated for the purpose of management 

or budgeting are in reality interconnected and experienced in their totality by people in 

communities with poor health status. Environment and health are interrelated; poverty 

and illness are inextricably connected; personal behaviors are influenced by systemic 

racism, etc. Breaking down the barriers between the disciplines and putting diverse 

professionals together with community folk were all manifestations of CBPH's new 

paradigm in which public health problems are defined holistically. 

To see problems holistically, rather than categorically or isolated as a limited set of 

variables, is to see problems perhaps more accurately and with greater depth and 

comprehension. But holistic problem definition creates an enormous agenda for 

problem-solvers in organizations and the community. Problems such as the disparity in 

health between higher- and lower-income people must still be broken down into 

manageable pieces. Some linear planning has to be done. Some areas and tasks have to 

be given greater priority than others, and a rationale for sequencing steps created. The 

underlying theoretical model of the CBPH was a good beginning, but the model was not 

meant to serve (and could not serve) as a blueprint for action. And most consortia 

struggled to re-draw the model to make it more workable. Difficult lessons were learned 

when it came time to translate the very powerful rhetoric of CBPH into a concrete work 

plan. As a result, multiple and sometimes conflicting goals continued to co-exist, despite 

lack of time, money, or people to work on them. 

Considerable theoretical work on underlying program models needs to be done in 

advance to funding system change initiatives. Such models need to be based on empirical 

evidence and the experiences and perspectives of multiple stakeholders. And in long

tenn initiatives, these models need to be revisited every year in order to accommodate 

necessary changes in evolution. 

3. Capacity Building for Diverse Groups. 

As stated throughout this report, member organizations began the initiative with varying 

levels of capacity for delivering a CBPH mission. Most consortium members elected to 

begin where the community (or institution or agency) was "at" in terms of assets and 

needs, and to build from there. In general, the capacity building needs of all partners 

were underestimated. The needs of communities and their CBOs were the most 

frequently discussed and most of the overt or structured development opportunities (and 
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funds) were aimed there. The capacity-building needs of most public health agencies and 

some of the academic partners were equally pressing, however. Resources and time just 

didn't stretch far enough, and this brought many partners into conflict and raised doubts 

about the "real goals" of the CBPH. Future initiatives could well devote much conscious 

attention to the process and content of building capacity among all sectors. 

Related to the need for capacity building is the phrase we heard so frequently during the 

initiative: "This [CBPH] work takes time." The time it takes to build capacity at the 

community and institutional level, and the time it takes to build the capacity to 

collaborate, cannot be overstated. "Time" was the chief cost identified in surveys of 

CBPH members and leaders both in 1994 and 1996. This is a real cost, and proponents of 

a grass-roots, capacity-building approach need to go beyond stating "lack of time 11 in their 

defense, when anticipated goals are not reached. They need to come up with a solution. 

The partnership process especially has to be better understood, better orchestrated, and 

better funded so it can be done more quickly and efficiently. This recommendation will 

probably offend some who feel that change in community capacity cannot be rushed, or 

who put the goal of building trusting relationships above all else. Nevertheless, 

proponents of CBPH approaches will need to make a capacity-building approach more 

focused and effective if they wish to (a) address system change, and (b) compete with 

much more highly organized (i.e., "efficient") approaches being used by managed care 

and other groups. 

4. Pairin2 a Capacity-Buildin2 Approach with Systems Change and Policy Goals. 

The challenge of pairing a capacity-building approach with a system change initiative 

was felt by many in CBPH. It was expressed as 11 four years is too short a time" to address 

the goals of changing systems and policy. Even if the policy goals had been scaled down 

to "small p,'' and systems change limited to one sector and a smaller sub-set of goals, 

many of the community and institutional partners might still have needed more focused 

and sustained attention before they could have functioned collaboratively, as equal 

partners, at the table. This underscores the need for an appropriate fit between the 

partners sitting at the table with the goals of the initiative. This fit has to be clear from 

the beginning for the initiative to succeed. Capacity building (especially at the 

community level) seemed to be the sanctioned goal of CBPH during the first two years. 

When the Integrated Action Plan and higher systems change goals were encouraged as 

new priorities in Year 3, many consortium members were concerned. They weren't ready 
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to be judged on the extent to which policy changes occurred at the national, regional, 

state, or local levels. With some notable exceptions, the initiative did not anticipate well 

the different capacity needs required for policy advocacy or systems change, and seemed 

to assume that groups would be uniformly equal to the task. 

5. The Challenge of Shared Leadership and Collaborative Governance. 

The importance of leadership and strategic process skills for productive partnership 

cannot be overstated. Despite the preliminary Leadership and Model Development 

(LMD) year, many consortia had uneven and often very limited levels of leadership 

knowledge and skills to draw upon, and insufficient time and understanding to build such 

skills together. Many participants did not attend LMD sessions. Of the 500 or so people 

who engaged in the CBPH during 1992 - 1996, only about 60 (12%) were involved in 

1991 and able to attend the LMD. Given the turnover and growth in membership, there 

were waves of second and third-generation CBPH -ers. Thus, we often heard members 

express the need for "continuing LMD" -type opportunities. On the other hand, some 

consortia were blessed with exceptional leadership and acquired a wisdom about shared 

governance that was quite impressive. The knowledge that some of these consortia 

gained about shared leadership and collaborative governance should be packaged into a 

training curriculum and presented in future initiatives. 

It is also important to note, however, that even the most gifted leadership from faculty, 

staff, and community leaders is insufficient for systems and policy change unless policy 

makers, middle and upper administration and management are also involved. The idea 

that all change comes up from the bottom (a precept that many listeners took from John 

McKnight's teaching) needs to be challenged as a part of CBPH theory. Some very 

effective change comes from the top and from the outside institutions and sectors. 

Successful CBPH leaders we interviewed credited supportive deans and directors, and 

sometimes favorable political figures or contextual events, as supplying the catalytic 

support to move forward. 

6. The Blessin2 and Curse of Money. 

Some of the more divisive events in the lives of partnerships center around money. Who 

gets it, who controls it, how it is spent, and how to account for it. Money has the power 

to distort people's motivations for joining initiatives their freedom to report results. 
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Considered by many to symbolize superiority and control, money has the power to 

exacerbate distrust and disrupt collaboration. Money is also, of course, absolutely 

necessary for making change. While these observations are not new to funders, the 

CBPH experience prompts us to reflect on ways that funders and grantees can avoid 

allowing money to deter partnerships. Several recommendations about money gained 

from participants during Year 4 site visits are worth repeating: 

• For long term, high-stakes, or systems change initiatives, select groups of partners 

who have shown through previous collaborations the motivation to work together 

without money. 

• Fund new partnerships for short periods of time with small amounts of money, 

and then give larger grants after success had been demonstrated. 

• To empower community, fund community partners separately from institutions, 

but supply technical assistance and thoughtful oversight as a way to help 

community organizations gain skill in grants management. 

• Teach conflict resolution skills specifically around budget negotiation. 

• Screen board members for conflict of interest, and disallow members who receive 

portions of a grant to sit on the board. 

Additionally, we observed that most consortia had not apportioned their budget according 

to a joint work plan, in which objectives of the plan are funded (rather than partners or 

their organizations). These examples represent the kind of issues and practical skills that 

need to be addressed in detail during preliminary phases of large initiatives. 

Finally, although clear messages abounded from the beginning of the CBPH about the 

need for consortia to begin expanding their funding base, many participants seemed not 

to hear or believe these messages. Others were struggling with the work load of the 

CBPH itself and could not address sustainability until the last year of implementation. 

Some participants felt that the initiative was under-funded from the start and were 

dubious, given the political and economic climate, about the future of institutionalizing 

CBPH staff positions. With the termination of implementation funding, it is difficult to 

predict how loss of funding will affect such things as networking and coordination 

between consortia organizations and members; dissemination of evaluation and research 

findings; and the actual projects that require special staff support, such as community 

health worker training or coordinated student internships. While it appears that much of 
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the CBPH's spirit and principles will be sustained, the small amount of core funding 

obtained and the lack of preparation many consortia evidenced is cause for concern. 

Conclusion 

In closing, the CBPH was a terrific experience in capacity building and partnership for 

many, many people. Without question, the world will hear from many CBPH 

participants in the coming years as they continue to work with each other and with new 

partners in refining the principles and models of community-based public health. As a 

Cluster Evaluation Team, we felt privileged to serve as learning colleagues and to have 

traveled the distance with the Foundation and the participants. It has been a pleasure, a 

challenge, and now a memory that we will never forget. 
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Figurel 

Guiding Evaluation Questions and Anticipated Outcomes 

(Identified in 1993) 

Questions 

1. 
What kinds of community-based 
public health models were 
developed by CBPH consortia? 

2. 
To what extent did participation in the 
CBPH affect the communities' capacity 
to solve public health problems? 

3. 
To what extent did participation in the 
initiative affect the capacity of member 
organizations to carry out their CBPH 
missions? 

- 18 -

Anticipated Outcomes 

Academic, public health practice, and 
community partners will create an 
organizational structure and culture for the 
purpose of strengthening public health 
education, practice, and the communities' 
capacity to address its public health needs. 

Expected outcomes are broken down for 
two levels, individuals and target 
communities: 

Community individuals who are involved 
with the CBPH will gain access to opportunities 
in leadership, networking, education, jobs, and 
health careers. 

Target communities will mobilize internal 
and external resources around health needs 
they've identified; in so doing, they will 
gain a sense of competency and ownership 
over health problems. 

Expected outcomes are broken down to 
correspond to our three constituent groups. 
No one consortium was expected to 
accomplish all of the following: 

Academic partners will link with community 
and public health practice partners to: 

• Focus/enhance curriculum and instruction; 
• Develop participatory research; 
• Expand and legitimize community service 

in faculty life; 
• Expand or develop faculty recruitment and 

development strategies for diversity and 
cultural competency; 

• Expand or develop student recruitment and 
retention strategies for diversity. 
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Figure 1 

(continued) 

Questions 

(Question 3, continued) 

4. 
To what extent did participation in the CBPH 
affect the capacity of consortia members to 
influence policy? 

5. 
For individuals and organizations involved, 
did the benefits of participation in the CBPH 
outweigh the costs? 

6.(*) 
What intentions and capacities did 
consortia have for continuing CBPH work 
after the Implementation Period ended? 

Anticipated Outcomes 

Public health practice partners will link with 
academic and community partners to: 

• Develop community capacity; 
• Better assess target community resources 

and needs; 
• Create health campaigns and programs; 
• Improve intra- and inter-agency 

collaboration of service delivery; 
• Expand or develop staff recruitment or 

development strategies to assure cultural 
competency. 

Community-based organization partners will 
link with academic and public health practice 
partners to: 

• Provide leadership in organizing the 
community; 

• Develop community leadership and skills; 
• Mobilize community actions around health; 
• Advocate for communities in policy forums; 
• Provide health related and other support 

services. 

Consortia members will identify key policy 
barriers and levers for change, and devise 
strategies for collectively influencing change. 

At the end of year four, individuals and 
organizations will support continuation of the 
CBPH consortium, and their involvement in it, 
because benefits of belonging (broadly defined) 
outweigh the costs. 

(*) Question 6 was added in 1996. No 
revised outcome was articulated. 
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Cluster Evaluation of the CBPH 
1996 Annual Report and Final Summary 

A traveler who has just left the walls of an immense city climbs the neighboring 

hill; as he goes farther off he loses sight of the men whom he has so recently 

quitted; their dwellings are confused in a dense mass; he can no longer 

distinguish the public squares; and he can scarcely trace out the great 

thoroughfares; but his eye has less difficulty in following the boundaries of the 

city, and for the first time he sees the shape of the vast whole. 

- Alex de Tocqueville 

INTRODUCTION 

Like de Tocqueville's traveler, evaluators writing their final annual report experience a 

kind of leave-taking. A stepping back, a disengagement, a transition from active 

involvement to reflection. With this leave-taking comes both a blurring of details (which 

once stood out so clearly) and a better appreciation for the shape of the whole. This 

report marks the Cluster Evaluation Team's fourth annual evaluation and our final (team) 

summary of the CBPH. As such, it builds on previous reports by incorporating new data 

( collected in 1995-96) and by summarizing what we have learned over the course of the 

initiative that is pertinent to the guiding evaluation questions established in 1993. While 

we may not have traveled far enough to see the CBPH with crystal clarity, we have 

gained considerable understanding of what this initiative has accomplished and what the 

partnership process entails for members engaged in systems change. 

This document has been written for a wide audience, including CBPH participants and 

Foundation staff, as well as interested parties from outside the initiative. Given this 

broad range of readers, we will spend some time in this Introduction revisiting the CBPH 

initiative and the history of the Cluster Evaluation. This background should prove useful 

for readers who are unfamiliar with key CBPH concepts and terms (as we use them). 

Further, it will help clarify the infonnation and conclusions presented in the following 

sections, which have been written by different Cluster Evaluation team members. For 

further information about the CBPH and the Cluster Evaluation, please see the Appendix 

for a listing of reports and materials. 
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The CBPH: A Comprehensive Community Initiative 

The CBPH is an example of a broad scale initiative that uses a community-based and 

partnership approach to address issues of change in health professions education. 

Launched in the spring of 1991, the initiative called for the engagement of academic 

institutions and public health agencies with local community partners in developing "new 

models for community-based education, research, and service." In the ensuing months, 

the Foundation received over 100 preliminary proposals. Fifteen of the most promising 

applicant groups were invited to participate in a year-long series of seminars and 

meetings, designed to enhance their leadership skills and to strengthen their proposed 

models of CBPH. At the end of the "Leadership and Model Development" (LMD) phase, 

seven groups were selected for four years of implementation funding. These groups were 

the states of Washington, California, Michigan, Massachusetts, Mary land, North 

Carolina, and Georgia. The average award was approximately two million dollars. 

CBPH Goals and Assumptions 

Both the Foundation program directors and the CBPH participants shared a holistic view 

of the "problem" which the initiative was designed to address. Essentially, the problem 

was one of poor health stemming, in part, from fragmentation and disempowerment. 

Fragmentation between public health research, education, service, and practice; and 

fragmentation between professional and community groups which led to further 

disempowerment of marginalized citizens. Community-based organizations (CBOs) and 

citizens living in underserved communities had so little voice in the way in which public 

health professionals were being trained, in the manner in which health departments 

carried out their business, and in the local policies affecting their quality of life and 

health. As several major reports on public health had amply illustrated, the disparity in 

health between the "haves" and the "have nots" was increasing, not declining. CBPH 

stakeholders believed that the disparity could be best addressed if they overcame the 

fragmentation and boundaries dividing them. By working together, they could strengthen 

the capacities within each sector. Thus, if the discipline of public health increased its 

capacity in community-based research, teaching, and service; if the field of public health 

practice increased its capacity to serve the three core functions (policy, assessment, and 

assurance); and if the community-based organizations and members in distressed 

neighborhoods could be engaged in leadership roles to "own" their problems and 

solutions -- then, the health of poor communities would improve. 
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These underlying assumptions of the initiative were diagrammed by the Cluster 

Evaluation Team (CET) after many conversations, meetings, site visits, and periods of 

observation (see Figure 1, p. 9). Other distillations of the initiative's guiding assumptions 

can be found in additional CET products such as: 

• The five guiding evaluation questions, which were identified through a series of 

meetings in Year One with consortia project directors, evaluators, and governing 

board leaders, as well as Foundation program staff (Figure 2); 

• The template of "indicators of consortium activity and outcomes" which were 

derived from a content analysis of goals and intentions stated by consortium 

leaders (project directors) in their first-year annual reports (Figure 3); 

• The "commonly voiced goals" of CBPH, which were listed as items in the 1994 

and 1996 Cost/ Benefit surveys (Figure 4); and 

• The system change continua sketched out for the three sectors in our 1994 "Site 

Visit Reflections" report (the "Imagining Systems Change" handout, Figure 5). 

As these products suggest (see pages 9-16), the CBPH aimed to change cultural 

assumptions and behavior in academe, health practice, and in communities. CBPH has 

been described as a "system change initiative," in contrast to a project-focused cluster of 

grants. The key differences between a "systems change" and a "project-focused" 

mentality were well described by two evaluators working on another Kellogg initiative 

(see Figure 6). As described by these evaluators, 

Systems change is about building infrastructure for reform; replacing/revising 
systems elements rather than adding new ones; focusing change of oneself first 
rather than on others; building on system strengths rather than fixing deficits; 
understanding that reform is a long-term, evolving process, not a "quick fix;" 
addressing all dimensions of the system rather than focusing on one or two; 
building capacities and marshaling resources; being part of mainstream reform 
efforts, not focusing on specific projects; focusing on lessons learned rather than 
concentrating efforts on creating models for replication; placing power in the 
hands of those in the system, rather than relying only on funders or top-down 
change agents. 

M. Jennes and Z. A. Barley, 1995 
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As this synopsis reveals, to undertake a systems change initiative is to undertake a 

complex, difficult journey. Like other "comprehensive, community initiatives" described 

by authors of the Aspen Institute's Roundtable on Comprehensive Community Initiatives 

for Children and Families, the CBPH held a long-term goal of "promoting positive 

change in individual, family, and community circumstances in disadvantaged 

neighborhoods" (1995, p.1). What was less clear was how reform in the practice and 

discipline of public health would bring about neighborhood improvement; and how multi

sector groups -- working together for the first time across ethnic, socioeconomic, and 

disciplinary boundaries in new organizations or "consortia" -- could translate such an 

enormous goal into meaningful agendas within the given time frame and budgetary 

constraints. 

Most critical in the underlying model of the initiative is the assumption that all three 

sectors needed to build various capacities in order to work together and successfully 

implement their agenda. Capacities relevant for successful partnership included such 

things as knowledge and skills related to collaboration, multicultural diversity, and shared 

leadership. Similarly, it was presumed that all three sectors needed to strengthen their 

resources and capacities in order to support a CBPH mission. The capacities required to 

support a CBPH mission included such things as knowledge and skills related to 

community mobilization, community-based research and education, community 

assessment, health promotion and disease prevention. Finally, it was presumed that all 

three sectors needed to share infonnation and build their collective capacity to influence 

policy at the organizational, local, and national levels. The capacities required for this 

task would include such things as access to political influentials and resources, and 

knowledge and skills related to strategic change and health care policy formulation. It is 

with this scope in mind that the initiative might be best described as a capacity-building 

effort along separate and combined fronts. Central to the success of these efforts was the 

concept that partners could achieve more by working together than by working in 

isolation. 

The Cluster Evaluation: A Comprehensive Evaluation by an Independent Team 

Central to the Foundation's plans for CBPH was the deployment of an independent, 

external evaluation team. Based at the University of Minnesota, this Cluster Evaluation 

Team (CET) was selected in the spring of 1992 and awarded a grant of $981,456 for the 

four-year initiative. The initial team was comprised of three members and two graduate 
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research assistants. Over the grant period, the core team expanded to four members and 

included sub-contracts to a survey research unit at the University, a professional data 

analysis firm, and an independent video producer. 

Purpose of Cluster Evaluation 

As described in our 1993 Annual Evaluation Report, after discussions with the 

Foundation, the CET proposed to do the following: 

1. "Gather information about the CBPH that had the potential to: a) reform the way 

that public health service agencies work with their communities to improve the 

lives of people; b) refonn the way that communities address their health needs; 

and c) refonn the way that academic institutions prepare their students for public 

health practice;" 

2. "Increase the likelihood of a successful CBPH initiative by supporting project

level evaluators, facilitating dialogue with WKKF, and providing feedback;" and 

3. "Gather infonnation about the CBPH that has the potential to infonn 

programming and grant-making policies at WKKF." 

In more concrete terms, we understood our work to be that of spending about three

quarters of our time conducting a fonnative and summative evaluation of the initiative, 

and the remaining portion of our time supporting project evaluators in the field and 

providing individual consortia with data and feedback. Our primary audience over the 

four years was the Foundation and the CBPH participants. This orientation occurred 

partly because these groups represented the most invested stakeholders in CBPH, and 

partly because of the nature of the evaluation and the kind of data collected. 

Evaluation Methods and Strate1:ies 

The CET spent its first year (1992-93) developing with CBPH stakeholders a set of 

guiding evaluation questions and a comprehensive blueprint for the Cluster Evaluation. 

The general membership was not engaged with this task, largely due to the logistical 

constraints of limited time, travel and meeting opportunities, and the evolving status of 

CBPH leaders and members. For the most part, we worked with the Foundation and the 

- 5 -



( 

grantees' project directors and evaluators on this task. The blueprint identified a number 

of core methods or strategies for collecting information, along with "expected outcomes" 

related to the guiding evaluation questions (see Figure 2). These core methods included: 

• Site visits to each consortium (conducted annually) 

• Documentation of consortium membership (initiated in Year One and tracked 

every six months through 1996) 

• Documentation of indicators of consortium activity and outcomes (established 

retrospectively at the end of Year Two, and collected every six months for the 

remaining period of implementation) 

• Mailed surveys to individual and organizational members on the costs and 

benefits of participating in the CBPH (conducted in 1994 and 1996) 

• Videotape documentary, filmed by consortium staff and edited by an independent 

production company, during 1993-94 

• Development of a tool to measure collaboration and other modes of working 

together (a.k.a., the Consortium Activities Diagnostic Survey, or CADS) 

• Telephone survey of key consortium leaders on the requisite knowledge, skills, 

and functions/tasks of collaborative leadership (conducted spring of 1995) 

• Descriptive study of community health worker training, as developed by CBPH 

members in six sites for four consortia (conducted spring of 1995) 

Essentially, this was a mixed-method (but primarily qualitative) evaluation that tried to 

both describe/portray the key themes and development of consortia across the CBPH, and 

to arrive at some judgment of the initiative's merit and worth by examining its 

accomplishments relative to its goals. Our focus was not on assessing individual 

consortia, but on the overarching successes and challenges of partnership and of systems 

change. 

Cluster Evaluation Activities 

Much of the CET's effort in the first year was invested in our own team and building 

relationships needed with stakeholders to frame and carry out the evaluation. During the 

first two years we purposely concentrated on formative evaluation and technical 

assistance. Our annual site visits, for example, were five days long. We conducted 

individual interviews with all the key members of each consortium and toured their 

respective operations. At the end of each visit, we gave detailed feedback to the grantees 
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in a two-hour debriefing session. Beginning in Year 2, our 20-page site visit reports went 

to grantees in draft form, and were revised with their input, before being sent to the 

Foundation. 

During the first half of the initiative (1992-94) we also held two networking conferences 

a year with project evaluators and directors. We functioned as a clearinghouse of 

information on community coalitions, collaboration and other pertinent topics. We also 

worked with the projects to produce a one and one-half hour videotape documentary to 

promote sharing and learning across projects. This videotape was filmed by the seven 

individual consortia, using students and community residents as videographers. Each 

grantee received five copies of the tape to use in orienting new members, strategic 

planning sessions, and possible re-edits. 

In the third and fourth years of the initiative (1994-96), our evaluation work assumed a 

more summative stance. We reduced our site visits to two-to-three day group (not 

individual) interviews. In the third year we asked fewer questions about intended future 

goals and activities, and pressed people for evidence of accomplishment. Our fourth-year 

protocol continued to address the same guiding evaluation questions (as in previous 

years), but we asked CBPH participants what they had learned about organizational and 

theoretical models of CBPH, what they had learned about building community and 

organizational capacity building, policy development, and overall costs and benefits of 

CBPH. We held only one networking conference a year for project evaluators. We 

began assessing the status of consortia according to a series of key categories (e.g. 

"workable governance structure," "functioning evaluation system"), and marking the 

extent to which a majority of consortia had achieved success in these categories (see 

Figure 7). And we began to ponder what lessons there were for all the various 

stakeholders engaged in community-based partnerships in public health. 

Oq:anization of this Report 

This body of this report is organized according to the guiding evaluation questions (see 

Figure 2). Each question received sustained attention from all CET members, but was 

written by a lead author. The Executive Summary includes "answers" to the evaluation 

question, and a broader reflection of the kinds of impacts the initiative had and the kind 

of challenges and questions it raised. 
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To the overall question, can health professions education and public health practice 

become more responsive to underserved communities and find better ways to work 

collaboratively with community partners, the answer is "Yes." This happened for some 

groups in CBPH. To the question, can communities play a vital role in shaping public 

health activities in their neighborhoods, the answer is again "Yes," for this also happened 

for some groups in CBPH. What this report hopes to do is shed some light on how these 

changes came about and what potential lessons there are for different stakeholders. 
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Figure2 

Guiding Evaluation Questions and Anticipated Outcomes 

Questions 

1. 
What kinds of comm unity-based 
public health models are being 
developed by CBPH consortia? 

2. 
Is participation in the CBPH affecting 
the communities' capacity to solve 
public health problems? 

3. 
ls participation in the CBPH affecting 
the capacity of member organizations 
to carry out their missions? 
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Outcomes 

Academic, public health practice, and 
community partners will create an 
organizational structure and culture for the 
purpose of strengthening public health 
education, practice, and the communities' 
capacity to address its public health needs. 

Expected outcomes are broken down for 
two levels, individuals and target 
communities: 

1. Community individuals who are 
involved with the CBPH will gain 
access to opportunities in leadership, 
networking, education, jobs, and health 
careers. 

2. Target communities will mobilize internal 
and external resources around health needs 
they've identified; in so doing, they will 
gain a sense of competency and ownership 
over health problems. 

Expected outcomes are broken down to 
correspond to our three constituent groups. 
Outcomes will vary across consortia. Listed 
below are the breadth of possible outcomes 
expected: 

Academic partners will link with community 
and public health practice partners to: 

a. Focus/enhance curriculum and instruction; 
b. Develop participatory research; 
c. Expand and legitimize community service 

in faculty life; 
d. Expand or develop faculty recruitment and 

development strategies for diversity and 
cultural competency; 

e. Expand or develop student recruitment and 
retention strategies for diversity. 



Questions 

(Question 3, continued) 

4. 
Is participation in the CBPH affecting the 
capacity of consortia members to influence 
policy? 

5. 
For individuals and organizations involved, 
do the benefits of participation in the CBPH 
outweigh the costs? 
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Outcomes . 

Public health practice partners will link with 
academic and community partners to: 

a. Develop community capacity; 
b. Better assess target comm unity resources 

and needs; 
c. Create health campaigns and programs; 
d. Improve intra- and inter-agency 

collaboration of service delivery; 
e. Expand or develop staff recruitment or 

development strategies to assure cultural 
competency. 

Community-based organization partners will 
link with academic and public health practice 
partners to: 

a. Provide leadership in organizing the 
community; 

b. Develop community leadership and skills; 
c. Mobilize community actions around health; 
d. Advocate for communities in policy forums; 
e. Provide health related and other support 

services. 

Consortia members will identify key policy 
barriers and levers for change, and devise 
strategies for collectively influencing change. 

At the end of year four, individuals and 
organizations will support continuation of the 
CBPH consortium, and their involvement in it, 
because benefits of belonging (broadly defined) 
outweigh the costs. 
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Figure 3 

Template of Indicators of 

Consortium Activity and Progress 

Indicator Category 

A Membership in CBPH Consortia 

B Activities Affecting CBPH Communities 

B 1 Youth Activities 

B2 Community-Based Health Workers 

B 3 Health Related Efforts 

B4 Community Development 

C Activities Affecting CBPH Or1;mnizations 

Cl Personal Development 

C2 Institutional Changes 

C3 CB PH Course Development/Revision 

C4 Student Involvement 

Elements (Indicators) Counted 

Number of ctnTent members 
Number of total members, cumulative 
Percent of original members retained 
Percent growth since beginning of grant 
Percent change (loss, gain) from previous period 
Demographics (current, cumulative): 
Number/percent of members by constituency 
Number/percent of members by race 
Number/percent of members by gender 

Number of CBPH sponsored programs/projects 
Number of youth impacted 

Number of training programs for VHW, CHW 
Number of times training has been offered 
Number of CHWers trained 
Number of CHWers currently in the field 
Number of Health Department Outreach staff 
assigned to CBPH 

Number of CBPH sponsored efforts 

Number of efforts to promote community 
development 
Number of participants impacted 

Number of development activities sponsored, 
attended 
Number of individuals impacted 

Number and type of change initiatives underway in 
academia, public health practice, and community
based organizations 

Number of new CBPH courses developed 
Number of existing courses revised 
Number of students enrolled in each 

Number of students completing field work, projects 
Number of GRAs funded with CBPH funds 
Dollar amount of funding allotted to GRAs 
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C Activities Affectinll CBPH Or2anizations (cont.) 

C5 Diversity Number of students from target communities 
admitted into higher education institutions 
Number of faculty/staff of color, or from target 
communities hired by CBPH organizations 

C6 "Cross Cultural" Exchanges 

C7 Research, Evaluation 

D Resources Generated 

Dl Grants to SupJX)rt CBPH Consortia 

D2 Important Spin-Offs of CBPH 

E ~ 

Number of CBPH members participating in 
various exchanges 

Number of CBPH studies being conducted 
Number of principal authors involved 

Number of grants awarded to CBPH consortia 
Dollar amount of new grants awarded 
Percentage of grants awarded by constituency 

Number of spin-off grants awarded to CBPH 
members 
Dollar amount of new grants awarded 
Percentage of grants awarded by constituency 

Number of education strategies used 
Number of health policies targeted 
Number of institutional or other policies targeted 
Number of policy products produced 
Number of policy makers engaged 



Figure 4 

Commonly Stated Goals of CBPH Consortia 

1994 1996 
% of members % of members 

Goal spending "a lot" reporting goals 
or "some activity" were "important" or 

on this goal "very important" for their 
involvement in CBPH 

.%. .%. 
Building community capacity to 
organize around public health needs 81 96 

Delivering health services to 
underserved populations 57 93 

Strengthening health department 
programs in health promotion or 51 82 
disease prevention 

Assessing community 
capacity of health needs 74 92 

Recruiting community people into 

\ academe or public health practice 54 79 

Providing mentoring, education, 
employment, or other types of 58 86 
opportunities for youth 

Building the consortium (i.e., 
linkages between academic, 80 88 
public health practice, and 
community partners 

Addressing policies at the 
institutional, local, state, or 52 80 
national level that affect the 
health of people 

Building the body of knowledge 
about community-based public health 56 73 
by gathering data, conducting research, 
or evaluation 

Preparing a new generation of 
community-based public health 60 82 
practitioners and researchers 

Building trust and cohesion 
among CBPH partners 74 89 
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Figure 5 

Imagining Systems Change in CBPH in CBPH Institutions and Communities 

Academe 

• Epistemological change in definition of public health knowledge, how knowledge is 

gained and imparted 

• Endowed chairs for community-based researchers, educators, practitioners 

• Tenured appointments for community-based researchers, educators, practitioners 

• Publications about community-based public health 

• Recruitment and retention of faculty and students of color, or from targeted communities 

• Research funding for community-based public health 

• Involvement of faculty in public health practice program planning and service 

• Curriculum planning with practice and community input 

• Revision or development of core curriculum at graduate level 

• Senior faculty support and involvement 

• Coordinated student internships 

• Course revision 

• Use of comm unity and practice instructors 

• Expansion of student practica and field experiences 

Communities 

• Full power sharing partnerships with external institutions 

• Ability to set priorities and control resources around public health, quality of life issues 

• Positive ways of addressing racism 

• Participation with academe and practice in research, education, service, outreach, 

assessment and planning 

• Development of community infrastructure 

• Building career and education pathways for young people 

• Expanded community base, mobilized volunteers 

• Leadership development 

• Board development 

• Individual training and skill development 

• Working with student interns in the community environment 
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(Figure 5, continued) 

Public Health Practice 

• Development of new mission 

• Advocacy for policy issues 

• Leadership in bringing policy makers together 

• Inter- and intra-agency collaboration 

• Reorganization of agency, department 

• Definition of "public health" problems as embedded in context 

• Emphasis on community capacity throughout core functions 

• Involvement of community and academe in strategic planning 

• Recruitment and retention of community members 

• Development of community health workers 

• Multicultural competency training 

• Contracting services to neighborhood health agencies 

• Working proactively with university interns 

( • Assessment of community assets and capacity building 

• Development and use of a citizen's board 

• Sharing information, feedback loops with community & others 
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Figure6 

System Approach vs. Project Mentality 

System Approach Project Mentality 

1 Build the infrastructure for reform 1. Research/develop products to disseminate 

2. Replace/revise system elements 2. Add project components 

3. Change oneself 3. Change others 

4. Build on strengths 4. Fix deficits 

5. Evolve long term 5. Do short-term, static 

6. Address all dimensions 6. Focus on 1 or 2 dimensions 

7. Build capacity, marshal resources 7. Emphasize measurable objectives/ goals 

8. Be part of mainstream reform 8. Focus on specific projects 

9. Focus on lessons learned, not 9. Create models for replication 

replication 

10. Empower those in the system 10. Empower funder, change agent 

From: 

Mark Jennes and Zoe L. Barley, 1995. "Using Cluster Evaluation in the Context of Science Education Reform." 

New Directions for Program Evaluation, no. 65 (spring), pages 53-54. 
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Figure 7 

Status of Consortia: 1995 and 1996 

Assessment by Cluster Evaluation Team 

Have a majority of consortia achieved this status? 

Status I Element 

Governing Board 

Functional in terms of collaboration 

Stable leadership 

Has strategic plan, vision 

Able to hold partners accountable 

Project Director 

Established leadership 

Clear role 

Evaluation 

Effective evaluator on board 

Stable evaluation system 

Contributing to Cluster Evaluation 

Consortium Model of CBPH 

Shared vision 

Reflects CBPH principles 

1995 

No (3/7) 

Yes (4/7) 

Yes (5/7) 

No (3/7) 

No (2/7) 

No (2/7) 

No (3/7) 

No (3/7) 

Yes (7/7) 

No (2/7) 

Yes (4/7) 

Coalition Models of CBPH (Note: California bas no coalition level) 

Reflects CBPH principles Yes (5/6) 

Linked to one or more CBPH partners Yes (5/6) 

Active Yes (5/6) 

Academic Involvement 

Engaged as support partner Yes (7/7) 

Initiating own system change Yes (6/7) 

Percent academic members 32% 
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1996 

No (2/7) 

No (3/7) 

No (3/7) 

No (2/7) 

No (3/7) 

No (3/7) 

No (1/7) 

No (0/7) 

Yes (6/7) 

No (2/7) 

Yes (7/7) 

Yes (3/6) 

Yes (6/6) 

Yes (6/6) 

Yes (7/7) 

Yes (4/7) 

30% 



Have a majority of consortia achieved this status? 

Status I Element 1995 1996 

PH Practice Involvement 

Engaged as support partner Yes (5/7) Yes (7/7) 

Initiating own system change No (2/7) No (3/7) 

Percent PH practice members 22% 22% 

Community Involvement 

Has viable CBO and community base Yes (4/7) No (3/7) 

Implementing activities Yes (6/7) Yes (7/7) 

Active in helping partners build 

institutional capacity Yes (4/7) No (3/7) 

Percent community members 46% 48% 

Policy Development 

Consortium active No (1/7) No (1/7) 

( Coalitions active No (3/7) No (2/7) 

Participation on CBPH Policy Task Force Yes (7/7) 

Sustainability Outlook 

Has sustainable model on consortium level No (1/7) No (0/7) 

Has sustainable model on coalition level Yes (5/6) Yes (4/6) 

New core funding No (2/7) No (2/7) 

% LMD members still active 72% 67% 
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THE GUIDING EVALUATION QUESTIONS 

Evaluation Question 1 

by Carol McGee Johnson 

What kinds of collaborative, community-based, public health models were 

developed by CBPH consortia? 

Summary 

A variety of collaborative, community-based models of public health were developed in 

the CBPH initiative. Organizationally, the models generally tended to be elaborate, "high 

maintenance" structures that required considerable skill and time to maintain, and 

involved a wide range of individuals and organizations across many boundaries. The 

models were all supported by a similar theoretical orientation, yet at the same time 

operational expressions differed, due to a variety of factors. Product outcomes (e.g., 

strategies or projects implemented with apparent success) were many. However, process 

( or relational) outcomes were harder to achieve. Greater satisfaction with results 

achieved at sub-consortium levels of activity was reported than at consortium-wide 

levels. Building the capacity of individuals and organizations to collaborate, negotiate 

conflict and hold one another accountable emerged as a strong theme and lesson of 

CBPH activity. 

Introduction 

Looking back over the CBPH, it is interesting to ponder the question, "What kinds of 

collaborative, community-based, public health models were developed by CBPH 

consortia?" Armed with the innovative idea of a partnership between academe, public 

health practice and community, the CBPH promised to be an exciting experiment in the 

development of organizational structures (consortia) that might ultimately strengthen 

public health education, practice, and communities' capacity to address their public health 

needs and concerns. 

Essentially, the primary theme of CBPH model development, with one exception, 

consisted of setting up organizational structures that brought the three partners together at 

both a consortium-wide governance (decision-making) level, and a sub-consortium 

- 20-



( 

project-oriented level. One consortium created a free-standing, community-based 

organizational structure, rather than a level of sub-consortia. Consortia varied greatly, 

however, in the degree to which they were able to produce desired CBPH outcomes, due 

primarily to a variety of operational differences and factors, although some theoretical 

variations may be noted also. 

Operational differences and factors, such as geography, previous history of working 

relationships, initial and general capacity to collaborate, organizational style and culture, 

the over- or under-involvement of various partners, effective leadership and project 

direction, racial/cultural make-up, configuration of partners, tend to underscore the notion 

that multiple models were always expected, and that a single generic CBPH model for all 

was never intended. As stated in the CET Year Two Site Visit Reflection Report, "It is 

our belief that no single organizational model exists that consortia can simply adopt as a 

blueprint. This IS the task of CBPH consortia -- to build new models by which these 

constituent partners can work together towards common goals. Our site visit experience 

suggests that 'one size does not fit all;' the best model 'solution' will emerge from the 

context of each consortium." 

The purpose of this section of the report is to examine the kinds of models that were developed, 

the contexts from which they emerged, along with a variety of factors that either promoted or 

limited the successful development of collaborative, community-based models of public health. 

To accomplish this aim, it will be necessary to examine the theoretical underpinnings of CBPH 

models, as well as their operational expressions, and the outcomes achieved. 

Theoretical Models 

At the end of the Leadership and Model Development (LMD) year it appears that the philosophy 

of community involvement and ownership in public health initiatives was a strongly held value 

by LMD participants, along with an equally strong commitment to collaboration [ with pa1tners] 

as a model of practice. While a variety of anticipated roles for CBPH partners were identified by 

respondents in pre- and post-LMD surveys by the Cluster Evaluator, the most frequently checked 

roles were those listed on the following page in Table 1. 
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Partner 

Academe 

Public Health 
Practice 

Community 

Table 1 

Prominent Roles Identified by LMD Participants 

(by CBPH Partner) 

Partner Role 
Beginning of LMD 

Identified from open-ended 
survey responses of participants 

Train health professionals 

Provide health and other services 

Plan/Develop community responses 
to health issues 

Partner Role 
End ofLMD 

Identified from check-list survey 
responses of participants 

Collaborate with partners 

Collaborate with partners 

Collaborate with partners 
Provide leadership in 

organizing community 

In Table 1 we can see evidence of an early shift to collaboration as an overarching goal and 

model of CBPH practice, one intended to provide broad context for the work of the individual 

partners, and the vehicle for each partner to carry out individual goals and priorities. 

These goals are consistent with the goals specified in W. K. Kellogg's original announcement of 

the CBPH Initiative: Using a consortium approach, "A model of public health practice should be 

proposed that recognizes the social, economic, and cultural differences of local communities; 

emphasizes community empowerment and capacity-building; makes use of community networks 

(such as religious, civic, or social groups); and enters into a partnership of shared 

responsibility to improve community health and well-being" (emphasis ours). In addition, the 

results of the 1994 Cost /Benefits Survey indicate a similar orientation to collaboration and 

community empowerment. Members were asked to identify the goals towards which they 

devoted time. Of the 11 commonly stated goals of CBPH, the four that received the highest 

proportionate responses were: "Building community capacity" (ownership and empowerment) 

(81 %), "Building the consortium" (80%), "Assessing community capacity and needs" (74%), and 

building trust among CBPH partners" (74%). 

These factors can be summarized into theoretical principles that underscored CBPH model 

development over the course of the four-year initiative: to build community capacity and 
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empowerment around public health issues; to build trust among partners; to build the consortium 

as a collaborative organizational structure intended to promote shared responsibility and work 

activities among partners in the field of public health; and, to assess community needs and 

capacities. It appears that these underlying theoretical principles were held by all CBPH 

consortia, and strongly influenced the various models that were developed in one way or another. 

Operational Models 

Based on the theoretical principles outlined above, CBPH consortia created organizational 

structures intended to operationalize CBPH principles. From an operational stand point, CBPH 

models were similar in terms of consortium governance and structural layers, leadership and 

evaluation. They were different in terms of work agendas and activities. 

Consortium Governance. As mentioned previously, most CBPH consortia consisted of a 

centralized, consortium-wide governance structures that drew representation from all three 

sectors: academe, public health practice and community. These structures were called by 

various names, such as "governing councils," "steering committees," "governing boards," 

"executive committees," "board of directors," and "collaborative groups." In effect, this level of 

CBPH organizational structure was charged with making a variety of administrative decisions 

about consortium budgets, membership, hiring of project staff, interaction with the Kellogg 

Foundation (WKKF) and the Cluster Evaluation Team (CET), determining the focus of 

consortium work (context), assuring the involvement of all three partners in collaborative work 

activities, ensuring that ongoing project evaluation was occurring, and in general guarding the 

CBPH vision as it pertained to the work of the consortium. These governing bodies varied in 

size, but were generally large and representative. 

Different agendas emerged at this level of consortium organization, such as: focus on student 

placements; course revisions and curricular development; development of stringent 

accountability criteria; development of community-based research protocols; creation of viable 

community-based organizations; focus on the upward mobility of youth into health professions. 

Some consortia were able to integrate a variety of these agendas into their operation, upon 

direction from their governance structures. Others were able to operate out of only one agenda, 

or none. 

Sub-Consortium Governance and Work Activity. All CBPH consortia except one created 

decentralized, sub-consortium levels of governance and project activity. This level generally 
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included from two to four structures called "coalitions," "pods," "teams," "institutional and 

community partnerships," or "communities." Only one consortium deviated from this pattern by 

creating a separate, free-standing CBO. These sub-consortia were typically located in various 

community sites, from small rural and suburban communities, to medium-sized and large urban 

sites, to housing developments. They also included different racial and ethnic communities (e.g., 

African American, Latino, European American, Native American, Asian American) and 

multicultural communities. Ostensibly, sub-consortium level work activities should reflect the 

involvement off all three partners. However, sustaining this level of collaboration proved 

difficult, partly because of the strength of community contexts and partly because linking 

academic and practice work to those contexts was an ongoing challenge. 

The actual projects and activities that emerged at the sub-consortium level of CBPH consort~a 

were many and varied. Suffice it to say that most of the projects were directly related to the 

health challenges faced in individual community sites, such as child abuse; upward mobility of 

Latinos into health professions; the relationship between traditional, cultural practices and 

improved health; development of community health clinics; multicultural training of health 

professionals; drug patrols; community beautification projects; and a host of other work. 

Leadership. The majority of consortia hired project directors to lead implementation of CBPH 

work activities, although several consortia experienced significant turnover in the project director 

position over the course of the initiative. Results of a 1995 Leadership Survey indicate that 

leadership emanates from a variety of areas within consortia, such as governing boards, sub

consortium structures, within individual partner organizations, etc., thus making project director 

role clarification difficult. Nonetheless, most CBPH models included a project director to 

coordinate activities, facilitate partnerships, and sustain progress toward work goals. Other 

leadership roles included governing board chairs, fiscal agents, team leaders, and key partners. 

Evaluation. All CBPH models included project level evaluation as a key element of operation. 

Some consortia were slow to hire evaluators, however, and some consortia had significant 

turnover. At the same time, some consortia were able to benefit greatly from data collected by 

project evaluators, and to integrate evaluation findings into operation. , 

Variations in Models and Characteristics of Success. 

If the majority of consortia were anchored by similarities in governance structures, sub

consortium structures, leadership positions, and evaluation , what explains the variations we 
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observed in the models ability to collaborate towards jointly held goals? The following points 

underscore some areas of difference and are based on lessons that participants shared with CET 

site visit during Year 4. 

Geography. The majority of CBPH consortia were spread geographically across several target 

communities at the sub-consortium level. Only in two consortia was the work concentrated in 

one target community. Sustaining the full involvement of partners across large geographic 

distances proved to be an ongoing challenge for CBPH consortia, especially at the level of 

consortium-wide governance. At the same time, the two most successful consortia were able to 

build effective networks across wide geographic boundaries, while other consortia struggled, 

including consortia whose work was concentrated in one target community. Additionally, 

geography affected the ability of sub-consortia to: 1) communicate easily with one another and 

develop common work projects, and 2) consistently involve all three partners in work projects. 

Previous Histoey of Working Relationships. The majority of consortia did not have previous 

histories of the identified partners working together, i.e. academe, public health practice, and the 

target communities. This meant that partners had to devote significant amounts of time in 

getting to know one another's goals, work priorities and contexts, and to collaboratively address 

the common goal of improved health outcomes in communities. Inevitably, conflicts developed 

that (in some cases) considerably slowed down consortium development, as well as progress 

toward goals. In the two consortia that had previous histories of working together, 

communication was more effective, and higher levels of communication were sustained that 

resulted in higher levels of collaboration and higher quality work products. 

General Capacity to Collaborate. Related to previous history of working relationships is the 

variation in the capacity of consortia to collaborate. Some consortia had members who were 

highly skilled and experienced in the "arts" of collaboration, such as inclusion of a variety of 

inputs into problem definition and problem solving, conflict resolution, running meetings, ability 

to link organizational goals to a common vision, etc. Other consortia lacked a critical mass of 

such experienced individuals. In addition, capacity-building activities tended to be explored 

unevenly across consortia sectors. 

Time and Space for Collaboration. CBPH consortia varied in the amount of time and space 

created within consortium structures for the three partners to come together to solve problems 

and plan work. Two consortia developed elaborate systems that allowed partners to come 

together in a variety of ways, from frequent committee meetings around various issues and 
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topics, to identification of cross-cutting themes that required frequent and consistent partner 

involvement. To the extent that other consortia did not build time and space into their structures 

for similar quantity and quality of interaction, in addition to regularly scheduled governance 

meetings, the quality of work and collaboration was significantly affected. 

Racial/Ethnic Make-up of Consortia. As previously mentioned~ the raciaVethnic make-up of 

consortia differed considerably from consortium to consortium. In four consortia, the target 

communities were comprised of one ethnic group (African American); target communities in two 

consortia were made up of multicultural communities respectively, and a Native American 

community; one consortium was made up of both Latino and European American communities. 

The degree to which ethnic make-up of communities affected consortium effectiveness is not 

clear. The two most effective consortia comprised African American target communities, leading 

to a tentative conclusion that raciaVethnic homogeneity may be a factor in consortium success. 

At the same time, other consortia with single ethnic target populations were less successful. It is 

probably safer to say that a variety of factors affected consortium success, with raciaVethnic 

make-up being one of many. 

Confi~uration of Partners. While all CBPH consortia involved partners from academe, public 

health practice and communities, there was considerable variation in the configuration of 

partners across the initiative. All consortia involved schools of public health, but some consortia 

also involved other academic partners, such as schools of nursing, schools of social work, 

schools of medicine, community colleges, and other universities. In the area of public health 

practice, major departments of public health were consistently involved. At the same time a 

variety of other health practice agencies were involved, such as state and local boards of health, 

homeless agencies, medical clinics, etc. At the community level, a variety of CBOs were 

involved, as well as numerous and diverse community members. 

While there is no single formula for a "successful" configuration of partners, it seems essential 

that the members have a true basis for partnership, as opposed to an opportunistic one triggered 

by funds. In the case of the two most successful consortia, primary academic involvement and 

leadership emanated from schools of public health that strongly embraced institutional change 

within their schools; strong leadership emerged from public health departments committed to 

community-based practice solutions; and a strong commitment was evidenced to build the 

organized capacity of communities to participate in public health problem-solving. 
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Partner Involvement. Partner involvement varied across CBPH consortia. Generally, the active 

involvement of public health practice partners was less than hoped for across the initiative. The 

active involvement of health practice partners in the most successful consortia needs to be noted. 

This involvement resulted in significant shifts of service delivery to community-based activities. 

The involvement of community partners was varied, due to the differing capacities of 

communities to collaborate in public health problem-solving, and the differing levels of 

community organization and mobilization brought to bear on consortium activities. To the 

extent that consortia engaged in capacity-building activities at the community level, greater 

effectiveness was achieved. Strong academic partner involvement tended to make considerable 

difference across all consortia, especially where academic partners played significant roles in 

consortium development. Where they did not, consortium results tended to be less dramatic. 

Community-Basedness. As has been hinted at previously, CBPH consortia varied considerably 

in the strength of their community bases. Generally, where consortia were able to build on 

previously established community networks and organization, results were enhanced. Where the 

community bases had to be created, results were less dramatic. It is difficult to define 

community-basedness into categories of "most successful" and "less successful" consortia. All 

consortia experienced some successes and some failures in this area. Some consortia, not 

necessarily the most successful consortia overall, experienced dramatic success in building 

community bases. Other consortia struggled to organize small, new community bases, such as 

public housing developments, and ethnic communities. Still, other consortia, even with strong 

histories of community organizational activity, floundered. It can be noted that consortia that 

had previous working relationships with communities around public health issues tended to be 

the most successful. 

Effective Leadership and Project Direction. The 1995 CBPH Leadership Survey concluded that 

the most successful consortia used broad, varied leadership that emanated from a variety of 

centers (partner organizations, as well as specific groups constituted within consortia), as 

opposed to dependence on a single individual or project director. Some consortia experienced 

significant turnover in project direction, while the most successful consortia did not. According 

to Year Four site visit data, a core unit of leaders within consortia need to facilitate, maintain and 

nurture the linkages among all three partners, as well as secure commitment to CBPH practice 

within and between partner organizations. This was seen as an ongoing task of leadership. 

Use of Evaluation. CBPH consortia that benefited from effective project evaluation, and in tum, 

used the data provided by project evaluators, were the also among the most successful. These 
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consortia were able to revise agendas according to evaluation data, solve problems, and set new 

direction for their themselves as a collective group. 

In summary, despite considerable variations, the following factors contributed to success model 

development of CBPH consortia: 

• previous history of working relationships 

• initial and sustained capacity to collaborate 

• strong community bases 

• strong, collaborative leadership 

• effective use of evaluation data 

• consistent involvement of partners 

• effective configuration of partners 

• the ability of partners to network and communicate effectively 

across geographic boundaries 

• structures that provided many opportunities for partners to come 

together to make decisions 

Model Outcomes 

To determine the outcomes of CBPH models of collaborative, community-based public health, it 

is necessary to review outcomes along two axis: 1) product outcomes, and 2) process outcomes. 

This discussion is limited to looking at work activities (products) achieved and accomplished, 

and the processes used to achieve them. Further discussion of the achievement of broad goals, 

such as building the capacity of communities and organizations to engage in public health 

problem solving, carry out CBPH missions, and influence policies, will be dealt with in other 

sections of this annual report. 

Product Outcomes. As reported in CET Indicators of Consortium Activity and Progress, a 

variety of work activities were generated by CBPH consortia. The following outcomes were 

achieved by a majority of consortia: 

• 
• 

Increases in the number and quality of student placements in target communities 

Increases in the number and quality of community-based public health courses and 

curricula in schools of public health 

• 28 • 



( 

• Increases in the participation of community leaders and health practitioners in public 
health teaching and precepting of public health students 

• Development of community-based health programs and services, such as health 
campaigns and fairs, health education workshops and seminars, implementation of village 
health worker strategies, and other specific health-related services. 

• Increases in the exposure and upward mobility of youth into health professions 

Some consortia achieved the following outcomes: 

• Development of community-based research protocols 

• Appointment of community members to decision-making boards and committees 
• Increases in the representation of students and faculty of color in schools of public health 

While some consortia were more productive than others, overall a variety of significant products 
were generated by CBPH consortia. 

Process Outcomes. The process outcomes for CBPH Consortia can be summarized into three 
overlapping, related categories: l) the capacity of consortium members to collaborate with one 
another and share responsibility for CBPH outcomes, 2) the capacity of consortium members to 
negotiate conflicts, and 3) the capacity of consortium members to hold one another accountable 
for desired outcomes. Whereas work outcomes tended to be specifically identified, the process 
outcomes associated with enhancing the ability of partners to work together were less clear, and 
therefore tended to be more troublesome. 

1 Capacity to Collaborate. CBPH consortia varied in their capacity to collaborate toward 
shared outcomes across organizational, racial and ethnic, and [public health] defining 
boundaries. A variety of divisions at the consortium-wide level of governance were noted, 
from budget considerations to decisions about the kind of work projects to be pursued. 
While divisions can be noted at the sub-consortium level of operation, fewer seemed to 
occur at this level. At various times, consortia utilized outside facilitators to increase their 
knowledge and ability to make shared decisions. At the same time, when asked what lessons 
had been learned about building models of collaborative, community-based public health, 
members of several consortia stated categorically that "more time needs to be invested in 
helping all members understand the costs and benefits of collaboration, especially 
institutional leaders." 
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The goal of "building the capacity of individuals and organizations to collaborate" cannot be 

underestimated and should have been spelled out much more clearly within CBPH consortia, 

along with clear educational strategies to achieve this goal. Overall, the majority of CBPH 

consortia floundered as they attempted to establish the relationships and linkages needed to 

carry out CBPH objectives, and found collaboration to be a "rocky road," one that they 

needed more knowledge and skill to negotiate than they initially perceived. 

2 Negotiating Conflicts. Many consortia struggled with continuing political divisions or 

challenges in their governing bodies, and accomplished work activities through separate, 

parallel work plans. They also expressed more frustration with internal conflict and limited 

buy-in from some partners. Still, other consortia failed to create a workable governance 

structure, and after a great deal of internal conflict, three consortia overhauled their initial 

proposals and plans for consortium organization. 

The amount of conflict involved in collaborative partnership among three significantly 

different constituencies may have been unanticipated and therefore underestimated. 

Consortia who were most successful in negotiating conflict identified internal leaders skilled 

in the area of conflict resolution to help "weather the stonns" associated with conflicts in 

definitions of public health, work strategies, budget considerations, and other important 

matters. Other consortia created separate structures or accepted reduced levels of 

collaboration and increased conflict as a "way of doing business." Still others brought in 

skilled facilitators to help reduce conflict. Again, because the goal of increasing the capacity 

of consortium members to negotiate conflict was not clearly stated at the beginning of the 

partnership, clear strategies were not developed to address this need. 

It is one thing for a school of public health to revise courses alone, as opposed to doing so 

with the active involvement and input of community and public health practice partners, or 

for a community to embark on a drug patrol, with the active involvement of academics and 

public health practitioners. Perhaps one of the most valuable lessons learned over the course 

of the CBPH initiative is that the processes involved in negotiating conflicts between diverse 

individuals and partners include skills that can be developed and built and that the need for 

such knowledge and skill is to be expected. 

3 Accountability. Results of Year Four site visit interviews indicate that processes for holding 

partners accountable varied within CBPH consortia. The number and quality of work 

products across consortia is a testimony to the ability of CBPH partners to deliver useful, 
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community-based public health outcomes. At the same time, the process of holding one 

another accountable for said outcomes bears closer examination. Several consortia reported 

difficulties in this area, and reached the following conclusions: 

• Criteria for partner accountability need to be clearly established at the beginning of 

collaboration. 

• Clear goals are essential, as well as methods to evaluate progress toward stated goals. 
• Consequences for lack of partner follow-through need to be well-established, up to 

withholding of funds where necessary. 

• Collaboration should be based on congruence of goals, rather than acquisition of funds. 
• Engagement of institutional leaders is critical, intensive and ongoing. 

Focusing partnership around desired outcomes seems to be the key in holding partners 

accountable to specific outcomes, as well as building the skill of partners to participate in the 

developmental activities needed to build the capacity of partners to be accountable. 

Conclusion 

In conclusion, a variety of collaborative, community-based models of public health were 

developed over the four year CBPH initiative. The models generally tended to be elaborate, 
"high maintenance" structures that required considerable skill and time to maintain, and involved 

a wide range of individuals and organizations across many boundaries. The models were all 

supported by a similar theoretical orientation, yet at the same time, operational expressions 

differed due to a variety of factors. Product outcomes were many. Ongoing process (or 

relational) outcomes between organizations at the policy level were harder to achieve. (Personal 

relationships will undoubtedly continue.) Greater satisfaction with results achieved at sub

consortium levels of activity was reported than at consortium-wide levels. Building the capacity 

of individuals and organizations to collaborate, negotiate conflict, and hold one another 

accountable emerged as a strong theme and lesson of CBPH activity. 
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Evaluation Question 2 

by Carol McGee Johnson 

How has participation in the CBPH affected the communities' capacity to engage in 

public health problem solving? 

Summary 

A variety of capacity building experiences were needed to build the capacity of 

communities' to engage in public health problem solving. This included the skills needed 

to develop capacity within communities to assess and organize around public health 

issues, to mobilize volunteers and workers, to develop and finance projects, and to build 

leadership. It also included the skills needed to "sit at the table" with other community 
groups and institutional leaders and to work collaboratively. Evidence abounds that 

community participation in CBPH work projects at the sub-consortium level was high, 
and that many residents engaged in various educational skill building and community 

development forums. Such strategies were often formal and ongoing; informal training 
and mentorship were also experienced. By comparison, strategies to build the skills 

community members needed to collaborate as equal partners with institutions were much 

less recognized and therefore less formally taught or imparted. 

Overall, a high degree of educational and technical assistance was considered to be 

essential for developing the capacity of communities to engage in public health problem 

solving. Site visit lessons indicate that building the capacity of communities to fully 
engage with institutional partners in public health problem solving is more than a notion. 
It should not be taken lightly, not should it be romanticized. Communities have learned, 

through hard work, a great deal about the collaborative process during the CBPH 
initiative. It is essential that their lessons be organized onto a structured educational 

model that makes these lessons available for other communities that have chosen to 
embark on a similar path. 

Introduction 

The very title of the CBPH, with its emphasis on "community-based" public health, 

challenged participants to focus the work of the initiative in communities to develop 

solutions to pressing public health issues. By defining "community-basedness" as both 

the locale in which certain actions and service interventions might take place and as a 
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process to involve community leaders, members, and organizations in decisions about the 
nature and kind of those interventions, the CBPH initiative embarked on a radical, 
experimental course in the field of public health. It was hoped that a partnership between 
academe, public health practice, and community organizations and members might 
produce a whole new range of public health solutions in communities. 

Definition of Capacity. 

For purposes of this discussion, and within the context of the CBPH initiative, 
"community capacity" can be defined as the capacity of community members to work 
within their respective communities to solve problems related to their community's health 
and well being. This implies the building of individual and collective knowledge, skills, 
resources, and opportunities. "Community capacity" also includes the knowledge, skills, 
resources, and connections needed to work collaboratively with academic and public 
health practice partners to solve problems and create healthier communities. These two 
developmental axis, (1) building the skills needed to organize and mobilize communities 
around public health problem solving, and (2) building the skills needed to partner with 
institutions to solve public health problems, are illustrated with examples below. 

Axis I 

Building the skills needed to organize and mobilize communities 

around public health problem solving 

• Taking ownership, becoming involved with community issues 

• Networking within comm unities 

• Identifying community leaders, key players 

• Assessing community assets and needs 

• Defining public health problems and issues 

• Setting goals 

• Running community meetings, forums 

• Recruiting and working with staff and volunteers 

• Developing and implementing health or quality of life projects 

• Developing presentation skills 

• Developing public speaking skills 

• Gaining health-related training certification and degrees (e.g., community health 
worker) 

- 33 -



( 

Axis II 

Building the skills needed to partner with institutions 

to solve public health problems 

• Learning the skills and duties of boards and joint committee membership 

• Learning how lo develop proposals and write grants 

• Developing multi-sector group facilitation skills 

• Learning the language of different groups and the art of effective communication 

• Learning how to identify and resolve conflict 

• Developing cross-cultural and cross-organizational competence 

• Building collaborative agendas 

• Developing and implementing multi-sector programs 

Over the course of the CBPH, the capacity of many individuals increased significantly to 

solve public health problems, along both axis identified above. However, the extent to 

which these increases in capacity were community-wide is less clear. The purpose of this 
section of the report is to describe and examine the extent to which significant changes in 

community capacity occurred. 

The Tension Between Community Ownership and Collaborative Partnerships 

Perhaps the most significant and elemental capacity increased as a result of the CBPH 

was the community partner's sense of power or ownership over the public health issues of 

their community. According to post-conference survey data, LMD participants felt that 

the greatest success of the LMD was "in communicating [a] philosophy of community 

involvement and ownership." Results of the LMD surveys also indicate that the goal of 

community involvement and empowerment emerged as the top priority for community 

and health practice partners. 

By the end of the first two years of the initiative, however, members of some CBPH 

consortia that we interviewed began to question what they called the "tyranny" of 

community empowerment, especially to the extent that it seemed to signify a degree of 

community control that worked against full partnership and collaboration. They felt that 

the emphasis placed on community empowerment during the LMD-year may have been 

excessive, and that more emphasis should have been placed on the value of equal 

partnership. The task of building the capacity of communities to empower individuals 
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and organizations within communities, and the capacity of community members to 
collaborate with institutional partners emerged gradually as the initiative gained 

momentum, and challenged what some members came to view as the "rhetoric" of 

community empowerment. 

Diversity of CBPH Communities and the Breadth of Capacity Building Needs 

By the end of the first year of the initiative, all CBPH consortia had selected a variety of 

community sites in which to base their work. The communities selected as sites for 
CBPH activity varied greatly, in size, ethnicity, levels of community involvement and 

organization, and geographical context. These factors are significant because they give 

some indication of the amount and nature of capacity-building needed in communities to 
reach the goal of "solving public health problems." The table below, culled from Year 1 

site visit data, shows variations in CBPH communities: 

Consortium 

California 

Georgia 

Maryland 

Massachusetts 

Michigan 

North Carolina 

Washington 

Table 2 

Diversity of CBPH Communities 

Community 
Context 

Urban 

Urban, and 
suburban, housing 
developments 

Urban 

Urban and Rural 

Urban 

Urban and Rural 

Urban and Rural 

Size & Number 
of Communities 

Involved 

Large (1) 

Small (3) 

Large (1) 

Small (4) 

Large (2) 

Large (1) 
Small (3) 

Large (1) 
Small (1) 

Ethnicity Organized 
Community? 

Multicultural Yes 

African American No 

African American Yes/No 

2 Latino, 2 white No 

African American Yes/No 

African American Yes/No 

Native American Yes/No 
and multicultural 

Variation in communities suggests that different capacities are needed to empower 

communities. For example, multicultural communities may need to spend more time 
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building multicultural competence than homogeneous communities. Large urban 

communities may require different levels of organization than small, rural communities. 

The number and type of community sites selected may impact the degree to which more 

sophisticated communications networks are needed. 

Site visit data also suggest that some communities had previous experience working with 

institutional partners, but the majority did not. Related to this, one of the lessons 

articulated most clearly during Year 4 site visits focused on the need to assess the 

capacity of CBOs to partner with other organizations, based on their previous experience 

and practice in the public health arena, before agreeing to partnership. This lesson speaks 

to the variety of issues and problems communities faced in collaborating not only with 

institutional partners, but also with other community groups and organizations, across 

lines of gender, race, geography, etc. Lacking history and experience in the "arts" of 

partnership, many communities (and consortia) floundered during the CBPH. 

Thus, it can be seen once again that CBPH consortia were faced with two dilemmas: how 

to build the build the individual and collective skills need to empower a community to 

address its health issues, and how to build the capacity of community leaders and 

organizations to work with institutional partners collaboratively to solve public health 

problems. 

Axis I: Building the Skills Needed to Organize and Mobilize Communities 

Given various comm unity contexts, consortia developed a variety of methods to 

strengthen community capacity to solve public health problems, including skill-building 

activities, community development opportunities, and community mobilization strategies. 

Education and Skill-Building Activities. CBPH consortia organized a variety of 

opportunities for community members to increase such skills as setting goals, assessing 

community needs, identifying key players, defining community public health issues and 

problems, networking, mobilizing the community, and developing programs to address 

community needs. Because some community sites were not previously organized around 

public health issues, some consortia devoted significant amounts of time and resources to 

the preliminary step of building the capacity of communities to participate in decisions 

about public health generally. They did this by offering various forms of stand-alone 

training in leadership, community organization, and multicultural competence. Examples 
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~fsuch include the Community Voices leadership training in North Carolina, 

multicultural competence training in Calif omia, board training in California and 

Massachusetts, and organizational development training in California. After four years, 

almost 60 different offerings of community development training or educational 

workshops had been held, reaching over twenty-two hundred community participants. 

Ninety-five health-related education seminars had been provided for over 3,000 

community residents of all ages. 

Community Development and Project Activities 

At the same time, community members and organizations built their capacity to solve 

public health problems through the vehicle of community work projects and development 

activities. Throughout the initiative, there is evidence of a variety of community-based 

ideas, projects, and activities that were initiated in communities, such as a Life Skills 

Center in Georgia; church health teams in Michigan; community health centers in various 

locations; a Lead Reduction Project in Michigan; drug patrols in North Carolina; various 

community beautification projects; child abuse projects in Massachusetts; village health 

worker initiatives in five consortia; youth centers, school tutoring projects, and a wealth 

of other projects and strategies which were community-owned and initiated. 

Additionally, as the skills and competencies of individual community members and 

organizations increased, these projects benefited the whole community. 

Although much capacity-building work was done through formal CBPH training and 

structured projects, a great deal was accomplished through informal networks as well, in 

neighborhoods, churches, community leadership networks, etc. At the end of Year 4, 120 

youth programs reaching over 10,000 kids had been initiated; 600 community health 

workers had been trained, and over 150 health assessment or promotional campaigns had 

been launched. 

Community Mobilization Strate~ies. CBPH consortia struggled to build and sustain 

strong community bases throughout the course of the initiative. For example, 82 separate 

community mobilization activities were documented, affecting over 3,500 community 

residents. In retrospect, it can be seen that most consortia were successful in sustaining 

the involvement of individuals and small groups, especially at sub-consortium level of 

activities, in discrete locales. At the same time, evidence of sustained involvement by 

large segments within communities is limited. Although membership by community 
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representatives in consortia was large (nearly 50%) and fairly stable, it is possible that the 

skills needed to organize and sustain such large involvement were not built into the 

initiative. 

CBPH participants whom we interviewed in Year 4 site visits shared their ideas of how to 

best sustain community involvement: 

• Involve community in program planning. 

• Involve community in evaluation. 

• Provide employment/stipends for community volunteers. 

• Develop sound organizational structures (like coalitions). 

• Produce concrete, tangible results (small, early, regular; build on "project 

successes"). 

• Create an environment where community members feel valued and heard 

• Support community participation in large group meetings, annual conferences. 

Axis II: Building the Skills Needed to Partner with Institutions 

Community partners varied widely in their readiness and capacity to work collaboratively 

with other community groups, as well as their institutional partners. They came in to the 

initiative with very different levels of skill and experience with such things as board and 

committee membership, group facilitation, oral and written communication, conflict 

resolution, cross-cultural and cross-organizational competence, program development and 

implementation, strategic planning and building collaborative agendas, and fundamental 

knowledge of the field of public held. Consortia therefore were confronted with 

significant -- and sometimes uneven (if different community sites/groups were involved) 

skill-building in this area. 

During site visits, community members reported feelings of inadequacy in the area of 

promoting and developing various community-based ideas, of securing and maintaining 

support for those ideas, especially when they compared themselves to their institutional 

partners, whom they felt were more highly skilled in these areas. At the same time, 

community members reported great appreciation for opportunities to work alongside 

institutional partners and to learn from them. 
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The major skill that community members felt they needed the most was described as 

"knowing how to sit at the table with institutional leaders." This translates to knowing 

how to articulate their concerns and fully collaborate in discussions. While, as previously 

mentioned, some consortia offered formal leadership and board training, it is not clear 

whether these trainings specifically addressed the need community members felt to be 

"equal partners" with institutional partners. It is probably safer to say that the skills and 

capacities of community members and organizations were increased in this area more 

through informal, hands-on measures, than formal ones. 

In addition to the need to build communities' capacity to mobilize and empower 

themselves, and partner with institutions, several consortia felt additional pressure to 

implement shared work activities that in many cases required the participation of 

"seasoned" community members and organizations, before such seasoning had occurred. 

Factors Affecting Community Engagement in Public Health Problem Solving 

The capacity of communities to engage in collaborative problem solving around public 

health was limited in some cases not just to their developmental needs in knowledge and 

skills outlined by Axis I and Axis II. They were also limited by multiple and conflicting 

partner agendas that stemmed from the broad goals of the initiative itself. On the positive 

side, community capacity was enhanced by specific strategies that some consortia 

employed during the initiative. 

Multiple Goals. Parallel Aiendas. Despite the fact that many community partners had 

developmental needs, given the pressure of time, most consortia proceeded to develop 

and implement various work strategies to meet the broad goals of CBPH. In the case of 

health professions education goals, work started early in many consortia with curriculum 

change, putting more public health students in the field, and developing community

based research protocols. However, in that some of these activities preceded the 

development of the community's capacity to participate fully in these activities and view 

them as related to community goals, the work in schools of public health often proceeded 

on its own track with marginal involvement of communities. In other cases, some 

schools of public health adopted a "waiting on the community" posture, rather than 

proceed. Community capacity-building did occur in the area of precepting students in the 

community. 
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While communities were fully invested in improving their communities, it is questionable 

how much stake they had in the educational and practice goals of their partners. There is 

considerable evidence of parallel activities in communities, unrelated to academic and 

practice goals, such as drug patrols and community beautification projects (as shown 

earlier in this section of the report), as well as evidence of projects related more to one 

partner's priorities than another's (such as village health worker projects). Here again, the 

capacity to partner with institutions was one that CBPH consortia needed to more 

consciously develop with communities, to gain a sense of shared purpose and 

responsibility. 

Strate1i:ies That Enhanced Community Capacity. Some of the most successful strategies 

for building individual and collective community capacity were: 

• Mini-grants to community citizens. This strategy was used by a number of 

consortia (e.g., Massachusetts, California, Washington). Individual residents 

submitted proposals, were awarded small grants for proposed projects, or received 

funding for education or career advancement. Such strategies had strong impacts 

on the individuals receiving the grants, as well as the morale of the neighborhood 

or locale. 

• Direct funding of CB Os. This strategy is discussed more in the next section 

(guiding evaluation question #3), but involved the shifting of resources to 

community organizations as a method of "resourcing up" the neighborhood 

infrastructure. In most consortia, CBOs at the sub-consortium level had some 

fiscal responsibility. Only in one consortium (Maryland), however, was a 

community organization an equal fiscal agent with an academic institution. 

• Building of community assets and abilities. This general precept, fundamental to 

CBPH (as with many other community initiatives) was a broadly applied strategy. 

Conclusion 

In closing, CBPH consortia felt that a variety of capacity building experiences were 

needed to enhance the capacity of communities' to solve public health problems. This 

included the skills needed to develop capacity within communities to organize around 
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public health issues, mobilize volunteers and workers, develop and fund projects, build 

leadership, and sustain their efforts. It also included the skills needed to "sit at the table" 

with other community groups and institutional leaders and work collaboratively. 

Evidence abounds that community participation in CBPH work projects at the sub

consortium level was high, and that many residents engaged in various educational skill 

building and community development forums. Such strategies were often fonnal and 

ongoing; informal training and mentorship were also experienced. By comparison, 

strategies to build the skills community members needed to collaborate as equal partners 

with institutions were much less recognized and therefore less fonnally taught or 

imparted. 

In sum, both of these skill sets should be reinforced regularly. In addition, practical, 

ongoing hands-on experiences and projects that use the developing capacities and skills 

of participants is strongly recommended. A high degree of educational and technical 

assistance was considered to be essential for developing the capacity of communities to 

engage in public health problem solving -- both within community environments and 

structures, as well as with institutional partners. Site visit lessons indicate that building 

the capacity of communities to fully engage with institutional partners in public health 

problem solving is more than a notion. It should not be taken lightly, not should it be 

romanticized. Communities have learned, through hard work, a great deal about the 

collaborative process during the CBPH initiative. It is essential that their lessons be 

organized onto a structured educational model that makes these lessons available for 

other communities that have chosen to embark on a similar path. 
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Evaluation Question #3: 

by Marijo Wunderlich 

How has participation in the CBPH affected the capacity of member organizations 

to carry out their (CBPH) missions? 

Summary 

Many of the member organizations in CBPH made great strides in building their capacity 

to deliver a community-centered, public health mission, and several partners made 

significant impact on the institutional level. Capacities can be thought of as two types: 

capacity for institutional/ community partnering itself (i.e., the relational process), and 

capacity to change internal procedures, structures, or personnel to better accomplish an 

institutional/ community partnership and the goals of community-centered public health. 

In terms of process, some of the capacities developed included knowledge and skills in 

collaboration (i.e., shared leadership and decision making, multicultural competence, 

group accountability). Examples of some of the more common internal changes made by 

individual sectors include such things as: course development and enhanced field 

placements for students (academe); assessing community assets in addition to needs 

(public health practice); and project development/ expansion and new member 

recruitment (CBOs). 

Because each consortium began the CBPH at different "starting points" in terms of their 

experience with partnerships and community-centered research/ teaching/ practice, the 

kinds of capacity building that took place -- and the extent to which it was accomplished 

-- varied widely. Development was uneven within consortia and across constituencies. 

In only two consortia did organizational partners from all three sectors (academe, 

practice, and community) make significant changes in their systems. Generally speaking, 

organizational partners in the community and academic sectors were better able to engage 

in more and "higher level" capacity building efforts than their public health practice 

counterparts. 

The developmental nature of system change was amply illustrated with this initiative. 

There was no coup d''etat or abrupt actions that produced radical changes in the way 

organizations "went about their business." Rather, we saw steady efforts involving lots of 

reiterative conversations and ever-expanding groups at various levels, trying to refine 

their understanding of how to put CBPH principles into practice. 
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Introduction 

As noted in the Introduction (see page xx and Figure 6), the CBPH was about "changing 

systems;" it was not meant to merely generate more community-based projects with some 

token institutional representation. A compelling shibboleth (word or phrase closely 

identified with a particular group or cause) that brought CBPH partners to the table, 

particularly from the community, was "changing business as usual." In order for the 

respective partners to achieve their CBPH goals and "do business differently," qualitative 

transformations were needed to change the conventions and perspectives of academe, 

public health practice, and community groups. The underlying theory of CBPH premised 

that developing increased capacities to partner effectively around a collaborative, 

community-centered approach to public health practice, research, and training would 

ultimately bring about systems changes supportive of CBPH at local and higher levels. 

Over the long term, these changes would result in improved community health and well

being. 

What were the critical qualitative transformations for each partner, and how would 

capacity building occur to effect systemic change? In our 1994 Site Visit Reflections 

Report, we summarized the themes we had heard over the first two years and suggested 

following general transformations, by sector: 

Academe 

• Valuing experiential learning and action oriented, applied research; striking a new 

balance for these efforts along with conventional classroom learning and research. 

• Understanding that reform requires both the active engagement of faculty and staff in 

community issues, and the involvement of community people in aspects of 

curriculum development, instruction, evaluation and research. 

• Examining the content of the disciplines of public health, and including students, 

practitioners, and lay people in defining what knowledge is, which kinds of 

knowledge are important, and how knowledge can be gained, imparted, and applied in 

institutional and community settings. 

• Realizing that the "community" and the "health department" are not one in the same; 

student internships in health departments do not necessarily buy real exposure to real 

problems, or engage students or faculty in grass roots problem-solving. 



Public Health Practice 

• Defining public health more broadly and interpreting it to encompass the holistic 

context in which discrete "problems" are embedded. 

• A fundamental rethinking of "where the center of gravity is and where it should be" 

(i.e., recognizing the importance of community ownership and engagement in every 

core function). 

• Better balancing of a community orientation with an empowerment orientation. 

• Developing cultural sensitivity and skills; creating a more diverse work force. 

• Re-organizing and redistributing services, resources, and decision-making. 

Community 

• Becoming pro-active rather than reactive and dependent; defining their own issues 

and priorities, finding their "voice." 

• Strategically identifying resources and partners, building and maintaining 

relationships with institutions, networks, agencies, and key leaders. 

• Overcoming the habit of looking at institutions only as "money" and seeing them as 

allies with worthy goals and constraints, as well as resources. 

• Building the skills to mobilize others; to organize, fund, and run programs. 

• Building education and career pathways for youth so they can become players in the 

public health arena. 

Systems Change Framework 

Based on these areas of qualitative transformation, the CET developed in 1994 a 

framework for thinking more precisely about systems change. We used this framework 

both in 1994 and with this report to assess the impact of CBPH on each of the sectors. 

(We also drew on the indicator data submitted by consortia; see Appendix.) The 

hierarchical steps or levels identified in the systems change framework are somewhat 

arbitrary; some readers may feel more comfortable to think in terms of clusters of 

capacities and changes that are achieved through dynamic and circular processing. We 

found the framework helpful for thinking about incremental steps involved with changing 

systems. While each step is important and interconnected, we believe that those grouped 

near the top represent more enduring structural and philosophic change. Those grouped 

near the bottom represent initial change activities that can occur at the perimeter of an 
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organization or community without significant structural and philosophic change. The 

framework is presented below (one sector at a time), along with our observations as to 

which types of changes were most common and the general level of change achieved by 

the sector by summer, 1996. 

Academe 

Eighteen academic entities were listed as organizational members in CBPH consortia 

organizational charts in 1996. This discussion addresses the seven schools of public 

health primarily, but also the schools of medicine and nursing that were active over the 

four-year initiative. While academic partners varied in their ability to initiate and sustain 

system changes, what was accomplished by academe overall was very significant. They 

were unquestionably, "core partners" that made much of CBPH possible. 

Theoretical Levels of Systems Change in Academe 

• Epistemological change in the definition of "public health knowledge," and how that 
knowledge is gained and imparted. 

• Endowed chairs for community based researchers, educators, practitioner 

• Tenured appointments for community-based researchers, educators, practitioners. 

• Publications about community based public health. 

• Recruitment and retention of faculty and students of color, or from targeted 
communities. 

• Research funding for community based public health. 

• Involvement of faculty in public health practice program planning and service. 

• Curriculum planning with practice and community input. 

• Course revision and development of a core curriculum at graduate level. 

• Seni_or faculty support and mentorship for community based research, teaching and 
service. 

• Coordinated student internships. 

• Course revision. 

• Use of community and practice instructors. 

• Expansion of student practica and field experiences. 
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One way to summarize academic systems change is to look at our 1996 appraisal of the 

status of consortia (see Figure 7, page 20). By our reckoning, four of the seven consortia 

had one or more academic partner that had engaged in significant system change 

activities. Another way to summarize the impact of CBPH on the academic sector is to 

see how many of the twelve kinds of changes listed in the systems change framework 

were attempted or successfully implemented. By that approach, all but one (endowed 

chairs) were seriously attempted, if not fully achieved, by at least one academic partner in 

a consortium. In terms of where the most common kinds of change activity occurred for 

most academic partners, the answer is "the lower half of the scale." While some 

academic institutions were able to engage senior as well as junior faculty and staff, 

administrators as well as students, most pulled together core members involved at the 

level of curriculum and instruction. The most common or frequent actions documented 

or observed, in other words, were in curriculum planning, course revision, faculty support 

for community-based research, teaching, and service, and coordinated student internships 

and course revision. 

Of the seven schools of public health, all except one created at least one new position to 

better address a CBPH mission. These positions were solely or partially funded by the 

Kellogg grant. Most of the positions were created to better support teaching or precept 

student field experiences (e.g. practicum coordinators, faculty associates). Some were 

designed to increase development or research opportunities, or to better partner with 

public health agencies and/ or community in research, education, or service. All schools 

but one initiated some type of curriculum review, revision, or evaluation. Related to this 

was the large number of CBPH-related new courses developed (n = 31) and existing 

courses revised (n = 52) to incorporate CBPH principles. A main area of activity was 

student involvement in CBPH through course-related field experiences, 

practica/internships, and CBPH-related research assistantships. All schools initiated or 

enhances at least one area, and more commonly all three areas of student involvement. 

As a result, about 3,000 students were affected by changes in the classroom, and 1,500 

were affected through their field experiences, internships, or research assistantships. 

An area of activity that was comparatively moderate in terms of numbers, but significant 

in terms of fostering change in academic partners, was the development of new principles 

and protocols for CBPH research. Three schools had formal documents to this end and 

were actively using them in new research endeavors. In terms of research output, by 

1996, 39 studies had been prepared that were based on CBPH philosophy or projects. 
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The more challenging (and longer term) areas of organizational change involved efforts 

to incorporate CBPH principles and practices into the institutional mission, faculty 

reward system, and organizational structure. Two schools accomplished changes in 

tenure, promotion and annual review processes that more heavily weighted community

responsive research and teaching. Another school is poised in that direction. 

Developing a climate and building capacity for organizational change was facilitated 

through promoting diversity through recruiting and retaining staff and students (and less 

often faculty) of underrepresented populations. Over the course of the initiative, 22 new 

faculty and 66 new staff of color (or from underserved communities) were engaged by 

CBPH academic organizations. Similarly, there were change efforts through professional 

development in areas of cultural competence, developing and sharing skills and 

approaches in community-based research, teaching, and field work. Fifty such 

professional development opportunities were made available through CBPH, affecting 

approximately 7 50 faculty, staff, and students. 

Community 

Thirty-one CBOs were listed as organizational members in CBPH consortia 

organizational charts in 1996. These community partners joined at various stages of the 

initiative. Many joined as early as the initial "concept paper" or the LMD, others were 

created after implementation funding was awarded, and still others emerged in the latter 

half of the initiative. Some CBOs were more visibly active or engaged than others at the 

consortium level. Some were more actively engaged in our indicator documentation 

reporting system, or more prominent during site visits than others. This makes our 

knowledge of community organization change somewhat sketchy and uneven. The 

diversity alone of these organizations makes it difficult to summarize their changes as a 

whole. Additionally, we are unable to make any inferences about the ability of these 

organizations to represent the larger sector (i.e., "Community" with a capital C), as we 

can with academe or public health practice organizations. 

Having qualified our assessment, we do feel that the community partners generally used 

the CBPH well as an opportunity to build their organizations, to mobilize their 

communities, to aggressively address issues of concern for their constituencies. 

Community partners were clearly dominant players in CBPH change. 
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Theoretical Levels of Systems Change in Communities 

• Full power sharing partnerships with external institutions 

• Ability to set priorities and control resources around public health, quality of life 
issues 

• Effective, proactive ways of addressing institutional and environmental racism 

• Participation with academic and practice partners in research, education, service, 
outreach, assessment and planning 

• Development of community infrastructure 

• Building career and education pathways for young people 

• Expanded community base, mobilizing volunteers 

• Leadership development 

• Board development 

• Individual training and skill development 

• Working with student interns in the community 

The nature of involvement and change that occurred within community organizations 

depended on their pre-CBPH stage of organizational development and their pre-CBPH 

relationships with institutions of power. The new, and more grass-roots organizations 

needed to build capacities as an organization before they were able to engage as equal 

partners in collaborative relationships. These organizations therefore engaged in changes 

seen at the lower half of the scale. More established, experienced, and resourced CBOs 

were able to assume roles and relationships described in the upper half of the scale. 

Generally, the CBO partners were very active in building their organizations, expanding 

their membership, broadening their representation, and developing or enhancing existing 

programs. For example, 37 projects were initiated or impacted by CBPH. Over half the 

CBOs increased their community membership and about one-third improved their board 

structure, missions, goals and objectives. Four previously unincorporated groups 

achieved formal non-profit status as a 501 (c) 3 as a result of CBPH. These types of 

changes cluster in the lower half of the systems change framework, but are absolutely 

critical for partnership initiatives. 
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Some CBOs (especially those with pre-existing, positive relationships with University 

and practice partners) were able to work at a high level of collaboration with academic 

and public health practice partners. Perhaps a third were significantly engaged in action 

research, and most were involved in community-based education with University 

partners. Additionally, community health worker training engaged perhaps a third of all 

CBOs. Other community organizations engaged in new ways with public health practice 

partners to improve service delivery, outreach and planning. CB Os brought greater 

clarity to assets assessment, and priority issues and contextual understanding for public 

health program planning. While "full power sharing with external institutions" and 

"control over resources" remains a distant goal for many community groups, several 

community partners made powerful impressions in the minds of their institutional 

partners and have created networks which are not likely to break down. 

Some very important capacity changes occurred for some CBOs in the area of strategic 

planning, grant writing, and grants management. It is significant that of the 22 core 

grants brought in by consortia by the end of Year 4, half (n = 11) listed a CBO as the 

fiscal agent. Similarly, 20 of the 46 "spin-off' grants received by consortia by 1996 listed 

a CBO as the fiscal agent. While the dollar amount of these grants is comparatively small 

(about 2.5 million of the more than 14 million generated), the worth is not small to the 

communities involved. This represents important "organizational capacity-building" for 

this sector. 

Public Health Practice 

Eighteen public health practice entities were listed as organizational members in CBPH 

consortia organizational charts in 1996. County and city health departments comprised 

the bulk of these entities, but state agencies and boards of health were also represented. 

While public health partners varied in their ability to initiate and sustain system changes, 

what was accomplished by practice partners overall was less significant than academe or 

community (with some very important exceptions). Practice partners were very active as 

support players in CBPH, providing technical assistance and contributing to consortium 

governance, but CBPH had little impact on most agencies' organizational capacity or 

system change. 
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Theoretical levels of System Change in Public Health Practice 

• Development of new mission 

• Advocacy for policy issues 

• Leadership in bringing policy-makers together 

• Reorganization of agency, department 

• Definition of public health issues as emb~dded in a context 

• Emphasis on community capacity throughout core functions 

• Involvement of community and academic partners in strategic planning 

• Recruitment and retention of community members 

• Development of community health workers 

• Multicultural competency training 

• Contracting services to neighborhood health agencies 

• Working proactively with University interns 

• Linking needs assessments to community assets and areas of capacity building 

• Development and use of a citizen's board 

• Sharing information, creating feedback loops with community and others 

Of the three partners, organizational changes in Public Health practice were the hardest to 

anticipate, define and document. From the beginning of the initiative, the role of public 

pealth practice was the most vague, least funded of the three groups and there were fewer 

active members across consortia. More important, the new conservative political climate 

in 1994 with public and private funding cutbacks, changes in scope of mission and 

responsibility around core functions, affected public health practice more than other 

partners. As one public health leader remarked, "If organizational behavior was hard to 

crack before the sea change, it is much harder now." Already constrained as 

governmental organizations to change in creative and proactive ways, these outside forces 

further limited flexibility or motivation to partner. When health care reform did not 

happen, public health departments were having to decide where and how much to cut; 

investing personnel and other resources in CBPH with no strategic change incentives 

resulted in less involvement. 

Nonetheless, there were several capacity building efforts carried out by practice partners 

that helped foster more collaborative relationships. The most common were assisting 

development of village or community health worker programs. Over 100 such trainings 
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were sponsored by academic and / or public health practice partners, resulting in the 

training of almost 600 new health workers. Eleven other new programs or activities were 

initiated by practice agencies, mostly in the community education area. Other activities 

included the development of community advisory boards; taking a community assets 

approach in programming; and multicultural training for their own staff. As a result of 

CBPH, over 700 public health employees attended 26 different kinds of professional 

development. 

Some of the more significant examples of a high level system change include that of a 

major urban health department, which integrated the village health worker (VHW) 

program into its overall programming to build community capacity in core functions. 

Two other agencies incorporated community responsive strategies within their mission 

and scope of responsibility. These agencies remarked of new and transforming 

relationships with other partners, particularly community organizations. Agency staff and 

resources were specifically committed to developing relationships and the capacity of 

community groups to "do public health, only better." For these agencies, having a 

relationship with community to empower the community to accomplish its own public 

health represented a cultural shift in their world view. This led, then, to empowerment 

for the health agency. As noted in a recent CET site visit report; 

By taking a faciltative rather than a directive role, they [ the health department 

participants] saw community ownership could occur, and a transformation in 

community morale could take place. By sharing health goals and problems, the 

load of the public health agency could actually be lightened. In some cases, it 

meant that the community ( along with other consortium partners) became poweiful 

allies in the political arena, helping the agency to actually increase its budget and 

achieve desired policy goals. 

Summary 

In conclusion, capacity-building was extremely varied, as was the extent of systems 

change. Given the relatively short time-frame of the initiative, and the difficulty of 

changing the way large institutions and diverse community organizations "do their 

business" (separately and in partnership), much was accomplished. More could have 

been accomplished, however, if the scope of the mission had been smaller, the goals more 

clearly prespecified, and preparatory training in how to change systems was provided. 
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Evaluation Question 4 

by Arthur T. Himmelman 

How has participation in the CBPH affected the capacity of consortia members to 

influence policy? 

Summary 

Participation in the CBPH did not substantially affect the capacity of consortia members 

to influence policy for several reasons. First, the primary focus of consortia activity was 

on other priorities, particularly model/consortium development (governance and 

participation) and community capacity-building (community/neighborhood-based 

problem-solving, resource identification and development, and leadership training and 

practice). Secondly, policy change and advocacy was not possible, due to the lack of 

effective collaborative governance at the consortium level, in most (but not all) consortia, 

and because of a lack of skill development opportunities in policy change for consortia 

members. Thirdly, to the degree that policy change and advocacy emerged in particular 

consortia, it tended to focus on smaller scale or organizational policy changes (some of 

which were quite significant at the community level) rather than on consortia-wide, larger 

scale efforts. Finally, although the fourth year of the CBPH produced extensive planning 

for a national policy focus, the history of the CBPH provided little evidence to suggest 

that most consortia members had gained the capacity to participate at the national level 

based on their experiences/training in the CBPH, particularly in addressing issues related 

to the consequences of ongoing changes in managed care on communities and on the 

practices of public health departments. 

Findings Related to Five Questions About CBPH Policy Change 

This section is organized by five questions that served as a guide in assessing the nature 

and the lessons learned from CBPH policy change activities: 

1. What were WKKF's policy change expectations in the CBPH? 

2. To what extent did CBPH consortia accept or change these expectations? 

3. To what degree did CBPH consortia implement policy change activities? 

4. What are the origins and key elements of the National Policy Task Force? 

5. What are the Cluster Evaluation Team's (CET) observations about the history of 

and future possibilities for CBPH policy change initiatives? 
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1. What Were WKKF's Policy Chan~e Expectations for CBPH? 

There are few documents describing WKKF's role in developing the parameters of policy 

change activities that CBPH consortia should undertake. Based on this limited evidence, 

it does not appear that WKKF emphasized policy change in its grant-making documents 

as a major CBPH strategy. For example, in its January 1991 CBPH grant-making 

announcement, WKKF's only reference to policy change was noted in relationship to 

three "unique missions" of public health, namely, "to provide leadership in developing 

policies that will lead to health for all." On the other hand, there is a record of 

discussions between WKKF and consortia members (and within and among consortia) 

during 1991 in the LMD about the importance of policy change as a CBPH strategy. 

In 1993, WKKF signified its interest in policy change when it accepted the CET's 

inclusion of a guiding evaluation question on policy change. Also in 1993, at the CBPH's 

First Annual Network Meeting (Ann Arbor 6/29 - 7/1/1993), WKKF featured policy 

change presentations on the meeting agenda. In the fall of 1994, WKKF further 

developed its views about the importance of policy change in the CBPH in its 

in-house paper, "Integrated Action Plan for Community Based Public Health." In this 

paper, WKKF underscored policy development as one of three core functions of public 

health. It stated that a critical issue for the CBPH was: 

... whether the progress achieved by the members of the seven consortia, 

together, has sufficient representative "critical mass" to influence other 

locations and institutions and to have an impact on public policy. 

Integrated Action Plan for CBPH (draft) 
W. K. Kellogg Foundation, fall 1994 

WKKF's Integrated Action Plan (IAP) paper provided more definitive descriptions of 

WKKF's views on CBPH policy development and policy change than are found in earlier 

documents. In the IAP, WKKF emphasized the significance of policy development while 

suggesting that it "will take place on many levels, and will cover a wide range of 

issues ... [and] As policy is crafted to bring about needed changes, outcomes will be 

determined as much by a shift in attitude, and by who is invited to the table, as by the 

issues themselves." Further, WKKF indicated that CBPH policy development and 

change "depends not only on political and academic leaders; citizens with a stake in 

improving the health of their communities also are crucial to the development of 
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meaningful policy." In summary, the IAP raised expectations that consortia would 

develop a wide range of CBPH policy change initiatives that emphasized the role of 

citizens and communities. 

WKKF further focused its policy change expectations by supporting the creation of the 

CBPH National Policy Task Force (NPTF). According to a Uranga McKane, Bruce, and 

Brock 12/2/94 memorandum, the NPTF was to "provide leadership on CBPH policy 

processes at the national level and develop substantive policy recommendations for 

action." The work of the NPTF was facilitated by Toby Citrin and his colleagues at the 

University of Michigan through a separately funded supplemental contract that also 

allowed each of the seven CBPH consortia to send three members to serve on the NPTF. 

In January 1995, the NPTF issued a draft work plan stating that its two objectives [goals] 

were: 

( 1) To enhance the effectiveness of all participants in the CBPH initiative to 

influence the development, adoption and implementation of policies affecting 

them, with emphasis upon the empowerment of communities having relatively 

slight influence on policy making in the past; and (2) To apply CBPH policy 

influence in support of those policies which will encourage, support and enhance 

strategies which the CBPH initiative has found effective in achieving public 

health goals . 

- CBPH National Policy Task Force 
Draft Summary Work Plan, 1/15/95 

As the NPTF developed its plans in 1996, WKKF clarified its policy change expectations 

by stating the parameters within which WKKF policy change funding support could be 

applied. The parameters included opportunities for informing policy and some 

limitations on informing policy. The opportunities suggested included: (a) identifying 

policy issues; (b) communicating with local, state, and federal officials; (c) developing 

strategic approaches to informing policy discussions; (d) informing policy makers and the 

larger communities about lessons learned in the CBPH; and (e) providing timely 

background information to policy makers. The limitations noted included not using 

WKKF funds for: (a) direct lobbying of public officials regarding specific legislation; (b) 

influencing a ballot proposal; or ( c) influencing the outcome of any specific election (for 

further details, see Uranga-McKane E-mail to NPTF, 6/19/96). 
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It is within these evolving clarifications of WKKF expectations that the CBPH consortia 

developed their local policy change initiatives and became involved in the NPTF. 

2. To What Extent Did CBPH Consortia Accept or Chani:e WKKF Policy Change 

Expectations? 

It is difficult to determine to what extent CBPH consortia formally accepted early WKKF 

policy change expectations because policy change activities among consortia were quite 

rare in the first two to three years of the CBPH. To the contrary, all of the consortia 

focused most of their efforts on consortium model development and community capacity

building. Policy change planning began to emerge in the third year among some 

consortia, but it wasn't until the fourth year that there is evidence that policy change was a 

priority for some of the consortia. Given this context, it is reasonable to assume that, 

while consortia agreed in principle with WKKF about the importance of policy change, 

particularly if it included communities and people traditionally excluded from policy 

development, they seldom put this agreement into practice at local levels until the fourth 

year of CBPH. Similarly, the fourth year also produced the most consistent activity 

around the development of the NPTF. This suggests that the consortia did not formally 

accept or modify WKKF expectations or perspectives on policy change, but rather gave 

the strategy of policy change low priority at local levels while giving formal support to 

the NPTF at the national level (for further discussion of this issue, see the CET's 1994 

Site Visit Reflections Report). 

3. To What Degree Did CBPH Consortia Implement Policy Chan2e Activities? 

The CET offered a framework for assessing policy change activities that divided such 

work between "big P" and "little p" policy efforts (see Schmitz, "The Evaluation - Policy 

Connection," 1993 CBPH annual meeting, 6/18/93). Big P policy changes were those 

that targeted legislative change or macro policies affecting large numbers of people and 

communities. Small p policy changes were those that were primarily directed at single 

organizations or smaller areas of jurisdiction. The NPTF or working on issues affecting 

the provision of managed care are examples of big P policy change; securing the 

development and inclusion of courses on policy development in university curricula or 

establishing a policy of employing village health workers are examples of small p policy 

changes. 
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Within this framework, there is little evidence suggesting that there were wide-spread 

policy change initiatives, either big P or little p, among CBPH consortia. For example, at 

the end of the third year, the CET "found very few consortia organizing themselves at a 

consortium level to discuss or strategize a policy agenda." Among local coalitions of the 

consortia, the CET found numerous examples of "politically minded activity," and a 

clearer sense of "what local; health-related changes needed to be addressed," but most of 

these activities were very ad-hoc and often without clarifying discussions at the 

consortium level." Over the past four years, policy development also was limited by the 

lack of efforts that involved all three CBPH partners: community, practice, and academia 

(see Schmitz, "Lessons from the Field: Implications of the Community-Based Approach 

for Improving Health," CBPH annual meeting, 6/21/95). 

During the fourth year, CBPH consortia increased their policy change activities over year 

three by targeting 14 new health policies for action as well as through more active 

participation in the NPTF (discussed in question 4 below). Overall, consortia policy 

change activities during CBPH's four years included consortium level activity in: (a) the 

development of guidelines for tenure on the basis of research, teaching, and service in 

community-based public health; (b) the development of graduate-level courses on policy; 

(c) the creation of community policy forums; (d) the identification of consortium-wide 

policy issues, e.g., violence prevention; and (e) taking supportive positions on behalf of 

affirmative action policies. Among the consortia, there were a range of coalition 

activities, including: (a) being active on managed care, health access, smoking cessation, 

and Norplant issues; (b) organizing efforts around environmental polices, e.g., incinerator 

pollution; (c) supporting the mobilization of public housing residents on a public housing 

commission; ( d) persuading local officials to allocate local funds to support CBPH 

activities; and (e) securing local public health department commitments to hire village 

health workers (see 1995 and 1996 Cluster Evaluation Team site visit and indicator 

survey reports). 

The following comments from consortia partners, that were shared with the CET's during 

its Year 4 site visits, generally reflected the frustrations and challenges of various 

attempts to implement policy change initiatives: 

• "The policy [component] is one example [of something that was] grafted on 

artificially, a distraction from the real work of the consortium." 



• [Policy] is "not really part of the model. It's like a step-child, another assignment 

generated or imposed from the outside." 

• "It's simplistic thinking, that a project that brings people together who have never 

worked together before can affect policy [at the state or national level]. 

• "To presume you can affect policy when you're also trying to be meaningful at the 

community level is really tricky." 

• "Too many cooks, too little soup." (comment about NPTF) 

• [The NPTF] "would have needed to start before [1995] to be successful.'' 

• "We haven't started at the right level. [National] is not the right level. We need to 

work locally." (comment about NPTF) 

• 

• 

"Influencing policy is not easy. The only way to do it is grass-roots, public 

speaking, advocacy -- and it can't be done in a short time." 

[It makes sense to] "hitch-hike onto the issues identified by other groups." 

• "To get [the policy makers] focused on improving health services for poor people 

is real hard. You usually only get one shot. The lesson is: pick one issue that's 

marketable and work it hard." 

• We would need to get collective, simultaneous training on just what is policy? 

How do you formulate it?" 

In describing their plans for transitions beyond WKKF funding, consortia members 

identified policy-related activities, including: (a) focusing on the empowerment of 

community and neighborhood leaders by emphasizing policy issues; (b) integrating 

public health practices into managed care; (c) submitting recommendations for policy and 

structural changes within academic institutions that carry forward CBPH work; and (d) 

staying involved in the NPTF. 
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4. What are the Ori2ins and Key Elements of the National Policy Task Force? 

The NPTF is currently the major policy change initiative among CBPH consortia. 

According to NPTF documents, the 21 member NPTF was established in 1995 after 

policy-related activities begun in the second and third year of the CBPH were not 

continued "because the consortia members felt that a more comprehensive consideration 

of policy by a group more representative of the consortia was needed." This decision also 

reflected the desire of consortia leadership and WKKF to sustain the larger policy 

implications, i.e., "the community-based manner of carrying out public health which has 

been developing throughout the 4 years of the CBPH initiative," beyond WKKF funding. 

During the past two years, the challenges and opportunities of the NPTF have been 

debated at great length in series NPTF meetings and by a small number of consortia 

representatives through E-mail. In June 1996, at the final annual meeting of the CBPH, 

the NPTF issued a draft of its findings and recommendations for consideration and 

approval by all seven CBPH consortia in attendance. After debate and discussion, all 

seven CBPH consortia endorsed the NPTF's recommended policy goals as follows: 

1. To insure the participation and influence of community members in local and 

state decision-making processes. 

2. To promote the CBPH philosophy in state and local decision-making. 

3. To encourage the permeation of CBPH philosophy throughout the health system 

and organizations. 

4. To incorporate CBPH priorities into federal and foundation funding programs. 

5. To promote CBPH philosophy in federal decision-making. 

6. To change educational institutions to reflect CBPH philosophy. 

It is important to note that all of these goals are connected to detailed objectives, 

strategies, and tools for implementation (see 6/12/96 CBPH Policy Task Force 

Recommendations to Consortia). 

In addition to endorsing these goals, the NPTF established a Working Group as its 

committee to "carry out the organizational and planning roles related to a new 

organizational structure ... [to] develop plans, recommendations and a business plan ... [to] 

maintain communications with the [NPTF] ... and to assist in selling the plan to the 

consortia." The Working Group is provided staff support by Huascar Batista and Toby 
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Citrin. The Working Group has been asked to complete its work by 25 December 1996. 

By this time, the NPTF expects an organizational implementation plan to be available for 

approval by all seven CBPH consortia. It can be assumed that, after this approval, the 

newly created NPTF (probably with a new name) will become the newest national health 

care policy player. 

5. What are the Cluster Evaluation Team Observations about CBPH Policy Chan~e? 

• Perhaps it is important to begin with the obvious. The meaning and use of the 

word policy is not easily or widely understood. Webster suggests that policy is 

generally used to mean either "wise, expedient, or prudent conduct or 

management," or "a principle, plan, or course of action, as pursued by a 

government, organization, individual, etc." With all due respect, Webster's 

definitions might be improved by defining policy as "a set of principles from 

which actions can be deduced, guided, and given parameters." 

• In the CBPH, the only specific, written definition of policy describes it II as 

decisions made by public, private, professional and community groups and 

organizations and by individuals to affect behavior and direct resources. 11 Further, 

"such decisions become CBPH policy when they are based on values and a 

process respecting the unique contributions of each of the 3 kinds of CBPH 

partners, and are intended to achieve an improve quality of life." These 

descriptions were developed and approved by the NPTF and, by extension, all 

seven CBPH consortia. It is important to think about these descriptions of policy 

from the perspectives of those who have never been associated with the CBPH 

(who will now become the primary audiences for CBPH) for many reasons, not 

the least of which is that confusion created about basic definitions can only lead to 

greater confusion about more complicated matters. It would appear that this 

description of CBPH policy is simultaneously too broad and too narrow, an 

achievement of sorts, but probably not one ready for prime time. 

• Even using the CBPH's broad definition of policy, it is clear that little CBPH 

policy development and change advocacy occurred at the local consortium level, 

particularly if the "unique contributions of each kinds of CBPH partners," is a 

qualifying characteristic. The reasons for this included: (a) somewhat unclear 

expectations about policy change by WKKF; (b) decisions by consortia to focus 
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on other priorities and challenges, e.g., model development, community capacity

building, program implementation; (c) difficulties in creating collaborative 

governance models that could provide necessary consortium-wide priority setting, 

decision-making, and collective action on policy issues; (d) a general lack of 

understanding of and skills in the policy development/policy-making process 

among consortia partners; (e) inadequate "capacity-building" within consortia to 

improve this understanding and related skills; (f) some active resistance to policy 

development and change as a CBPH priority because it seemed to be, as some 

partners described it, a "step-child" or "imposed from the outside," rather than 

emerge as a priority for the consortia; and (g) a lack of common policy agendas 

among consortium members. 

• Although there was lack of policy development and change at most (but not all) 

consortia levels, within some consortia, there were important coalition level 

policy change efforts, particularly at the small p level. Indeed, this makes sense 

because the CBPH emphasized that the most significant policy changes should 

come from local, community-based experiences and issues. When such local 

issues, e.g., environmental pollution from an incinerator, drew local coalitions 

into the policy change process, the results were significant to people and 

communities. Further, community coalition level, or even state level policy 

change, is very consistent with current national "devolution" trends to move 

policy-making to states and local communities. 

• Meanwhile, the NPTF is preparing to set sail on the open, often troubled, waters 

of national health care policy development, change, and advocacy. Some would 

say that a new, small vessel is neither needed nor capable of making a significant 

difference in such waters. More appropriate and needed, constructive critics 

contend, are CBPH bridges over other troubled waters within local communities, 

among local communities, and from coalitions of local communities to county and 

state governments and managed care providers. Indeed, without questioning 

significance of the vision, mission, or goals of the NPTF, and while 

acknowledging the dedication and passion of its members, it is difficult to 

understand how the NPTF can seemingly ignore what seems obvious to those 

with less connection to its efforts: (a) there is no solid rationale for its plan of 

action based on evidence from the CBPH experience; (b) there appears to be no 

practical means to support its proposed national organizational structure (with the 
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exception of WKKF); (c) it is far from clear that those consortia that will remain 

functional after WKKF funding will (or could) give priority to a national policy 

body; (d) there is no credible basis for a "national" organization that will reflect 

the experience of such a small number of people from, at best, seven states; and 

( e) the creation of another national organization seems specious at best when 

working on CBPH advocacy within major health care organizations, e.g., the 

American Public Health Association, already offers access to large and influential 

audiences. While these observations may seem harsh, discussions and debates 

among NPTF consortia representatives reflect most, if not all, of them based on 

several readings of NPTF minutes by this disinterested observer. 

• Another central issue, not only for the NPTF and its evolution, but also for the 

way that policy was framed during the CBPH in general, is the lack of meaningful 

relationships at the consortia level with key policy makers. Again, while 

acknowledging the very significant and vital role of community-based, grass-roots 

partners, there was a serious absence of relationships with policy-makers from 

managed care providers and local and state government in the CBPH. Even 

public health practice partners, again with some exceptions, played almost no role 

in policy development and change advocacy within consortia. These limitations, 

along with the lack of policy change results at consortia levels, further raise the 

question of how a national policy change organization can be justified using 

CB PH consortia as the basis on which to build it. 

Conclusion 

In conclusion, it is important to emphasize that the policy development, change, and 

advocacy strategies initiated during the CBPH, even with their limitations, should not be 

viewed negatively. It was not possible, for many reasons, to achieve consistent, wide

spread policy change within the short time span of the CBPH given its original 

formulation and the multiplicity of other challenges facing consortia. Nevertheless, the 

principles of CBPH, which were well articulated and clarified in the NPTF's vision and 

goals, were acted upon in many ways. The is little doubt that, because of their CBPH 

experience, consortia partners, and many of the individuals associated with them, will 

carry forward the CBPH philosophy and practice far into the future in their large and 

small endeavors. In their beliefs and practices, CBPH will be an important part of their 

legacy to future generations. 
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Evaluation Question S 

by Connie C. Schmitz. 

For individuals and organizations involved, did the benefits of participation in the 

CBPH outweigh the costs? 

Summary 

According to consortium members and organization leaders, the CBPH experience was 

largely positive. As seen from parallel surveys conducted in 1994 and 1996, participants 

remain committed to the philosophy of CBPH despite concerns and questions about the 

particular consortia in which they have partnered. While there were some notable 

variations between sectors and between consortia, the perceived benefits of CBPH clearly 

outweighed the costs for both individuals and organizational leaders, both in 1994 and 

1996. The benefits described were mainly related to personal and professional 

development, social and political networking, and increased opportunities to spend time 

working on projects that satisfied important personal or organizational goals. The 

primary costs for members and organizations were connected to the amount of time it 

took to work in partnership and the stress of intra-consortium conflict. 

Some of the more surprising findings from our investigation were that: (a) overall cost/ 

benefit assessments did not change very much from the second to fourth year of CBPH 

implementation, and (b) organizational leaders remained even more positive in their 

assessment than individual members, at both time periods. We also learned that the 

percent of organizations with a core group of staff working on CBPH increased from 

1994-96, but that more members reported even greater dependency in 1996 on external 

funding to continue their CBPH work than they did in 1994. 

Background 

One of the underlying assumptions of the CBPH was that partners could achieve more by 

working together than alone. The three sectors -- academe, practice, and community -

were considered equally important in the CBPH "triangle" (model); the viability of their 

consortium (i.e., their "working together") was therefore a goal of some importance. In 

fashioning the guiding evaluation questions, for example, the anticipated outcome for this 

Guiding Evaluation Question was: "At the end of Year Four, individuals and 
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organizations will support continuation of the CBPH consortium and their involvement in 

it, because the benefits of belonging (broadly defined) outweigh the costs" (see page 11). 

For our purposes, "costs and benefits" were defined broadly to include more than the 

financial or material aspects. For individual members, other dimensions include personal 

or professional growth and development, social and political consequences, and progress 

towards attaining valued goals. Similarly, for organizations committed to CBPH, there 

were potential material costs and benefits, social and political consequences of 

membership, and opportunities for CBPH goals to conflict with, or enhance the 

organizations' missions and strategic planning. 

When we began studying costs and benefits of CBPH participation in 1993, we were 

influenced by a literature which had found that incentives for individuals participating in 

community coalitions varied according to the kinds of people involved, as well as the 

goals of the group. We were interested to note that participants typically assess the value 

of membership periodic ally, and withdraw if the costs become too high. We therefore 

reasoned that the cost/ benefit ratio might well predict consortium sustainability. While 

some attrition of members is always to be expected, and recruitment of new members 

healthy, chronic attrition due to insufficient benefits, or insurmountable costs, would 

appear to place a consortium at risk. Similarly, many organizations provide substantial 

in-kind and direct support for their faculty, staff, students, and volunteers to engage in 

CBPH activities. Thus, the assessments of key leaders in schools, agencies, and CBOs 

about the costs and benefits of CBPH could signal whether the initiative would be 

sustained. 

The value of studying the costs and benefits of collaborative institutional/ community 

partnerships such as these extends beyond simply knowing, or predicting which consortia 

(or groups) are likely to survive. Leaders, funders, and planners of many types need to 

understand what motivates individual people and various organizations to commit to 

initiatives such as CBPH. Thus, an investigation of particular benefits and costs, and how 

they vary by constituencies over the life of an initiative, is useful for strategic planning. 

The 1996 Individual Member Survey: Purpose and Questions 

The purpose of the 1996 Individual Member survey was to understand how the different 

constituencies and consortia evaluate the CBPH experience after four years of 



implementation, and to understand how member perceptions of costs and benefit changed 

over time. Some of the questions we wished to answer include the following: 

1. Community partnerships typically require a lot of personnel time to engineer and 

carry out. Did members report spending more or less time on CBPH in the fourth 

year of implementation as they did in the second? 

2. Core funding for consortium work and staffing has been reportedly difficult to obtain. 

When the CBPH was initiated, it had been hoped that new positions would be 

sustained, that CBPH would become "institutionalized" over time. Given that hope, 

did members report more or less dependency on external funding for CBPH work in 

1996 than they did in 1994? 

3. Many kinds of personal and professional benefits of CBPH were reported by a high 

percentage of people in 1994. Were these benefits still experienced in 1996? In 

1994, these benefits varied somewhat significantly by sector, with generally more 

Community members reporting benefits. Was this pattern still true in 1996? 

4. Various kinds of internal conflicts were reported by about one-quarter of the 

respondents in 1994. Did a greater or smaller proportion of people report such 

conflicts in 1996? In 1994, these conflicts did not vary by sector, but by consortia. 

Was this pattern still true in 1994? 

5. Several kinds of social and political benefits of CBPH were reported in 1994, 

especially in the areas of networking, relationships, and organizational support. In 

1994, these benefits varied somewhat significantly by sector, with generally more 

Community members reporting benefits. Is this pattern still true in 1996? 

6. CBPH was launched with many goals in mind (see page 14). How important were 

these goals in 1996 for keeping members involved with CBPH? Which of these goals 

did members feel were most successfully achieved by their consortia? Did these 

sentiments vary by sector, or by consortium? 

7. In 1994, consortia varied tremendously in the extent to which they were satisfied with 

their consortium and the consortium approach. How did 1996 partners assess these . 

- 64-



( 

aspects of their partnerships? Did these reports continue to vary more by consortium 

than by sector? 

8. How did CBPH stack up, overall, in terms of costs and benefits? How did members 

perceive CBPH compared to other public health initiatives they've been involved with 

that use a community-based approach? Were there unnecessary costs, or unrealized 

benefits of CBPH? 

What We Learned from the Individual Member Survey 

The survey was conducted in the spring of 1996, as members were completing the 

academic year, preparing for travel to the final Annual CBPH meeting, and generally 

planning for their future activities. A 72% response rate was obtained after several 

reminder letters over approximately eight weeks. The results of the survey are described 

below, according to the questions identified above. For a description of the survey 

respondents, see the notes at the end of this section. 

1. Time Demands. Essentially the same estimates of time devoted to CBPH were given 

in 1996 as in 1994. This suggests that the time collectively required to implement 

community partnerships does not diminish as projects evolve, although individual 

time commitments will vary. About half the members spend five hours a week or less 

on the CBPH, the others spend more (up to 65 hours per week), and about one-third 

characterized the time requirements as "extremely high." 

2. Financial Costs / Benefits. Approximately the same percentage of people (30%) in 

1996 reported direct salary support from the CBPH grant as in 1994. A greater 

proportion of people, however, reported that they were "somewhat," "very." or 

"totally dependent" on external funds to continue their CBPH work. In 1994, 60% 

were not dependent on outside funding, compared to 42% today. Community people 

were the most likely sector to depend on such funding for their involvement. 

Together with our indicator data, this finding suggests that sustaining consortium 

structures is challenging, and that organizations are limited in their ability to 

institutionalize CBPH positions. 

3. Personal/ Professional Benefits. As they did in 1994, members reported numerous 

personal and professional benefits; 83% reported significant amounts of "new 
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knowledge, insights, or understanding," and a majority reported new leadership 

opportunities, responsibilities, and experiences with task forces or other policy 

groups. Community members were strongest in their reporting of such benefits, 

although the differences between constituencies were not as great as in 1994. 

4. Conflict. The amount of consortium conflict remained the same in 1996. As seen in 

1994, about 25% of the sample reported significant internal conflicts over goals, 

philosophy and values, resources, and governance. Personality clashes were reported 

by only about 15% of the sample. This indicates that partnerships may continue, 

despite conflict, although the variation across consortia was very large. 

5. Social and Political Benefits. Again, the similarity between the '94 and '96 findings 

continued, with strong social and political benefits reported by many 1996 

respondents. CBPH's most enduring impact may well be on the personal friendships 

and networking opportunities it created, as well as the increased positive recognition 

it brought from members' peers and the support it gained for them from mentors or 

key leaders. These benefits were felt equally by all sectors, but not by all consortia. 

6. CBPH Goals. Members remained extremely committed to the 11 goals embedded in 

the CBPH. When asked how important these goals were for maintaining their 

personal involvement, no less than 73% of the people said "very" or "somewhat 

important" to each goal. Answers did not vary either by constituency or by 

consortium, indicating that these goals remain at the heart of CBPH. When asked 

which single goal had been most successfully accomplished, the largest responses 

were seen for "building community capacity" (33%) and "building the consortium" 

(28 % ). This confirmed a primary focus of CBPH that we had observed over the 

years. 

7. Assessment of Consortia and the Consortium Approach. Respondents were 

somewhat more skeptical in 1996 about the consortium approach, and a bit less 

satisfied with their particular consortium, although responses overall remained fairly 

high. When asked whether their consortium needed to be restructured, for example, 

55% of the current members said "Yes," compared to 35% two years ago. 

Proportionally fewer members said their consortium was "headed in the right 

direction" (85% / 78%); fewer agreed that "the consortium model is the right 

approach for doing CBPH work" (85% / 78% ); and fewer "would recommend this 



consortium to others" (86% / 76% ). While these drops are not large, they fit a pattern 

that suggests that members are strongly committed to CBPH principles, and less 

strongly committed to their particular partners, or to the administrative structure of a 

consortium. 

8. Overall Costs and Benefits. Proportionally fewer people in 1996 (64%) said the 

benefits of CBPH outweigh the costs than in 1994 (75%), and the most significant 

drop occurred in the community sector (from 80% in 1994 to 59% in 1996). 

Community people tended to be less critical than their academic or public health 

practice counterparts, however, in comparing the CBPH with other initiatives, and in 

citing "unnecessary costs" and "unrealized benefits" ofCBPH. Generally speaking, 

the "unnecessary costs" described in open-ended comments concerned processes (e.g., 

"too many unproductive meetings"), organizational problems (e.g., "lack of 

governance, management, leadership skills"), or problems with particular partners. 

The "unrealized benefits" described intended benefits that were not achieved for the 

community (e.g., "true involvement of community"), the consortium (e.g., 

"collaboration, lasting relationships"), or for an institutional partner (e.g., "meaningful 

changes in professions education, curriculum, faculty"). 

The 1996 Organization Leader Survey: Purpose and Questions 

The purpose of the 1996 Organization Leader survey was to understand how this group 

assessed the CBPH experience after four years of implementation, to learn of their 

intentions for continuing the activities after Kellogg funding ended, and to compare their 

responses with those of individual members working "on the front line." Some of the 

questions we addressed include the following: 

1. In 1994, half the leaders reported that no core group of people from their organization 

was working on CBPH -- only one or two members were involved. That finding was 

a cause for concern, given the objectives of building organizational capacity and 

addressing system change goals. Did the level of member involvement increase by 

1996, and increase sufficiently to ensure sustainability? 

2. Did perceptions of organizational investment increase or decrease over time? 
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3. Were the perceived social and political consequences of CBPH as positive in 1996 as 

they were in 1994? 

4. How important were the CBPH goals, and how congruent were they with 

organizational missions in 1996? 

5. Were leaders as positive in 1996 as they were in 1994 in their assessment of consortia 

and the consortia model or approach to public health refonn? 

6. Were leaders as positive in 1996 as they were in 1994 in their overall assessment of 

CBPH costs and benefits? Were there unnecessary costs to participation, or 

unrealized benefits? 

What We Learned from the Organization Leader Survey 

As with the parallel survey to individual members, the Organization Leader Survey was 

conducted at the same time, in the same manner, in the spring of 1996. A 78% response 

rate was obtained after several reminder letters over approximately eight weeks. The 

results of the survey are described below, according to the questions identified above. 

For a description of the survey respondents, see the notes at the end of this section. 

1. Involvement of a Core Group. A small, but positive shift occurred in the level of 

organizational involvement, with fewer leaders reporting "no core group exists" in 

1996 (28%) than in 1994 (43%). The shift is at the level of more organizations 

having "several people meet regularly11 (up from 10% to 23% ), rather than 

"occasionally," or only having one or two people involved. Still, less than half (42%) 

the leaders report the existence "of a core group, spending significant time on CBPH." 

There were no major differences between the sectors at this level, although Academic 

leaders were the least likely to report the absence of a core group. This finding 

supports the notion that systems change is most likely in academe, and has the 

potential to continue in about half of the organizations engaged in CBPH. 

2. Or&anizational Investment. A modest increase in the proportion of leaders describing 

their organizational investment as "extensive" was reported, up from 40% in 1994 to 

47% in 1996. While the difference between sectors was not large, a higher 
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percentage of CBO leaders than Public Health Practice or Academic leaders described 

the investment as "extensive." 

3. Social and Political Consequences. Similarly high proportions of leaders experienced 

positive consequences of CBPH in 1996 as in 1994. Of the nine consequences listed, 

the same three were identified in both years by the greatest proportion of people. 

About 80% of respondents felt that CBPH brought "positive recognition in the 

broader community," "increased status with other departments or programs," and 

"positive public relations with constituents or consumers." The only notable drop, 

from 72% to 58%, was with the "amount of support coming from key leaders as a 

result of CBPH." None of these perceived consequences varied much by sector. 

4. CBPH Goals. Extremely high endorsement for 11 commonly stated goals was given 

by the 1996 respondents. All of the percentages were in the 80% - 95% range. Very 

little change was seen in leaders' assessments of the extent to which these goals 

supported or conflicted with their organization1s mission. In 1994, 97% said the goals 

supported to a "moderate" or "great extent" their mission. In 1996, 87% of the sample 

answered similarly. No one said the goals conflicted with the mission, in either 1994 

or 1996. Perceptions of these goals did not vary significantly by sector. 

5. Satisfaction with Consortia and the Consortium Approach. For a majority of the ten 

items in this section of the survey, responses did not change from 1994 to 1996. A 

high percentage of leaders felt that the consortium they belonged to had "helped their 

organization address its mission and goals" (90%), was "headed in the right direction" 

(89% ), and was one in which members "tend to agree, more than disagree, about how 

to do things" (79%). They also would "recommend the consortium approach to other 

organizations" (79%) and felt the consortium model was "the right way to go" (77%). 

At the same time, three-quarters felt their organization should participate in other 

partnerships, but with different people. And a large increase was seen in the percent 

of leaders who feel "the structure and operation of the consortium needs 

recasting/restructuring" -- up from 30% in 1994 to 58% in 1996. And although the 

endorsement of the consortium approach was still high (77%), the percentage shows a 

considerable drop from 1994 (90% ). 

6. Cost I Benefit Ratio. Leaders remained positive about the overall cost/ benefit ratio 

of CBPH, with 73% reporting "a few" or "many more benefits than costs." The small 
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decrease over time (from 84% to 73%) was due to a shift towards the neutral response 

("benefits and costs are the same"), not towards the negative. Community leaders 

(55%) were surprisingly lower than their institutional leaders (88% for Public Health 

Practice and 77% for Academe) on this question. A full third of Community leaders 

(33%) said benefits and costs were the same. This result was at odds with the general 

Community response pattern, which has been more positive than institutional 

partners, but it did echo findings from the Individual Member survey. 

As with the Individual Member survey, leaders said there were unnecessary costs 

( 40%) and unrealized benefits ( 49%) of CBPH. These had mostly to do with 

unproductive meetings and the time required for meetings, problems with governance 

and trust between partners, and expectations for change that did not materialize in 

academe, practice, or the community. 

Discussion: So What Does This Mean for CBPH? 

The CBPH Philosophy is Extremely Durable. 

Although the 'response rates to both surveys dropped in 1996, an unquestionably large 

proportion of members and leaders remain absolutely committed to core principles and 

goals of CBPH. For a majority of members and leaders who responded, both in 1994 and 

1996, the benefits of CBPH clearly outweighed the costs. Overall, the initiative made a 

strong impact on individual members in terms of bringing them new ways of 

understanding public health problems and the perspectives of different partners, and in 

strengthening their skills, resources, networks, and opportunities for political 

collaboration. Despite the many challenges of partnership, a large majority of members 

wish to continue community-centered work in public health with certain partners they 

have come to know and trust. CBPH has made an even stronger impact, in leaders' 

minds, on the social and political status of CBPH affiliated organizations. Similarly, a 

large majority of leaders profess continued support for core CBPH activities, despite 

growing doubts about their ability to financially underwrite such activities. 

CBPH Leaders and Individual Members Think Alike. 

Leaders were somewhat more positive about CBPH than members in both 1994 and 

1996, but the differences were not large. For example, 73% of the leaders felt the 
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benefits outweighed the costs, compared to 64% of the members. What is perhaps more 

surprising on balance is how similar the two groups were in their perceptions. This may 

be due in part to the fact that about half the leaders surveyed (31 of 68) responded to the 

Individual Member Survey. The amount of respondent overlap between the two surveys 

remains small, however (about 15% of the individual member sample consisted of 

organization leaders). 

This finding begs another question, however, about the extent to which the leaders 

responding to the Individual Member Survey differ from the non responding leaders in 

terms of rank or authority. We don't know the answer to that question. We also don't 

know whether the majority of responding leaders were at a level of decision making that 

would, in fact, guarantee the sustainability of CBPH in their organization. Over half the 

leaders said that involvement still fell short of a core group spending significant time on 

CBPH. This leaves the question of organizational impact and commitment still in doubt, 

despite the optimism voiced here. 

Assessments of Costs and Benefits are Surprising Constant Over Time. 

Surprisingly, the cost I benefit ratios did not change much over time, either for individual 

members or leaders. In both studies, overall cost/ benefit ratios were down about ten 

percentage points, and doubts about the consortium approach and its sustainability were 

up by about the same percentage. The amount of respondent overlap in samples 

undoubtedly contributes to the similarity of findings, but the overlap is not that large 

(about 1/3 of the 1996 sample responded in 1994), and long-term members could have 

changed their assessments. Had strong changes occurred, we would have noted them. 

Should changes in costs and benefits of participation in community coalitions be 

anticipated? We had thought the answer to that question was probably "yes," but weren't 

sure whether the change would be positive or negative. For example, many CBPH 

participants we interviewed in the early years anticipated that the "high cost of initial 

investment" required by CBPH would lead to "greater benefits on down the road." This 

view was stated most frequently by institutional partners, perhaps as a rationale for why 

they were spending so much unreimbursed time on CBPH. The data gathered by these 

questionnaires did not support that conclusion -- although four years may be too short a 

time frame to study. Reported benefits were high at the two-year mark, however; it 

would have been quite remarkable had they collectively increased. 
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The alternate hypothesis was that the benefits of participation would actually decrease 
over time as the "honeymoon" period wore off. Although a slight decrease was seen in 
key items, this negative expectation was also not supported by the study. Rather, belief 
in CBPH remained remarkably robust, and cost/ benefit ratios remained largely a 
function of which consortium members / leaders belonged to. These consortium 
differences were stronger than sector differences (which is interesting, given all the 
reported conflict between community and institutional ways of thinking). Consortium 
differences were very consistent over time in the same areas (e.g., internal conflicts, 
negative collaborative experiences, satisfaction with consortia). This suggests that the 
original basis for partnership, combined with characteristics of consortium governance 
and leadership, exert the more powerful affect on collaboration. 

Enduring Lessons Learned About CBPH. 

Overall, this study supports a view of this initiative that suggests that CBPH was, and is, 
about building community capacity and institutional - community relationships. These 
were the goals which members said were most successfully achieved by their consortium 
at the end of four years of partnership. CBPH probably made its strongest impact at the 
level of the individual person, and the level of key leaders who have invested heavily 
over many years. Partnerships remain time-intensive, "high maintenance" vehicles. 
Nonetheless, CBPH has produced a dedicated group who see the work as ongoing. 

Notes: 

Respondents to the 1996 lndividual Member Survey. All CBPH members who had been active in 1994-96 

received the 10-page questionnaire. Of the 268 potential respondents, 195 people (72%) responded. This 

number includes 31 leaders of organizations involved with CBPH who also considered themselves active as 

individual members. (They completed the Organization Leader Survey, as well). The sample resembled 

strongly the CBPH membership at large in terms of demographics and sector representation. The sample 

over-represented members from the larger consortia, however: responses from Massachusetts and North 

Carolina comprised almost 50% of the respondents. It also favored Community and Academic partners, 

largely because they were the biggest sectors in CBPH. Nonetheless, all consortia and constituencies had 

similar response rates (60% or higher for each category). Additionally, the respondents were long-time 

members of the initiative; 86% had been active for two or more years. Thus, the 1996 sample was a well-
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informed respondent group. The 1996 sample was very similar to the 1994 sample in terms of 

demographic composition, sector and consortium representation. Given the two-fold increase in members 

from 1991 - 1994, however, and the amount of turnover in membership, only 64 individuals completed both 

the 1994 and 1996 surveys. 

Respondents to the 1996 OrganiUlluJn Leader Suney. Leaders from all organizations represented on 

CBPH governing boards received the 7-page questionnaire. Of the 68 potential respondents, 53 people 

(78%) responded. The sample is reasonably balanced by consortium and very well balanced by sector. A 

large majority of respondents had been actively associated with the initiative for a long time; 88% joined in 

or before 1994, and almost half had been part of the LMD. Thus, this was a seasoned group of participants 

and supporters of CBPH. Because we did not compare findings across years for many of the items from 

this survey, we did not compare respondent groups. 
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Evaluation Question 6 

by Connie C. Schmitz 

What intentions and capacities did consortia have for continuing CBPH work after 

the Implementation Period ended? 

Summary 

CBPH participants responding to the Cost I Benefit surveys expressed great desire to 

continue their relationships and activities established as a result of CBPH. In the spring 

of 1996 they predicted that many relationships and activities would survive the 

termination of implementation funding. As it turned out, all consortia submitted 

proposals in August, 1996, for mini-grant funding from Kellogg; and all of these 

proposals outlined continuing collaborations at the coalition (sub-consortium) level. 

Fewer survey respondents were sure that their consortia would continue in their present 

form, however. The mini-grant proposals seemed to bear that out, in that only four of the 

seven seemed integrated at the consortium level in tenns of shared activities, and only 

one detailed financial arrangements whereby the sub-consortium sites contributed a 

portion of their grant monies to the fiscal agent to support coordination at the core level. 

Our assessment is that many of consortia are vulnerable to dissolution post-CBPH, due to 

problems with shared goals at the consortium level, the cost of multi-level governance, 

and tenuous resources. Indicator data suggest that the comparative success that consortia 

had with generating "spin-off' funds will lead individuals and groups towards many new 

partnerships, some of which involve "original" CBPH members and some of which don't. 

The principles of CBPH, however, are likely to disseminate and regenerate in many new 

and varied forms. If the CBPH National Policy Task Force is successful in moving 

forward operationally, then further guarantees for sustaining the CBPH are likely. 

Background 

One mark of a successful initiative is the desire of grantees to continue their work after 

start-up funding is gone. Another is their capacity to do so, which is (in turn) associated 

with their ability to generate new funding, based on the success of their collaboration. 

When the Kellogg Foundation awarded CBPH grants in 1992, it acknowledged that 

changing systems was a long-term endeavor requiring significant resources beyond what 

could be provided in this single award. Foundation program staff and consortium 
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members alike expressed the hope that the work of CBPH would be sustained beyond the 
four-year implementation period. For these reasons, in 1995-96 we added this sixth 

Evaluation Question to complement the previous five. 

To address this question, we looked first at the Cost/ Benefit surveys just described (see 
Evaluation Question 5). We also assessed the status of consortia and their sub-coalitions 
for viability (see Figure 7, pages 18-19). These assessments were cumulative, in that they 
were influenced by multiple data sources (e.g. site visits, survey data, and annual reports). 
We also reviewed the indicator data, which reports the amount of core and spin-off 
funding generated by consortia. Finally, we examined the proposals which consortium 
members submitted on August 1, 1996, for continuation (mini-grant) funding from 
Kellogg. Our interest was in seeing the extent to which consortia members decided to 
continue solo or together, in the same or reconfigured partnerships. 

Participants' Intentions for Continuing CBPH Work 

The 1996 Cost/ Benefit surveys to both members and leaders included items that asked 
about their future involvement in the initiative. Respondents were asked to speculate 
whether their consortia would continue to operate in their present fonn, whether members 
within their consortia would continue to work together in some fashion, and whether they 
would advocate for using a CBPH approach with other initiatives. Leaders were asked 
about their intentions to support CBPH components and the strategies being developed to 
sustain them. The responses we received are summarized below. 

Individual Members. Survey responses indicated that members' intentions to continue 
relationships established through CBPH were very strong -- stronger than their prediction 
of consortia continuing "in their current form." When asked whether they anticipated that 
"certain partners within the consortium would continue to work together in some fashion" 
after 1996, respondents of all sectors and all consortia were overwhelmingly positive 
(about 90% or above for each category). Additionally, almost three-quarters of the 
members expected to maintain or increase their time involvement with CBPH in the 
coming year, and only 28% expected to decrease or stop their activity. When asked 
whether they thought a community-based approach to public health would be effective 
for other initiatives, 98% said "yes." 
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Responses to other items, however, showed members' ability to separate a commitment to 
CBPH principles from their commitment to particular consortia. When asked whether 
they thought their consortium would continue in its present form, 60% said "Yes" and 
40% said "No." Answers varied widely by constituency: Public Health Practice members 
were much less optimistic (29%) than their Community (75%) or Academic partners 
(59%) about consortium continuation. Similarly, consortium responses varied widely 
from a high (75%) prediction in one consortium to a relative low (41 %) in another. 

Orl!anization Leaders. A majority (72%) of leaders reported that they wished to maintain 
or increase their organization's involvement with CBPH. An even greater percentage 
indicated they were taldng steps to sustain the work (80% in 1994, 86% in 1996). 
Strategies being pursued are listed in Table 3 (see page 79-80). As with individual 
members, organization leaders were less positive about their consortium continuing to 
exist post implementation (51 %). They were more sure about continuing to work with 
some partners (88%) in some fashion. Open-ended comments revealed that the primary 
reasons given for continuing their involvement were: (1) elements/activities will continue 
at the coalition or site level, (2) leaders are committed to CBPH principles, (3) they 
wanted to build on fruitful collaboration, and (4) CBPH (or portions of it) had been 
successfully institutionalized in their organization. Reasons listed for diminishing their 
involvement included lack of funds and discouragement with their partnership. 

The Cluster Evaluation Team's Assessment of CBPH Sustainability 

Our assessment of consortium viability (e.g., governance, collaboration, leadership) led 
us to anticipate that a majority of consortia would not elect to continue in their full 
structure, although many of the coalitions within consortia would likely survive. Our 
knowledge of behind-the-scenes conflict and incompatibility of partners led us to expect a 
fair amount of healthy reconfiguration post-CBPH. Yet the mini-grant proposals 
submitted included virtually every partner aligned during the past four years (see Table 
4). Of the 67 organizational partners in CBPH, only one partner (a CBO) was dropped, 
and no consortium expanded to admit a new partner (at least on the budget). This 
suggests that despite their conflicts and disagreements, CBPH partners wanted (or felt 
political pressure) to move foIWard together, intact. This was a surprise, especially given 
that the mini-grant RFP provided relatively small funds and did not mandate full 
consortium involvement 
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In terms of the capacity to continue as consortia, the indicator data suggest that the 

potential is slim. The amount of resources generated for "core sustainability" in 1995-96 

by all seven consortia combined was $250,000; $100,000 of this was earned by one 

academic institution in one consortium. Over the four-year period, consortia raised 

approximately $750,000 -- from 22 different grants -- for core continuation. This 

suggests that funding to support partnerships is difficult to get, and that all CBPH 

consortia are vulnerable to extinction. The viability of coalitions ( or parts of consortia) 

may be stronger, however, based on the amount of "spin-off' funding reported. Four 

million dollars was raised in 1995-96 alone, and over 14 million dollars over the four

year period. About ten million of these spin-off funds were awarded to academic 

institutions. This suggests that academe may continue to function as the central 

organizing agent for many CBPH activities. 

Conclusion 

In summary, the spirit of CBPH (if not the structure of consortia) is likely to survive, 

grow, and proliferate in new forms. This will most probably happen on a coalition level, 

and at the level of the CBPH task force, presuming it meets the operational challenges of 

the coming months. 
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Table 3 

Strategies for Sustaining the CBPH 

Identified by Organization Leaders 

in the 1996 Cost / Benefit Survey 

f Strategies 

17 Grant writing, proposal development 

11 Institutionalizing components of CBPH within organization 

10 Fund raising, especially with the private sector 

8 Fanned / working on sustainability committee or designated planning group 

7 Sustaining the principles of CBPH through general dissemination, training, 

broadening participation 

5 Merging with other existing programs, creating new partnerships 

3 Networking, building relationships with others 

3 

3 

2 

Have already acquired some outside funding 

Creating revenue generating business 

Cost shifting 

1 The following comments were each mentioned be one person: 

Endowment, frugality, establishing 50-(c)-3, working towards Kellogg "bridge" 

opportunities, "don't know," non-specific planning, or specific component 

maintained. 



Table 4 

Partners* Listed on Proposals Submitted to the Kellogg Foundation 

for CBPH "Mini-Grants" 

Consortium 

California 

Georgia 

(by Consortium and Sector) 

*Partners listed are those shown in the proposals' budget pages 

Academe PH Practice Community 

UC Berkeley Alameda County CHA 

This is an integrated proposal, in that all three sectors propose working collaboratively under 
joint administration. Fiscal administration appears centralized with the Community Health 
Academy (CHA). 

Morehouse 
Emory 

Cobb County 
Fulton County 

Rose Garden 
Kennesaw 

This is an integrated proposal, with different pairings of partners working together on a 
variety of goals. One community partner, University / John Hope Homes, was dropped. Four 
communities who were not part of the original grant were added, but they are not featured on 
the budget. Cobb County Board of Health remains the fiscal agent. 

Massachusetts U-Mass SPH 
U-Mass SPH 
U-Mass SPH 

Holyoke Health Dept. Holyoke Latino Coalition 
Northern Berkshires 

North Quabbin 
Worcester Latino Coaliton 

NOTE: 

AHEC 
U-Mass U without Walls 

U-Mass SPH 
U-Mass F&C Medicine 

Local Health Board 
Local Health Board 

Mass-DPH 
Mass-AHB 

This grant is divided between two fiscal agents, as with the original grant: (a) U-Mass SPH 
and (b) AHEC. Consortium level governance has been diminished to one 1/2 time person and 
quarterly meetings for information sharing. Collaboration between the three sectors has been 
emphasized at the coalition/community (team) level. A University partner has been added, 
and the involvement of health practice (regional state department) and local boards of health 
assured (these partners were not part of the original grant). 

Proposals were submitted August 1, 96. A cursory reading by the CET showed that the 
consortia, by an large, elected to "submit together" to continue successful CBPH 
strategies. When possible, the functional collaboration between partners is shown on 
Table 3 by the listing, on each horizontal line, the partners who propose to work together. 
While several new (non-paid) partners were identified in the proposal, none represented a 
completely new sector (e.g., business and industry). Generally speaking, the budgets 
were allotted to existing CBPH partners. 
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Consortium 

Maryland 

Michigan 

Table 3 (cont) 

Academe PH Practice 

BC Health Dept. Johns Hopkins 
(PH, Nursing, Med) 

BC Dept Of Ed. 
Health Care for Homeless 

Community 

CURE/HBS 

Three separate mini-grants with little apparent overlap were submitted. The incorporation of 
Healthy Start (BCHD) in the later CBPH period is continued. Unfunded community groups 
from the University/Curriculum partnership (such as The Family Place) were not featured. 
(Because these groups had not received funding from the original grant, we did not count 
them as "dropped.") Fiscal authority will presumably be divided between Johns Hopkins and 
CURE, as with the original grant. No substantive role for unified governance is described. 

UM- SPH 
UM-SPH 

Genesee Cty HD 
Detroit HD 

Genesee CBOs 
Detroit CBOs 

A continuation of the current model, with strong integration at the team level (Detroit and 
Genesee County the UM-SPH). Coordination and faculty, student, and staff assistance are 
also provided by UM-SPH, who will continue as the fiscal agent. 

North Carolina UNC - SPH Chatham Cty HD 
LeeCtyHD 

Orange Cty HD 
WakeCtyHD 

JOCCA 
Tenants Councils 

JOCCA 
STBF 

Washington 

An integrated proposal, continuing the current model, which partners community and county 
health departments in four separate counties. UNC - SPH continues as the fiscal agent, and 
will work on dissemination and coordination; each county budget contributes $5,000 to the 
UNC (Consortium) budget. 

UW-SPH 
UW-SPH 

WCHD 
SKCHD 

Lummi 
SUHA 

Essentially two separate proposals were submitted (Seattle and Lummi) with 
no apparent overlap, although the UW-SPH partner is present in each. Group 
Health Cooperative is the presumed fiscal agent, although its role was not 
described in the proposal. 
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California 

Georgia 

Maryland 

Massachusetts 

Michigan 

North Carolina 

Washington 

Table S 

Proposed CBPH Activities to be 

Funded by Kellogg Mini-Grant Dollars 

Fall, 1996 - 1997. 

• Community (Public) Health Teams 
• Assuring community input in health assessment, planning, services 
• Natural Helpers 
• Community organizing and leadership skill building 
• Surveillance - Geographic Information Surveying (GIS) 

• After-school programs for youth 
• Health education and health promotion for young adults 
• Parenting skills 
• Training for community in leadership, grant-writing 

Policy education and development 

Managed Care theme throughout each mini-grant 
• Project CHOICE - "Community Health by Organized Involvement and Consumer 

Education" 
• Health and Homelessness (course expansion) 
• Baltimore Community Health Worker Resource Center (community health workers) 
• Diabetes Care and Control, integrated with Healthy Start 

• 
• 
• 

• 

. 
• 
• 

Centro de Educacion, Prevencion, y Accion (CEPA) - AIV / AIDS prevention 
Continuing the APEX process in Holyoke, Policy and Planning 
Incentive grants for community groups and local boards of health 
Domestic violence 
Developing the pipeline for minority and community health care workers 

Village health workers 
Neighborhood Academy, community violence and entrepreneurial development 
Church health teams 

• Diabetes education 
• Public health leadership skill building 
• Community safety, law enforcement 
• Leadership skill building for CBOs, fundraising 

• Development of a community-based healing center at Lummi 
• Community health workers, CHARE ("Community Health Advocacy and Resource 

Center Education") in Seattle 
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SUMMARY REFLECTIONS OF THE CBPH 

Attempting to "briefly summarize" the lessons learned from CBPH is to attempt an 

oxymoron -- a contradictory or incongruous action. The CBPH was so large in scope, so 

varied in implementation, the perspectives of it so many-sided, that it does fit easily into a 

sound bite. Depending on what the reader feels was (or should have been) the defining 

measure of success (community empowerment? increased capacity to work 

collaboratively in institutional / community partnerships? change in health professions 

education towards a community-centered philosophy of research, education, and 

practice?), a different emphasis and summation could be written. During the CBPH all of 

the above areas were considered important and some progress was seen in each. Thus, if 

a sampler plate filled with appetizing morsels of dishes from around the country was the 

goal, then the CBPH was a mouth-watering success. If the development and perfection 

of a particular cuisine was the goal, however, then the CBPH was cause for indigestion. 

Overall Findings: Highlights from the Six Guiding Evaluation Questions 

Overall, we learned that the seven consortia were very diverse and traveled in somewhat 

different directions at very different speeds. Nonetheless, they encountered similar 

obstacles and challenges and experienced similar rewards. Their variation in success 

allows us to speculate on factors that made a difference. The following section provides 

an overview of what we learned vis-a-vis our six guiding evaluation questions. 

Model Development 

• CBPH consortia shared a similar theoretical orientation which embraced collaboration 

as a model of practice and principles of community capacity-building as a necessary 

corollary for improving public health research, education, service, and practice. 

• In order to accommodate the many organizations, constituencies, and people involved 

in multiple sites, the organization models which emerged tended to be elaborate, 

multi-level, "high maintenance" structures that required considerable skill and time to 

maintain. More "success" (in tenns of mutually satisfying and productive 

relationships) was experienced at the "sub-consortium" or coalition level, than at the 

consortium level. 
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• The capacity to work collectively in consortia! governance structures appeared to 
depend on many factors, including: geographic spread, previous working 

relationships, experience with collaboration, strategic process skills, diversity, and the 

"true" impetus or basis for partnership. 

• The ability of consortia! models to effect systems and policy change depended on the 

strength of the partnerships, which were in turn affected by the degree of partner 

involvement and commitment, the degree to which the CBOs were established and 

community resources were mobilized, the quality of project direction and shared 
leadership across all three sectors, and the consortium's ability to plan and use 

evaluation data. 

• While all consortia were productive in the sense that they worked on activities, much 

of the work was done in parallel and failed to capitalize on the synergy of the three 

partners. 

• While enduring relationships, social networking, and increased understanding of and 

access to each others' cultures were among the most important benefits or outcomes 

seen in the CBPH, these relationships were (for the most part) drawn on the level of 

individuals and dependent on specific people. Relationships were individually -- as 

opposed to organizationally -- contracted. Thus, the extent to which these 

partnerships are really institutionalized at the organization level (irrespective of the 

people involved) remains to be seen. 

Community Capacity-Buildinf: 

• Generally speaking, the process of defining "community" was not done systematically 

or consistently across the initiative. Most community partners were involved early in 

the CBPH, but some were brought in after the grant was awarded, others were created 

with grant funds, and still others joined as late at Year 3 and 4. The diversity of 

community partners meant, among other things, that they had unique and often quite 

different capacity building needs. 

• The capacity building needs were of two primary sorts: (1) the capacity to organize 

and mobilize communities around public health issues, and (2) the capacity to "sit at 

the table" and work collaboratively with academic and public health partners. In 
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some consortia, the academic or public health practice partners recognized (along 

with their comm unity partners) that these developmental needs existed, and then 

found the time, money, and opportunities (both formal and informal) to address them. 

In other consortia, these needs were not well recognized, or recognized late in the 

initiative after relationships had been strained. 

• Evidence abounds that community participation in CBPH work projects at the sub

consortium level was high, and that many residents engaged in various educational 

skill building and community development forums. Mini-grants to community 

citizens or youth, direct funding of CBOs, and the building of community assets and 

abilities were three of the more successful strategies employed. It is hard for us to 

know, however, how these generally positive experiences will translate from the 

participants involved to the general community. 

• Building the capacity of community to fully engage with institutional partners in 

public health systems change is more than a notion and should not be romanticized. 

Structured learning opportunities and technical assistance in both types of capacity

building must accompany or preceed partnership. 

Organizational Capacity-Building 

• As with community groups, academic and public health institutions, and their CBO 

counterparts, all started at various points on two developmental paths: one leading 

inward and involving changes in organizations to better support a CBPH mission, and 

the other leading outward and involving the capacity to work collaboratively. 

• Of the three sectors, academe was able to most clearly identify internal system change 

goals. These involved such things as redefining research protocols, examining the 

basis for tenure and merit awards, revising curriculum, and enhancing students' field 

experiences. Capacity-building needs for CBOs were quite varied but often involved 

leadership and board development, increasing or broadening community 

representation, and acquiring strategic planning and grant expertise. Internal system 

change for public health practice was the least well defined, but some partners made 

radical "cultural shifts" in tenns of their relationships with CBOs and how to work 

with them on community assessment and community health worker training. 

- 84 -



( 

• Some of the most important "cultural shifts" in thinking and behavior (i.e., systems 

change at the "higher levels") that did occur for some professionals in academe and 

public health practice were also the hardest for our CET to measure. Such cultural 

shifts include not only recognizing community assets and knowing how to partner 

towards an immediate goal, but employing that knowlege in every core function, or 

throughout a curriculum or research agenda, or in setting policy setting at a local or 

regional level. 

• Success in changing systems was highly influenced by the context and history in 

which these consortia operated. Schools that built on efforts already started, or in 

which faculty enjoyed greater support for community-based teaching and research, 

were able to proceed farther and faster than schools with little tradition in this area or 

whose faculty were highly dependent on external funds. The field of public health 

practice was similarly constrained by external events and circumstances. 

• While only two consortia experienced significant system change in all three sectors, 

much was attempted and much was accomplished, given the relatively short time 

frame of the initiative and the difficulty of changing ingrained systems using just a 

"bottom-up" strategy. More progress might have been attained if system change in 

health professions education, for example, had been clearly specified as the main goal 

of CBPH, rather than attempting comprehensive change in all three sectors at once. 

Policy Chan~e 

• Participation in CBPH did not substantially affect the capacity of consortia to 

influence policy for several reasons. Policy was generally not perceived as a central 

or even timely goal during most of the initiative. Additionally, the ability to work on 

policy presumed a level of collaboration which most consortia had not achieved by 

Year 4. The policy concerns that did emerge tended to focus (understandably) on 

smaller scale, organizational policy. Also, the knowledge, skills, and experience 

needed by most members to work at a policy level were not "budget items." 

Therefore, these skills weren't taught or enhanced in any systematic way. 

• The National CBPH Policy Task Force, which was created in 1994 at the beginning 

of Year 3, succeeded in generating by 1996 wide support for a document that 

embraced CBPH principles and outlined a broad arena of activity in which to operate. 
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The Task Force also established a Working Group to explore the development of a 

new organizational structure to further promote CBPH principles and political 

agendas. To some extent, this document and effort became questionably merged, in 

the minds of the Cl~ster Evaluation Team, with the participants' desire to simply 

continue their own work and to extend a funding lifeline to current CBPH consortia. 

• Our impressions were that "policy" remained an ill-defined word and policy change 

advocacy an unclear goal throughout the initiative. The ability of the National Policy 

Task Force to clarify and consolidate a coherent agenda will be challenged by several 

factors, including the dissolution of most of the current consortia! structures with the 

end of implementation funding, a lack of an established CBPH "identity" at the 

national level, and limited relationships with external policy makers and groups. 

• Given the original formulation of the CBPH and the multiplicity of goals and 

challenges facing the members, four years was too short of time to expect significant 

growth in policy change advocacy at the CBPH consortia level. 

Costs and Benefits of CBPH Participation. 

• Despite the challenges of CBPH, participants generally felt the benefits of the 

initiative outweighed the costs. Morale was mostly reinforced by the personal and 

professional development that occurred, the social and political relationships that 

developed, and the opportunity to work on projects that mem hers believed in and 

cared deeply about. The costs were related to the amount of time partnership took 

and the stress of intra-consortium conflict. 

• Leaders of member organizations were very much like individual members in their 

appraisal of the costs and benefits of CBPH. If anything, they were even more 

positive. Primary benefits were in the social and political areas, and the opportunity 

to advance a mission that was important to the organization. 

• The CBPH philosophy is extremely durable. It is this philosophy, and members' 

various and idiosyncratic ways of operationalizing it, that will be sustained. 

Member's commitment to a "CBPH -way of doing business" is stronger than their 

commitment to particular consortia. In some consortia, perceived benefits of 



belonging were much higher than in others. In fact, perceived costs and benefits 

varied more by consortium than by sector. 

Lessons Learned 

In our view, this initiative was about capacity-building. To that extent, it made 

tremendous progress in building the capacity of community and academic sectors to 

partner around the reform of public health research, teaching, and service. To a lesser but 

still important extent, it also built the capacity of some public health practice partners to 

provide technical support to community and to value the input of community in the three 

core functions. A significant mass of people in all three sectors now have concrete 

linkages -- ideas and strategies -- for working together on community-centered projects 

that build on the assets (not the deficits) of underserved communities. 

It would be inaccurate to describe the impact of CBPH as anything other than deeply 

personal for many participants. The initiative created or enhanced personal connections 

between people and organizations where none had existed before. It allowed talented and 

hard working people the opportunity to express their values and work towards deeply 

held goals concerning human potential and societal well being. The initiative made 

especially strong impact on nurturing community leaders and turning some fledgling 

CBOs into real players in a public policy space. Even in the consortia where conflict and 

frustration reigned, members learned a lot about the partnership process that they can take 

to their next collaborative. As a result of the incredible amount of networking and skill 

transfer that occurred, a critical mass of people have bonded; a significant "rooting" of 

CBPH principles has taken place. The mechanisms and support that the Kellogg 

Foundation put in place to make these very positive outcomes happen were critically 

important, much appreciated, and should be repeated in future initiatives. 

It is true that not all consortia were equally "successful," and that the initiative failed to 

capture many of its systems change and policy goals. This invites us to reflect not only 

on the "whys" for these discrepencies, but on what might be learned for the sake of future 

initiatives. We feel there are six areas that merit discussion. They concern the challenge 

of ( 1) defining "who comes to the table;" (2) holistic problem definition and multiple 

goals; (3) capacity building for diverse groups; (4) pairing a capacity building approach 

with a systems change and policy goals; (5) shared leadership and collaborative 

governance; and (5) the blessing and curse of money. 
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1. Who Comes to the Partnership Table. 

The CBPH experience suggests that much of the success of a collaboration can be 

predicted based on the individual members and organizations who initially come to a 

partnership table. Deciding which partners to bring to the table is therefore a most critical 

step. While much has been said about the difficulty of defining community and the 

ability of the representative to actually represent "the" or "a" community, the problem 

applies to academic institutions and health practice agencies as well. While these latter 

institutions might be more easily recognized, finding the right level (school? 

department?) and leader to represent the institution is not easy. It is the classic "validity" 

problem that occurs whenever a larger population or entity is "sampled" for any purpose. 

In this instance, it is the challenge of selecting organizations and leaders who can 

"validly" represent the larger constituency and simultaneously contribute to the work of 

the partnership. 

In a system change initiative, the selection of member organizations and community 

constituencies and their representatives is especially critical. By contrast, if a university 

is simply looking for community sites in which to train students, the definition of 

community is less important. Most definitions of community (any "sample") will suffice. 

This is because students can learn from a wide variety of contexts, and every community 

has needs and resources to be tapped. When the primary goal is better instruction and 

community service, representative participation is not a central issue. 

In a systems change initiative, however, the selection of organizations and the definition 

of community and the identification of "valid representatives" all become very important 

and politically charged. In a systems change initiative, more money is on the table, 

expectations are higher, the potential consequences are greater. If, for example, changing 

the way an organization "does business" means change in employment eligibility or 

status, job function, resource allocation, or the amount of money to be shared; or if the 

goals challenge core beliefs about the nature of the world -- then the process of selection, 

definition, and identification becomes political. Taking a "community of convenience" 

approach, for example, can destabilize community relationships. Assigning a junior 

faculty member the role of representing the university can place that member in a difficult 

position. 
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Greater time and attention needs to be given, therefore (both by funders and participants) 

to the process of forming partnerships for systems or policy change initiatives. The 

process itself probably deserves outside facilitation if the initiative is new and the sectors 

do not have a positive history of working together. The process also needs to be based on 

an analysis of the larger system being addressed. For example, to change the health of 

underserved populations and to invite their representatives at the table along with 

academic institutions and public health practice agencies -- but not the medical delivery 

or insurance systems -- is to operate with an incomplete understanding of what drives 

health care in this country. The selection of organizations, the definition of community, 

and the identification of representatives should be done strategically and carefully, 

according to some publicly shared ground rules of procedure, and driven by an 

understanding of the system or policy being addressed. 

2. Holistic Problem Definition and Multiple Goals. 

One of the conundrums of the CBPH was that its greatest asset was also its Achilles Heel. 

One of the paradigmatic changes discussed ardently during the Leadership and Model 

Development phase was the need to overcome categorical funding of public health 

research, education, and practice. This focus was based on growing consensus that many 

variables and conditions which are artificially segregated for the purpose of management 

or budgeting are in reality interconnected and experienced in their totality by people in 

communities with poor health status. Environment and health are interrelated; poverty 

and illness are inextricably connected; personal behaviors are influenced by systemic 

racism, etc. Breaking down the barriers between the disciplines and putting diverse 

professionals together with community folk were all manifestations of CBPH's new 

paradigm in which public health problems are defined holistically. 

To see problems holistically, rather than categorically ,or isolated as a limited set of 

variables, is to see problems perhaps more accurately and with greater depth and 

comprehension. But holistic problem definition creates an enormous agenda for 

problem-solvers in organizations and the community. Problems such as the disparity in 

health between higher- and lower-income people must still be broken down into 

manageable pieces. Some linear planning has to be done. Some areas and tasks have to 

be given greater priority than others, and a rationale for sequencing steps created. The 

underlying theoretical model of the CBPH was a good beginning, but the model was not 

meant to serve (and could not serve) as a blueprint for action. And most consortia 
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struggled to re-draw the model to make it more workable. Difficult lessons were learned 

when it came time to translate the very powerful rhetoric of CBPH into a concrete work 

plan. As a result, multiple and sometimes conflicting goals continued to co-exist, despite 

lack of time, money, or people to work on them. 

Considerable theoretical work on underlying program models needs to be done in 

advance to funding system change initiatives. Such models need to be based on empirical 

evidence and the experiences and perspectives of multiple stakeholders. And in long

term initiatives, these models need to be revisited every year in order to accommodate 

necessary changes in evolution. 

3. Capacity Buildinfl for Diverse Groups. 

As stated throughout this report, member organizations began the initiative with varying 

levels of capacity for delivering a CBPH mission. Most consortium members elected to 

begin where the community (or institution or agency) was "at" in terms of assets and 

needs, and to build from there. In general, the capacity building needs of all partners 

were underestimated. The needs of communities and their CBOs were the most 

frequently discussed and most of the overt or structured development opportunities (and 

funds) were aimed there. The capacity-building needs of most public health agencies and 

some of the academic partners were equally pressing, however. Resources and time just 

didn't stretch far enough, and this brought many partners into conflict and raised doubts 

about the "real goals" of the CBPH. Future initiatives could well devote much conscious 

attention to the process and content of building capacity among all sectors. 

Related to the need for capacity building is the phrase we heard so frequently during the 

initiative: "This [CBPH] work takes time." The time it takes to build capacity at the 

community and institutional level, and the time it takes to build the capacity to 

collaborate, cannot be overstated. "Time" was the chief cost identified in surveys of 

CBPH members and leaders both in 1994 and 1996. This is a real cost, and proponents of 

a grass-roots, capacity-building approach need to go beyond stating "lack of time" in their 

defense, when anticipated goals are not reached. They need to come up with a solution. 

The partnership process especially has to be better understood, better orchestrated, and 

better funded so it can be done more quickly and efficiently. This recommendation will 

probably offend some who feel that change in community capacity cannot be rushed, or 

who put the goal of building trusting relationships above all else. Nevertheless, 
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proponents of CBPH approaches will need to make a capacity-building approach more 

focused and effective if they wish to (a) address system change, and (b) compete with 

much more highly organized (i.e., "efficient") approaches being used by managed care 

and other groups. 

4. Pairing a Capacity-Building Approach with Systems Change and Policy Goals. 

The challenge of pairing a capacity-building approach with a system change initiative 

was felt by many in CBPH. It was expressed as "four years is too short a time" to address 

the goals of changing systems and policy. Even if the policy goals had been scaled down 

to "small p," and systems change limited to one sector and a smaller sub-set of goals, 

many of the community and institutional partners might still have needed more focused 

and sustained attention before they could have functioned collaboratively, as equal 

partners, at the table. This underscores the need for an appropriate fit between the 

partners sitting at the table with the goals of the initiative. This fit has to be clear from 

the beginning for the initiative to succeed. Capacity building (especially at the 

community level) seemed to be the sanctioned goal of CBPH during the first two years. 

When the Integrated Action Plan and higher systems change goals were encouraged as 

new priorities in Year 3, many consortium members were concerned. They weren't ready 

to be judged on the extent to which policy changes occurred at the national, regional, 

state, or local levels. With some notable exceptions, the initiative did not anticipate well 

the different capacity needs required for policy advocacy or systems change, and seemed 

to assume that groups would be uniformly equal to the task. 

5. The Challenge of Shared Leadership and Collaborative Governance. 

The importance of leadership and strategic process skills for productive partnership 

cannot be overstated. Despite the preliminary Leadership and Model Development 

(LMD) year, many consortia had uneven and often very limited levels of leadership 

knowledge and skills to draw upon, and insufficient time and understanding to build such 

skills together. Many participants did not attend LMD sessions. Of the 500 or so people 

who engaged in the CBPH during 1992 - 1996, only about 60 (12%) were involved in 

1991 and able to attend the LMD. Given the turnover and growth in membership, there 

were waves of second and third-generation CBPH -ers. Thus, we often heard members 

express the need for "continuing LMD" -type opportunities. On the other hand, some 

consortia were blessed with exceptional leadership and acquired a wisdom about shared 
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governance that was quite impressive. The knowledge that some of these consortia 

gained about shared leadership and collaborative governance should be packaged into a 

training curriculum and presented in future initiatives. 

It is also important to note, however, that even the most gifted leadership from faculty, 

staff, and community leaders is insufficient for systems and policy change unless policy 

makers, middle and upper administration and management are also involved. The idea 

that all change comes up from the bottom (a precept that many listeners took from John 

McKnight's teaching) needs to be challenged as a part of CBPH theory. Some very 

effective change comes from the top and from outside the institutions or sectors. 

Successful CBPH leaders we interviewed credited supportive deans and directors, and 

sometimes favorable political figures or contextual events, as supplying the catalytic 

support to move forward. 

6. The Blessini and Curse of Money. 

Some of the more divisive events in the lives of partnerships center around money. Who 

gets it, who controls it, how it is spent, and how to account for it. Money has the power 

to distort people's motivations for joining initiatives and their freedom to report results. 

Considered by many to symbolize superiority and control, money has the power to 

exacerbate distrust and disrupt collaboration. Money is also, of course, absolutely 

necessary for making change. While these observations are not new to funders, the 

CBPH experience prompts us to reflect on ways that funders and grantees can avoid 

allowing money to deter partnerships. Several recommendations about money gained 

from participants during Year 4 site visits are worth repeating: 

• For long term, high-stakes, or systems change initiatives, select groups of partners 

who have shown through previous collaborations the motivation to work together 

without money. 

• Fund new partnerships for short periods of time with small amounts of money, 

and then give larger grants after success had been demonstrated. 

• To empower community, fund community partners separately from institutions, 

but supply technical assistance and thoughtful oversight as a way to help 

community organizations gain skill in grants management. 

• Teach conflict resolution skills specifically around budget negotiation. 



• Screen board members for conflict of interest, and disallow members who receive 

portions of a grant to sit on the board. 

Additionally, we observed that most consortia had not apportioned their budget according 

to a joint work plan, in which objectives of the plan are funded (rather than partners or 

their organizations). These examples represent the kind of issues and practical skills that 

need to be addressed in detail during preliminary phases of large initiatives. 

Finally, although clear messages abounded from the beginning of the CBPH about the 

need for consortia to begin expanding their funding base, many participants seemed not 

to hear or believe these messages. Others were struggling with the work load of the 

CBPH itself and could not address sustainability until the last year of implementation. 

Some participants felt that the initiative was under-funded from the start and were 

dubious, given the political and economic climate, about the future of institutionalizing 

CBPH staff positions. With the termination of implementation funding, it is difficult to 

predict how loss of funding will affect such things as networking and coordination 

between consortia organizations and members; dissemination of evaluation and research 

findings; and the actual projects that require special staff support, such as community 

health worker training or coordinated student internships. While it appears that much of 

the CBPH's spirit and principles will be sustained, the small amount of core funding 

obtained and the lack of preparation many consortia evidenced is cause for concern. 

Conclusion 

In closing, the CBPH was a terrific experience in capacity building and partnership for 

many, many people. Without question, the world will hear from many CBPH 

participants in the coming years as they continue to work with each other and with new 

partners in refining the principles and models of community-based public health. As a 

Cluster Evaluation Team, we felt privileged to serve as learning colleagues and to have 

traveled the distance with the Foundation and the participants. It has been a pleasure, a 

challenge, and now a memory that we will never forget. 
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Appendix 

List of Cluster Evaluation Reports and Products 

1996 Site Visit Protocol 

1996 Cost I Benefit Survey 

Indicators of Consortium Activity and Outcomes 
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March 
1993 

April 
1993 

June 
1993 

Sept 
1993 

July 
1994 

July 
1994 

Spring 
1994 

Summer 
1994 

Sept 
1994 

Sept 
1994 

Nov 
1994 

Spring 
1995 

List of Cluster Evaluation Reports and Products 

All re pons wid products were conducted under the auspices of the 
Cluster Evaluation, Center for Urban and Regional Affiars, University of Minnesota. 

They can be obtained by writing the Cluster Evaluation Coordinator. 

Characteristics of Viable Organizations. As Predicted by an "Open Systems 
Framework" and Demonstrated in Neighborhood Block Associations, paper 
by Dr. Abraham W andersman. 

Understanding Coalitions and How They Operate: An "Open Systems" 
Organizational Perspective, paper by Dr. Abraham Wandersman. 

The Evaluation - Policy Connection. Presentation/ paper at the second annual 
CBPH meeting by Dr. Connie C. Schmitz. 

Cluster Evaluation of the Community-Based Public Health Initative: 1993 Annual 
Report, by Dr. Connie C. Schmitz. 

Types of Linkages Occurring in Community-Based Public Health Consortia. A 
preliminary tool for measuring collaboration, based on a framework by Mr. Arthur 
Himmelman and a content review of first-year annual CBPH reports. 

Site Visiting the Seven Consortia in the Community-Based Public Health 
Initiative {CBPH): Reflections on Year Two, paper by Dr. Connie C. Schmitz, 
Ms. Carol McGee Johnson, Dr. Marijo Wunderlich, and Mr. Arthur T. 
Himmelman. 

The Community-Based Public Health Initiative: Current Costs and Benefits to 
Member Organizations, a survey instrument developed by Dr. Connie C. 
Schmitz and Dr. Pat Schomaker of the Minnesota Center for Survey Research. 

Survey of Individual Members and Member Organizations on the Costs and 
Benefits of Belonging to a Community-Based Public Health Consortium, 
report by Dr. Connie C. Schmitz and Dr. Pat Schomaker . 

Bringing People to the Table: A Video Scrapbook from Year Two of the 
Community-Based Public Health Initiative, filmed by local videographers 
working at seven CBPH consortium sites. Produced and edited by Grey 
Lizard Productions, Inc., Minneapolis, MN. 

Cluster Evaluation of the Community-Based Public Health Initative: 1994 
Annual Report, by Dr. Connie C. Schmitz. 

The Development of Standardized Indicators Across Multiple and Diverse 
Consortia: The Kellogg Community-Based Public Health Cluster Evaluation. 
Presentation/ paper at the 1994 annual meeting of the American Evaluation 
Association by Marijo Wunderlich. 

The Consortium Activities Diagnostic Survey (CADS). Instrument and Users 
Manual by Mr. Arthur Himmelman, Dr. Michael Luxenberg, and Dr. Connie 
C. Schmitz. 
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Spring 
1995 

Sept 
1995 

Sept 
1995 

Sept 
1995 

Spring 
1996 

August 
1996 

Sept 
1996 

Predictin~ Cost/Benefit Assessments and Participation Levels in Multi-Sector 
Consortia in Public Health. Paper by Dr. Connie C. Schmitz, Dr. M. G. 
Luxenberg, and Mr. D. Truong. 

Reflections on Leadership in Community-Based Public Health Consortia. Paper by 
Ms. Carol McGee Johnson. 

Indi1:enous Health Worker Models in Community-Based Public Health Consortia. 
Masters in Public Health (MPH) paper by Ms. Cecilia Goetz. 

Cluster Evaluation of the Community-Based Public Health Initiative: 1995 Annual 
Report. by Dr. Connie C. Schmitz, Ms. Carol McGee Johnson, Dr. Marijo 
Wunderlich, and Mr. Arthur T. Himmelman. 

Costs and Benefits of to Individual Members and Or~anizations Participating 
in the CBPH, a survey instrument developed by Dr. Connie C. Schmitz and 
Dr. Pat Schomaker of the Minnesota Center for Survey Research. 

Executive Summary and Technical Report; Costs and Benefits to Individual 
Members and Orf:anizations Participatinf: in the CBPH, by Dr. Connie C. 
Schmitz. 

Cluster Evaluation of the Community-Based Public Health Initiative: 1996 Annual 
Report and Final Summary. by Dr. Connie C. Schmitz, Ms. Carol McGee Johnson, 
Mr. Arthur T. Himmelman, and Dr. Marijo Wunderlich. 
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W. K. Kellogg 
Community-Based Public Health Initiative 
1996 Cluster Evaluation Site Visit Agenda 

Welcome and Introduction to the Session 

Context for the Site Visit 

• This is the fourth and last year of CBPH implementation funding 

• This is the last year of our Cluster Evaluation grant 

• This is our last site visit to this consortium 

• This is a time for reflection and closure on at least this phase of the work 

PUll)OSe of the Site Visit 

• A summing up of your experiences, accomplishments, challenges, and lessons 
learned regarding the original five guiding evaluation questions, and a 6th (new) 
question concerning your view of the future 

• The data we gather will help us write our final evaluation report this summer 

• This site visit is independent of any decisions Kellogg may or may not be making 
regarding short-term bridge funding, or selection of grantees for future initiatives 

• You are welcome and encouraged to use our site visit report for strategic 
planning, reporting to other audiences, other purposes 

Process Guidelines for the Session 

• With your permission, we'll tape record session to ensure accuracy of our report 

• All information is confidential; tapes will not be shared outside of CE 

• Tape recording and notetaking can be stopped if "off the record" is requested 

• Want to give equal time to each sector (i.e., community, public health, academe) 

• As a group, we'll address one question at a time, in the order listed 

• We'll take a break after Question #3 

• Please speak one at a time (signal desire to talk by raising hand), for clarity 

• As usual, we want to show respect for different opinions; our focus is on issues, 

strategies, lessons learned -- not on people or personalities 

• We'll repeat this session with (two or three) other groups in this consortium 

• We'll be sharing a draft of the report with you before sending to Kellogg 
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Discussion 

The purpose of this session is to get your perceptions, opinions, and thoughts regarding 
the following broad questions: 

1. What lessons have you learned about developing models of collaborative, 
community-based public health? 

2. What lessons have you learned about building the capacity of comm unities to 
engage in public health problem solving? 

3. What lessons have you learned about building the capacity of member organizations 
to carry out CBPH missions? 

4. What lessons have you learned about building the capacity of consortia mem hers to 
influence policy? 

5. What lessons have you learned about the costs and benefits of developing and 
implementing this model of community-based public health? 

6. What intentions and capacities do partners have to continue their work in 
community-based public health after this fourth year of Kellogg funding ends? 

Closure: Summing Up Main Themes Heard Today 

Voluntary Exit Survey on the Cluster Evaluation 

We will leave you with a questionnaire about the Cluster Evaluation itself, to be filled out 
at your leisure and discretion. It can be mailed to us at any time between now and June. 

Thank you for your participation. 
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CBPH 1996 COST-BENEFIT SURVEY 

TABLE 1 

FINAL STATUS OF THE CBPH 1996 COST-BENEFIT SURVEY 

Individual Survey Organizational Survey 

S1atlll Number Percent Number Percent 

Surveys returned 195 62% 53 76% 

Surveys not returned 74 24% 15 21% 

Eliminated: 

Organizational 
nonrespondents 31 10% 2 3% 

No longer a member ---1.3. 4% 

TOTAL SENT: 313 100% 70 100% 

Response rate:* 72% 78% 

Completed questionnaires 
•RESPONSE RATE = -

Total sent - eliminated 

READING THE QUESTIONNAIRES AND ru:sULTS 

The Questionnaires and Results section of this report contains the response frequencies 
and percentages for each question in the two surveys. The actual responses of all 195 
individual members and 53 organizational representatives who completed the surveys are 
shown for each question. Percentage distributions also are presented; "valid" percentages 
were computed after eliminating those who refused to answer, did not know, or were not 
required to answer a particular question. 

The question numbers were used as variable labels in the computer data files. This 
information is provided as documentation for those who wish to use a computer file and 
the SPSS software package to conduct more detailed data analyses. 
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THE COMMUNITY-BASED PUBLIC HEALTH INITIATIVE: 
COSTS AND BENEFITS TO INDIVIDUAL l\.1EMBERS 

OVERALL RESULTS 

Please circle the number which corresponds closest to your opinion or situation, or fill in the 
infonnation requested. All responses will be kept confidential. 

Current CBPH Involvement 

Q 1. To which CBPH consortium do you belong? (Please circle one.) 

~ L2u 
20 (10) 
15 (8) 
29 (15) 
49 (25) 
29 (15) 
41 (21) 
12 (6) 
0 

1. California 
2. Georgia 
3. Maryland 
4. Massachusetts 
5. Michigan 
6. North Carolina 
7. Washington 
BLANK 

Q2. Which of the following best describes the organization that employs you or with which you are most 
closely affiliated? (Please circle one.) 

80 (41) 1. Community-Based Organization, Neighborhood Group, or Community Coalition 
36 (18) 2. Public Health Practice Agency, Health Maintenance Organization, or Federally 

Funded Primary Care Clinic 
75 (38) 3. Academic Institution or Area Health Education Center 

4 (2) 4. Other (Specifj: SEE APPENDIX A, PAGE A-2) } 
0 BLANK 

Q3. During which year did you join the CBPH? (Please circle one.) 

52 (28) 1. 1991 
33 (18) 2. 1992 
34 (18) 3. 1993 
41 (22) 4. 1994 
25 (13) 5. 1995 

3 (2) 6. 1996 
7 BLANK 

Q4. During a typical work week, approximately how many hours do you spend on CBPH work? (Please JUI 
in number of hours.) 

----Hours (SEE APPENDIX B, PAGE B-2) 

Average: 11.9 hours per week (Mode: 2 hours per week) 
Range: 0 - 65 hours per week 
(n = 185) 
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CBPH 1996 COST-BENEFIT SURVEY 
INDIVIDUAI.S - OVERALL RESULTS 

Q5. During a typical IllQ!ltb, about how many CBPH-related meetings do you go to? 

_____ CBPH-related meetings per month (SEE APPENDIX B, PAGE B-3) 

Average: 3. 8 meetings per month (Mode: 2 meetings per month) 
Range: 0 - 40 meetings per month 
(n = 189) 

Q6. How much of a demand do you feel CBPH places on your time? (Please circle one.) 

Freq. (%) 
14 (7) 1. Extremely high demands on your time 
50 (26) 2. High demands on your time 
75 (39) 3. Moderate demands on your time 
55 (28) 4. Minimal demands on your time 

1 BLANK 

Costs and Benefits 

Q7. What percent of your regular salary is currently being paid for through the Kellogg CBPH Grant? 
(Please circle one.) 

135 (70) 1. 0% 
25 (13) 2. 1 - 25% 
11 (6) 3. 26 - 50% 
5 (3) 4. 51 - 75% 

18 (9) 5. 76 - 100% 
1 BLANK 

Q8. How much of a factor is external funding (from foundations or other agencies) for your continued 
involvement in CBPH? (Please circle one.) I am ................... . 

42 (22) 1. Totally dependent on external funding to continue CBPH participation 
33 (17) 2. Very, but not totally, dependent on external funding 
35 (18) 3. Somewhat dependent on external funding 
80 (42) 4. Not dependent on external funding 
5 BLANK 
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CBPH 1996 COST-BENEFIT SURVEY 
INDIVIDUALS - OVERALL RESULTS 

Q9. To what extent has participation in CBPH affected nm in terms of the following types of personal or 
professional development? (Please circle one response for each item.) 

My CBPH participation has ..•.•.........•. 

a. Provided new means of employment 

c. Resulted in speaking engagements 

e. Led to consulting work 

g. Given me leadership opportunities or 
greater responsibilities 

Toa 
Great 
Extent 

1 

28 
(15) 

21 
(11) 

6 
(3) 

43 
(22) 

Toa 
Moderate 

Extent 
2 

9 
(5) 

29 
(15) 

16 
(8) 

60 
(31) 

l\fiNNESOTA CENTER FOR SURVEY RESEARCH 

Toa 
Minor 
Extent 

3 

11 
(6) 

68 
(35) 

28 
(15) 

44 
(23) 

Not 
at All 

4 

55 
(29) 

50 
(26) 

94 
(50) 

32 
(17) 

Does Not 
A1mlI 

5 

85 
(45) 

24 
(13) 

45 
(24) 

14 
(7) 

BLANK 

7 Freq. 
(%) 

3 

6 

2 

PAGE9 
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CBPB 1996 COST-BENEFIT SURVEY 
INDIVIDUALS .. OVERALL RESULTS 

Ql0. To what extent has your participation in CBPH resulted in the following types of conflicts? (Please circle 
one respo-nse for each item.) 

a. Conflict with other CBPH members 
over goals 

c. Conflict with other CBPH members 
over governance, power, or 
procedures 

e. Conflict with other CBPH members 
that are primarily personal, or due to 
personality clashes in general 

To a 
Great 
Extent 

1 

11 
(6) 

22 
(12) 

7 
(4) 

To a 
Moderate 

Extent 
2 

33 
(17) 

31 
(16) 

21 
(11) 

To a 
:Minor 
Extent 

3 

53 
(28) 

50 
(26) 

41 
(21) 

Not 
At All 

4 

72 
(38) 

68 
(35) 

97 
(50) 

Does Not 
Alm.II 

s 
21 

(11) 

21 
(11) 

26 
(14) 

Q 11. For each of the following statements, please indicate how much you agree or disagree. 
(Please circle one response for each statement.) 

Strongly 
Agree 

1 

a. I have received positive recognition 
from my peers because of my 42 
participation in CBPH. (22) 

c. I have developed new friendships 94 
through my CBPH work. ( 48) 

e. Participation in CBPH has facilitated 66 
networking opportunities for me. (34) 

~ 
2 

89 
(46) 

83 
(43) 

104 
(54) 
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Disagr~ 
3 

23 
(12) 

9 
(5) 

12 
(6) 

Strongly 
Disgr~ 

4 

7 
(4) 

2 
(1) 

3 
(2) 

Does Not 
Alm.II 

s 

32 
(17) 

6 
(3) 

8 
(4) 

BLANK 

5 Freq. 
(%) 

3 

3 

BLANK 

2 Freq. 
(%) 

1 

2 
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CBPH 1996 COST-BENEFIT SURVEY 
INDIVIDUAIS - OVERALL RESULTS 

Q12. Listed below are some commonly stated goals of the CBPH initiative. Please indicate how important 
these goals have been for keeping you involved in CBPH. (Please circle one response/or each goal.) 

Very 
Im:gortant 

1 

a. Building community capacity to 
organize around public health 151 
needs (79) 

c. Strengthening health department 
programs in health promotion or 87 
disease prevention ( 46) 

e. Recruiting people of color into 
academic or public health practice 105 
agencies (55) 

g. Building the consortium (i.e., 
linkages between academic, public 121 
health practice, and community (63) 
partners) 

i. Building the body of knowledge 
about community-based public 
health by gathering data, 
conducting research, or 
evaluations 

81 
(42) 

k. Building trust and cohesion among 112 
CBPH partners (59) 

Somewhat 
Im:gortant 

2 

33 
(17) 

67 
(36) 

46 
(24) 

47 
(25) 

60 
(31) 

57 
(30) 
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Not Very 
lm:gggjgnt 

3 

3 
(2) 

20 
(11) 

16 
(8) 

12 
(6) 

34 
(18) 

15 
(8) 

Not At All 
lm)H!rtant 

4 

0 
(-) 

4 
(2) 

5 
(3) 

2 
(1) 

5 
(3) 

2 
(1) 

Does Not 
&mb: 

s 

4 
(2) 

10 
(5) 

19 
(10) 

9 
(5) 

13 
(7) 

4 
(2) 

BLANK 

4 Freq. 
(%) 

7 

4 

4 

2 

5 
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CBPH 1996 cosr .. BENEFIT SURVEY 
INDIVIDUAI.S - OVERALL RESULTS 

Q13. In your opinion, which~ goal in Q12 has your consortium'addressed most successfully at this point? 
(Please write in a letter from Ql 2 or write in another goal.) 

1. ____ (goal from Q12) 

2. Other goal: _____________ _ 

Freg. (%) 
61 (33) 01. Building community capacity to organize around public health needs 
9 (5) 02. Delivering health services to underserved populations 
3 (2) 03. Strengthening health department programs in health promotion or disease prevention 
5 (3) 04. Assessing community capacity or health needs 
5 (3) 05. Recruiting people of color into academic or public health practice agencies 

13 (7) 06. Providing mentoring, education, employment, or other types of opportunities for youth 
51 (28) 07. Building the consortium (i.e., linkages between academic, public health practice, and 

community partners) 
6 (3) 08. Addressing policies at the institutional, local, state, or national level that affect the health of 

people 
7 (4) 09. Building the body of knowledge about community-based public health by gathering data, 

conducting research, or evaluations 
12 (6) 10. Preparing a new generation of community-based public health practitioners and researchers 
12 (6) 11. Building trust and cohesion among CBPH partners 
1 (1) 12. Other goal (Brought human services people together.) 

10 BLANK 
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CBPH 1996 COST-BENEFIT SURVEY 
INDIVIDUAIS - OVERALL RESULTS 

Q14. How much do you agree or disagree with each of the following statements? (Please circle one respo-nse 
for each statement.) 

Strongly 
~ 

1 

a. Other CBPH partners have been helpful to 
me in working on the goals stated in 51 
question 12. (27) 

c. It is not clear in my consortium what our 4 
CBPH goals should be. (2) 

e. Members of this consortium tend to 
agree, rather than disagree, about how to 15 
do things. (8) 

g. I would recommend to other people that 
they join this CBPH consortium. 

53 
(29) 

~ 
2 

103 
(54) 

35 
(19) 

105 
(57) 

84 
(45) 

D~m~ 
3 

20 
(10) 

97 
(52) 

43 
(23) 

34 
(18) 

Strongly 
Disam-ee 

4 

3 
(2) 

38 
(20) 

11 
(6) 

9 
(5) 

Does Not 

Amm 
5 

14 
(7) 

13 
(7) 

11 
(6) 

6 
(3) 

Q15. Overall, how would you rate the benefits of belonging to your CBPH consortium? 
(Please circle one.) 

Freg. (%) 
80 (44) 1. Many more benefits than costs 
37 (20) 2. A few more benefits than costs 
38 (21) 3. Benefits and costs are about the same 
15 (8) 4. A few more costs than benefits 
14 (8) 5. Many more costs than benefits 
11 BLANK 
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4 Freq. 
(%) 

8 

10 

9 
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CBPH 1996 COST-BENEFIT SURVEY 
INDIVIDUALS ... OVERALL RESULTS 

Q16. In addition to CBPH, have you been involved in other public health efforts that use a community-based 
approach? (Please circle one.) 

fu!L. .(1i) 

106 (56) 1. Yes--> Q16a. IF YES: How does your CBPH experience compare to your 
other community-based experiences in terms of costs and 

85 (44) 2. No benefits? 

4 BLANK Freq. (%) 
102 (96) 

4 (4) 
89 

1. Response given 
2. No response given 
BLANK. 
(SEE APPENDIX A, PAGES A-2 TO A-7) 

Q 17. In general, how effective do you feel a community-based approach would be for other public health 
initiatives? (Please circle one.) 

136 (72) 1. Very effective 
50 (26) 2. Somewhat effective 

3 (2) 3. Not very effective 
1 (1) 4. Not at all effective 
5 BLANK 

Q18. Do you feel that some costs of participating in CBPH were unnecessary? (Please circle on.e.) 

56 (33) 1. Yes --> Q18a. IF YES: What costs were unnecessary and how could these costs 

116 (67) 2. No 

23 BLANK 

have been reduced or prevented? 

Freg. (%) 
55 (98) 
1 (2) 

139 

1. Response given 
2. No response given 
BLANK. 
(SEE APPENDIX A, PAGES A-8 TO A-10) 

Q19. Do you feel that any potential benefits of CBPH participation were not realized? (Please circle on.e.) 

93 (56) 1. Yes --> Q19a. IF YES: Please describe which benefits and the reasons the 

73 (44) 2. No 

29 BLANK 

benefits were not realized: 

Freg. (%) 
87 (94) 
6 (6) 

102 

1. R~ponse given 
2. No response given 
BLANK. 
(SEE APPENDIX A, PAGES A-11 TO A-14) 
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CBPH 1996 cosr-BENEFIT SURVEY 
INDIVIDUAIS - OVERALL RESULTS 

Q20. After 1996, do you expect to maintain, increase, decrease or stop altogether your level of involvement in 
CBPH? (Please circle o,re number and answer Q20a.) 

Freg. 00 
114 (61) 1. Maintain 
21 (11) 2. Increase 
34 (18) 3. Decrease 
19 (10) 4. Stop altogether 
7 BLANK 

Q20a. Please explain the reasons for your answer to Question 20: 

167 (86) 1. Response given 

28 (14) 2. No response given 

0 BLANK 

(SEE APPENDIX A, PAGES A-15 TO A-23) 

Q21. How likely is it that your consortium will continue to operate in its present form after 1996? (Please 
circle one.) 

40 (22) 1. Very likely 
67 (38) 2. Somewhat likely 
32 (18) 3. Somewhat unlikely 
39 (22) 4. Very unlikely 
17 BLANK 

Q22. How likely is it that certain partners within the consortium will continue to work together in some fashion 
after 1996? (Please circle one.) 

119 (65) 1. Very likely 
52 (29) 2. Somewhat likely 

7 (4) 3. Somewhat unlikely 
4 (2) 4. Very unlikely 

13 BLANK 
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CBPH 1996 ,COST-BENEFIT SURVEY 
INDIVIDUALS - OVERALL RESULTS 

Other Information 

Q23. Ar.e you: 

~ (%) 
122 (65) 1. Female 
67 (35) 2. Male 
6 BLANK 

Q24. Which of the following best describes your race/ethnicity? (Please circle one.) 

7 (4) 1. Asian/Pacific Islander 
72 (38) 2. Black/ African American 
19 (10) 3. Hispanic/Latino 
1 (1) 4. Native American/ American Indian 

88 (47) 5. White/Caucasian 
1 (1) 6. Other (Specify: Eur~ian ) 
7 BLANK 

If you have additional comments about the costs and benefits or participating in the CBPH, please feel Cree 
to include these on a separate piece or paper. 

Thank you very much for your help! 

Plcaae return your completed survey in the enclosed postage-paid envelope to: 

Minnesota Center for Survey Research 
University of Minnesota 

2331 University Ave SE, Suite 141 
Minneapolis, MN 55414 

(612) 627-4282 
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APPENDIX A 
INDIVIDUAL SURVEY 

INDIVIDUAL SURVEY 

Responses to Other--Speclfy and Open~nded Questions 

Q2-4. Which of the following best describes the organization that employs you or with which 
you are most closely affiliated? Other (Specify: _______ _ 

Organization 

Human service agency 

Private, nonprofit health care organization 

Hospital-based home health care agency 

Recreation and parks department 

Q16a. How does your CBPH experience compare to your other community-based experiences in 
terms of costs and benefits? 

Comment 

About th~ same. 

This CBPH has been much more demanding in terms of bringing people to a common vision or 
goal. It's taken much longer to go from each step of planning to implementation. We were less 
able to put community-based public health into action because of the disagreements with 
how /what needed to be done. 

I've worked with community non-profits. Short-term benefits are greater, but the CBPH 
common vision holds promise for greater long-term community benefits. 

Other efforts have often benefitted underserved communities more than CBPH 

My other experience was city government-very much a community-based experience, but 
CBPH as voluntary /NGO is far more effective. 

They are inter-related by design and thus benefits and costs overlap. 

I have been much more intensely involved in tobacco, violence, and alcohol related initiatives. 

Breadth of consortium (range of partners) making process very difficult. 

Benefits at this time outweigh the costs of involvement. 

About the same. 

MINNESOTA CENTER FOR SURVEY RESEARCH PAGE A-2 
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APPENDIX A 
INDIVlDUAL SURVEY 

The CBPH experienced internal problems which impacted CBO and agency participation. I 
have experienced many problems in other CBO activities but the one in CBPH unfortunately 
limited outcomes. On the right track now. 

CBPH is less cost, higher benefits than other experiences, which were specific program/problem 
focused and not funded as/for consortium, but "required" consortium activity. 

Is attempting to be a longer sustained effort rather than specific issue-focused. 

Difficult to compare--each has its unique characteristics. 

CBPH has helped the communities in the short-term; it has done nothing for the School of 
Public Health. 

program-did not spend nearly as much time as CBPH, which becomes evident in 
actual grass roots programming. 

Lower third. 

Housing, employment. 

, volunteer an executive board for first time home buyer $5000.00 for each 
qualified applicant. 

Much tougher because of the inclusion of the academic component. 

Same-high costs, questionable benefits. 

I learned a lot from CBPH. It is working much better outside of the consortium. 

More focused, greater cooperation among members. 

More benefits. 

CBPH is more diffuse, less focused than. But goals were different. Trust was more evident 
later on. Difficult initially. 

CBPH has lasted longer and has extended out to many more groups and parts of our 
community. 

Not as effective. 

Have worked within a single community; even though many people were involved, there was 
much less conflict than in our consortium which involves 4 very different communities. 

My usual experience is that there are more benefits than costs. 

Lack of cohesive philosophy. 

Perhaps my expectations of this (CBPH) effort were to high compared to other experiences, 
because of the amount of re$ource$ available. 

Poorly, it's been confusing and other than developing ~inkages between SPH, BOH and the 
community, not all that helpful. 

NB Community Collation. 
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CBPH not as successful or as positive an experience. CBPH does not get to the citizens. 
Relational piece w/people missing. More focus on outcome than process with CBPH. 
Leadership non-collaborative! Talk the talk of collaboration but don't put it into practice. 

Being not directly involved in group this has been a very beneficial alliance. We have received 
many more benefits than costs. 

CBPH has been far less intrusive on local community decision-making than, e.g., state funding 
structures. 

Yes-this CBPH tries to incorporate local college resources, whereu my efforts while in college 
were limited-no "CBPH" structure sought out my college's resources. 

The other coalitions and consortium have managed to include everyone in the process/true 
consortiums-benefits are many. 

Funding always a major source of irritation. Having a permanent job in CBPH allows one to 
move beyond the irritation to the person(s) being educated/assisted/supported. 

EHNA-In organizational mode. 

My experience with CBPH was more focus in specific issues, my work in other community 
based experience are more general in issues. 

CBPH much more costly (time) but provides very important resources. 

It is parallel in part. 

I don't see the process fitting into a cost/benefit analysis. It is the responsibility of the 
participants to nurture growth and progress. 

More "hoops" to jump through with the other program. CBPH tends to work collaboratively. 
This is due to the leadership of and 

model used in 3 communities-my own experience was that was less 
stressful and easier to describe to communities considering it. 

Similar. 

How NOT to organize collaborative projects. One look at the fiscal infrastructure can tell you a 
major problem. 

I've enjoyed my involvement in the Coalition. But I believe that links among the 
entire Consortium could be strengthened and improved upon. 

The Politics of CBPH get in the way of my practice. 

CBPH much more disjoined, too many different voices, too many activities. 

More organized (unbelievable!). 

It has not resulted in many costs. Benefits are modest. CBPH hasn't led to new research 
activities which is what my salary is based upon. It has enhanced my role as educator and has 
benefitted the students and the health schools. 
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L~s commitment from CBPH partners to work as a team, more in parallel than other 
partnerships. 

Kellogg was the initial incentive company for my practice. I think that we got enormous 
benefits from Kellogg which actually supported us limitedly. Our practice ambition and 
teaching goals were forged by Kellogg and expanded by other grants. 

It provides the framework and from there further experiences are developed. The benefits are 
immeasurably positive. 

Similar-benefits in networking, sharing information, building trust. 

Much worse. 

Our organization has been involved with state and local public health organizations many years. 
CBPH's goals have been more specific and measurable than other groups. 

Far more costly but much more empowering for community-much less so but many lessons 
and new networks for Institution. HD Agency involvement varied but is somewhat better-few 
costs to them. 

CBPH Experience more beneficial in regard to enhancing community institutional ties and 
working relationships long term 

Similar, perhaps less benefits in CBPH, partly because of personal conflicts with consortium 
members which dilute our effectiveness 

I am more involved in the others. Came in very late to CBPH-more benefits hoped for in the 
future. 

Gave much more. Involved in other related community groups. This group I was only 
involved in because of a possible grant. 

Less favorable. 

It is not as focused or as effective. 

My other experience is a grant-driven project with more clear goals. Other community groups 
(or providers to communities) are involved but more in a quasi"'Wntractual way, i.e. letters of 
collaboration. 

Our model stressing partnership with CBO's provided for the most community representation, 
control and influence. It is the hardest model for professionals to take part in. Community 
leaders do not necessarily make it easy on professionals! This process takes longer because we 
all have so much to unlearn. 

Very similar in terms of time and energy but others have more resources in terms of $ ! 

Superior. 

Much more gratifying because of the skilled leaqership provided by the PI and Co-PI' s here at 
the 

Very favorably-the partnerships at CBPH tended to continue in other groups. The networking 
was fantastic! 
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The CBPH experience has been very beneficial to me personally, and has helped throughout the 
experience gained to work effectively with other organizations. In terms of cost, the experience 
out weighs $ cost. 

About the same. 

MI consortium members lack understanding of how to get communities involved. Also when a 
new member entered the consortium they were oriented to the initiative. This was never done 
with the consortium. 

The resources that each partner can share with community development is in-valuable-the 
technical skills shared among partners. 

More benefits than costs. 

Much more valuable. 

CBPH has stronger community involvement, therefore greater· benefits 

This project has been much more labor intensive and time intensive, though my time is very cut 
back now. It has involved more professional risks and losses as well. 

CBPH more gentle and productive. · Other rough and painful. 

CBPH is more time consuming, but it is worth it in the long run. 

CBPH has far more meetings and a more "formal" structure than other community programs in 
which I've worked. 

More support services were available in the CBPH experience. 

Community organizer. 

The CBPH experience has been a more collaborative effort with community schools and local 
government agencies. 

Comparable or better. 

Been all over the place. 

It compares about the same. 

Working in communities is very time consuming and requires dedication and commitment 

The cost of my experience in CBPH was more than for my other community-based experience. 
The benefits of CBPH were more than for my other community-based experience. 

This has been a positive experience-great to have support of other agencies in the county. 

CBPH has greater benefits because all of the partners agree (at least theoretically) that the 
community should be treated as an equal partner in decision-making and program-planning. 

MINNESOTA CENTER FOR SURVEY RESEARCH PAGE A-6 



It takes years to get return of investment from such a community initiate. 

APPENDIX A 
INDIVIDUAL SURVEY 

Kellogg's non-categorical funding helped CBPH build consensus faster. CBPH gave us good 
experience base to organize, deal with governance issues, common language. It cost more 
because of the learning curve but now we're at the steep part of the curve with many community 
efforts. 

Prior to this job, other professional work was community-based. I still maintain former work 
relationships and maintain active involvement in other community settings not represented in this 
consortium. 

Kellogg W AMI/unusual health initiative " CNN programs. 

Much less rewarding; takes much more effort to collaborate and achieve positive outcomes; 
process not always set in place which greatly slows down working towards goals. 

This was way more tedious, continuing, frustrating and non-productive than any other ever. 

They tend to be positive to the extent that obj. are explicit and agreed upon. 
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Q18a. What costs of participating in CBPH were unnecessary and how could these costs have 
been reduced or prevented? 

Comment 

More front end administrative planning. The university failed to include key faculty. 

(1) The selection of initial leaders, both on the Board & Director could have been better. (2) 
The structure of this local initiative required too much attention. (3) Too much emphasis was 
given to "process" rather than deliverables/outcomes. 

The needed better organized administration to reduce demands on the time and 
resources of its members. 

Developing a totally free-standing agency. 

Too many layers of evaluation. 

Professional opportunity cost. 

Time spent up front on team building, setting common "realistic" goals and on skill-building 
(i.e. community-accounting computer skills, academia-people skills, etc.). 

Stress, travel, tighter (geographically) consortium. 

Funding given before partners had build relationships and trust. Limit on spending on salaries. 
More financial accountability. 

Consortium was too large, too many partners 

A lot of unnecessary pain was caused by the Foundation's misleading funding guidelines. More 
help with governance issues could have reduced the levels of conflict. 

Too many meetings at too great a distance! 

Extensive conflict and disorganization in our parmership. 

The board while effective was a great time and energy user: Some staff work, particularly 
leadership, was marginally productive. 

The number of national meetings. 

As a member of a Project level position, I never felt as though I was "in the circle" and could 
contribute to the process other than reporting. 

Long, meaningless board meetings. 

Lack of institutional support for School of Public Health faculty who were active in community , 
efforts. Greater flexibility and CBPH commitment by school could have resulted in more 
faculty involvement. 

High administrative costs (particularly with salaries). 

Too much governance. 
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As an individual representing an agency, the "cost" was agency resentment at competing agency 
being favored in grant monies. 

The angst of the Board and politics of big systems-time and energy drain. Conflict of interest 
built in-members of Board had fiscal stake in struggles. 

The dysfunction of some longstanding relationships were never really confronted, it appeared the 
group continued to manage the dysfunction. 

With clear mandates of how the two partnerships needed to work together. We've had two 
partnerships going their own way. ., 

Uninformed as to the costs. 

Conflict between institutions and community. 

Pastors used this for personal gain and power-selfish conflict. 

Conflict, competition, power struggles and egocentrism SHOULD not have happened to the 
extent they did, but I have no idea how to prevent it. 

Too much reporting/evaluating-fewer Kellogg visits/more demonstration of results in writing, 
etc. 

Streamlined administrative functions (i.e., reporting). 

Too many meetings that were unfocused without specific outcomes. 

There should have been clearer goals and objectives; more evaluation; and much more oversight 
and accountability. 

If academic fund were more organized and had a system in place to capitalize on opportunities 
brought to them, it would have saved me a lot of time and brought more success. 

Some wasted time could have been avoided. 

These groups need to be funded longer so that people have time to learn to work together. This 
whole year has been spent trying to figure out how and if to stay together. It was a premature 
discussion. 

Shorten the length and reduce the number of meetings. 

Reporting requirement. 

Strategic planning for the continuation of CBPH efforts should have been started long before 
they were to prevent clarifying reclarifying, and then looking at the overall picture AGAIN. 

Less vagueness at the outset about how much money would be offered would have resulted in 
fewer ~ projects being designed that had to be whittled and cut with the attendant damage to 
relationships and trust at the outset-required a LOT of work to get back to ground zero. 

Too many mandatory meetings. 

Too many meetings; think critically about nature and types of meetings required. 

Use resources that are in place, versus starting new ones, just for grant monies. 
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Belabored consortium structure; better and more skills in conflict resolution. 

Too much money directed to a few individuals in the upper echelon organizations for privileged 
professional development. Money should have been given to the coalitions to spread around to 
staff and community members for the same. 

Cost in time of staff and community has been great-I think we needed clearer, more 
manageable goals to begin. 

We tend to spend too much time meeting and not enough time· doing activities or more of what 
we say we want to do. 

Costs to be involved with 4 counties was high, we could have done more in with a 
smaller area. Must balance with positives of broader base and more people. 

1. Clarify what it takes to be a partner, 
2. Identify paid staff/non paid. 

The early attempts at a consensus decision-making model among virtual strangers. Get to 
know each other first and have a simple model of decision-making. 

This consortium suffered from very poor management skills at consortium project level. The 
problem wasn't necessarily the "model" but key staff whose limitations inhibited project success. 

Too many meetings and time on progress. 

See self-organization as change agent. Be prepared to stand up for change. Organizational 
structural changes. 

Conflict and constant struggle to collaborate highly unnecessary but seem to be due to nature of 
model. Could have been prevented from the outset of more greatly defining roles and 
expectations of a partner and recruiting people who are truly committed to CBPH mission and 
community-not just interested in grant dollars and prestige. Needed an institutional partner 
willing to be practice rather than research-based and people with the power to move in the 
practice-based direction. 

The cost of time could have been greatly reduced if individuals had worked more cooperatively 
in the beginning. 

Lengthy meetings, travel distances, frequency of meetings all had attached costs. 
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Q19a. Please describe which benefits of CBPH were not realized and the reasons the benefits 
were not realized. 

Comment 

Too many to list but first and foremost the county and the University did not act collaboratively. 

Benefits to target area community based organization/ groups/ members were not realized 
because of the major disagreements on structure, leadership, goals, deliverables, outcomes. 

We need more time to advocate for policy change at the city, state, and federal levels. We've 
achieved policy change at the institutional level. 

More community involvement. 

Time line too short. 

Community faculty at the SPH. 

With local policy makers. 

Our academic partner went through too many reductions and changes-this diverted the energy 
from our projects and collaboration process. 

Impact on public policy related to health issue at the local level. 

Kellogg goal was to build a faculty focus in community-based activities. Not accomplished. 

Positive for the most part. Relationships formed, however, overshadowed by a few negative. 

Widespread community notification. 

More mentoring of community partners by other members. Community partners need more 
guidance on leadership roles, accountability, and financial management. Both parties not willing 
to give up control; lack of trust. 

We could have restructured earlier. 

Trust, trust, trust was never built. 

Better collaboration at the consortium level. 

More shared evaluation of how monies were spent within each partner organization. 

Many benefits, primarily the empowerment of individuals, were not realized! Leadership was 
stifling, caught in power and control vs. powerlessness, relationship building and helping people 
to get where we are. 

Should have been more done on establishing a process of education growth to those at entry 
level positions (i.e., certificate programs-> assoc. programs-> Bachelors-> Masters, etc.). 

Sustainability. Real impact on PH education is uncertain. 

Greater cooperation among the partners. 

Significant collaboration. 

Too many strong personalities and strong advocacy for one group prevented our consortium 
from being united, and achieving joint goals. 
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I suspected my academic institution buy in and support over the course of the project. 

Lasting relationships. 

More learning about diverse communities and their "commonalities". 

Had I realized that University Cours~ were available to me as I worked in community 
organizing, and had I been trusted more to work with all levels, I would have been more 
effective. 

Greater collaboration with School of Public Health in developing educational and professional 
training opportunities for community members. 

Local boards of health should have been a part of the effort much earlier than they were. 

There was some overlapping resources which could be weeded out w / some thought ( community 
resources not necessarily bound to CBPH) 

More community involvement. Free speaking process necessary where all could have a say or 
have an opinion. 

We didn't get too far beyond-"Who's in charge?" 

Stronger links with the other communities within the consortium. As well as stronger 
relationship with health department. 

Collaboration. 

For the agency, a cost/benefit analysis of my involvement would probably show financial costs 
to exceed financial benefits to my involvement. 

Collaboration with a variety of service providers-a sort of "coming together." 

Hoped for better ties to other large systems. 

Still not enough community leaders interested in serving on boards of health. 

Some more changes within the institutions might of been possible and the relationships among 
the members had the dysfunction not played out. 

Linkage among members of the consortium as a whole could be improved. In my opinion the 
Consortium as a whole was not that structured. I felt much more connected to the 

Coalition then to the Consortium as a whole. 

Sustainability. 

Maybe could have had added benefit of working more closely with the churches. 

Problems with seeing future funding and mission. 

More community involvement. Greater work to be done. 

More specific goals to work on. 

Pastors took from other community members like always. 

(1) True BIG picture in terms of money, jobs, and real. ownership in community didn't happen. 
Personal power trips-" a bird in the hand is worth two in the bush" -spend the money now; 
little long-term insight. $! 
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Shared program implemented-with resource commitment that was also shared. 

Mini-grants to all cons_ortium member for community-based public health work. 

No significant inroads were done in the Community. 

(1) Pulling in more community members and having them participate in patronizing the agenda. 
(2) Pressuring the health dept. to be more effective. 

Same as Ql8. (There should have been clearer goals and objectives; more evaluation; and much 
more oversight and accountability.) 

There was never any integrated community component. There was and comprised of 
· other groups, but no defining collaboration. did nothing and removed a major part in 
of time, money and energy from the project splitting it into 2 groups. 

Opp~ to influence curriculum at medical inst. 

Developing an integrated model of health services delivery for underserved populations which 
actually linked to services. 

Change at the level that we looked for is not possible in four years. There have been substantial 
changes, but more involvement is needed. 

This model takes much longer to implement but the outcomes are the best. Our most productive 
years are ahead of us. 

I think more people could have "caught the vision" if we had more time/money to spread the 
model(s) to others. 

Work is ongoing. 

I'm really not sure. 

We're still working on overcoming barriers to institutionalizing CBPH goals in the curriculum 
and research philosophy of the school. 

Community empowerment. 

Inadequate funding has kept many of our partners from reaching above 60% of potential. 

Individuals in a leadership position have the opportunity to practice. promote. and encourafl'.e 
CBPH efforts (which weren't done). 

Institutional change in my health dept. has been slow. 

Long term health outcomes, greater (broader) community involvement both take more time and 
resources 

We have learned to work with different people but not so much to work in different kinds .Qf 
~- The structure intensive way of working addresses issues of accountability, but makes it 
harder and harder for people to "casually" participate-pushing us more and. more into a staff 
driven model. I wish we could have learned more creative ways of working with people who 
have different levels of skills, different schedules and differing amount of time they can 
contribute. I think the project would be more broadly supported and better known if we had. 

Community leadership. Paid staff didn't delegate and empower. 
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Some members would not move forward after a conflict. They would not cooperate and would 
try to ruin all future efforts of that partner. 

Community capacity building is not at the level it should be at this point. 

"True"/or full community empowerment capacity/compliance £mlilQ.t be realized in~ years. It 
took us .2. years to get it off the ground. 

We have not enrolled a single student, but continue to say we need more minority health 
professionals. 

More citizens involved. 

There needed to be more time for member organization to share their resources and receive 
services. 

Capacities built within the communities and the support needed from the initial collaborators for 
their continued capacity building. 

The community was never a full partner. Community development was long, tedious with very 
little result. 

Health outcomes/too early to see how it has improved the narrowing of the gmi. 

We still need to continue to respect the take the recommendations of the community, also need 
to see more institutionalization of this concept. 

Health care delivery systems are in some disarray, and roles have been harder to define. 

Long term results not yet achieved. 

Benefit of "time" because it was poorly used at the beginning of the project. 

Although partially realized, the benefits of multicultural collaboration did not seem to "gel". 

Could always do more. 

Members recognizing when their mission is not in line with CBPH goals and their structure too 
rigid. 

Learning from the community to the full extent was not realized. Institutional partners didn't 
value equally the knowledge and expertise the community could bring to the partnership. 
Community does not equal uneducated or unexperienced! 

No "real" side-by-side shared work tasks exists even after nearly 4 years. 

The opportunity to create real change by having people come to the table open to new ideas 
which could easily have be underwritten by the grant. 
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Q20a. Please explain the reason you expect to maintain, increase, decrease, or stop altogether 
your level of involvement in CBPH. 

Comment 

I do not believe the University will sustain their efforts. As a faculty member, I will not be 
able to continue collaboration. 

I'm exhausted! Even though it looks like we've turned the comer on a number of issues, I've 
overspent my personal resources, financial & otherwise. I also may take on different work 
elsewhere in the country or another country . 

As an employee of the • I am excited about our recent articulation of specific, common 
objectives. Provided that rollover funds are available to me, I plan to continue working full-
time for the consortium. 

If possible I would like to remain involved however, it is unclear where the CBPHI is going and 
where I will be geographically after 1996. 

The philosophy is perfect. 

Ongoing projects have a life of their own. 

I have been inactive for some time. 

I enjoy the work with CBPH. But I can't afford additional time. 

Both CBPHI and can potentially gain from future joint collaboration. 

My role has been mainly a Board member. If the Board disbands, my role could possibly 
become obsolete. However, there may be another role that I could fulfill. It remains to be 
seen. 

Relationships-once formed-do not go away. 

Not sure why I received this survey. I am not involved with this program. 

While I probably will not be contributing the same activities, CBPH activities are 
"institutionalized" in our Public Health Dept. Will continue to support and expand those 
activities and functions. 

It will continue to require time and effort to maintain. 

CBPH no longer involved in training h.c. interpreters. 

Lack of funding. Opportunity costs. Will do on volunteer basis often meeting other 
commitments and obligations. 

No resources. Greater demand to seek salary support($$$$). 

Weeding out negative influences as well as adding new potential partners will allow us to build 
on the model that we have invested much time in. 

See Q4&5 (spend approximately 1 hour per week on CBPH work and go to 1 CBPH meeting 
per month). 
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Continue to work and try to get more participation to help strengthen Community-Based public 
health among the elderly. 

For the past year and three months, I have worked a part-time position that does not involve 
participation at the consortium level. 

I do believe we will maintain our level of involvement in CBPH after 1996. The community is 
very involved with the health issues and knowledge that they have experienced. 

I do believe in the goals of CBPH and I would like to see my community continue to grow and 
benefit from being a part of the CBPHI. Therefore, I will maintain my level of involvement in 
some way. 

I work 40 hrs. a wk. My only income, if I get employment elsewhere I would continue to work 
toward the goal of CBPH. I feel this is a very important movement. We are working on 
changing the way people have taken care of their health care in the past. 

The GA Consortium has developed a model that illustrates what I felt community-based Public 
Health is about presentation services. Housing policy development with a small "p". Next 
stage is expansion CBPH (this already is being done) and develop ways to influence policy with 
a big "P". 

Would maintain at present unless we were asked to join other agencies in providing CBPH in 
surrounding neighborhoods. 

We will restructure consortium and add/subtract partners as necessary to get functional and 
accountable group. 

I strongly believe in community involvement in public health, but I do not wish to limit my 
contacts to proscribed communities, but rather to interact with different communities according 
to need. 

It is not clear what you are referring to-programmatically, everything supported by Kellogg 
will stop. But in the broader sense of working collaboratively with communities, I, and we the 
school, will continue our commitment both precedes and will continue long after Kellogg pulls 
out. 

CBPH has helped to "get the ball rolling" to create an expanded, community responsive public 
health education program at the . The program now has broad based-support and 
much significant progress has been made. 

Much of my work with partners is on a "response to request" bases. I do not feel that there 
will be as many "requests" once$ are not tied to collaborative efforts. 

I think I can make a contribution to the establishing appropriate programs that will foster 
community health and education. 

Faculty will continue work with health boards. 

I will continue involvement in community work at some level regardless of employment. 

I hope that some programs will be continued and I will continue working to support them. 
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Note: While the consortium has worked with us to a very small extent, no joint program has 
developed. 

I will continue my activities in terms of changing my courses, but I will not continue to be 
involved in the consortium itself. The consortium is having trouble deciding what it wants to 
do. 

I'm graduating. 

The program will be streamlined to focus on student placement in the community. My interest 
is to see that continue. Some of the other aspects will be eliminated or reduced because of 
funding! Personally, I will work on two other initiatives: (1) the program, and 
(2) developing additional MPH educational programming at 

has not been invited to participate in any sustained effort. 

I have already stopped my participation as of 10/95. 

I do not know the future of CBPH in my area or if I will be able to continue in the capacity I 
have been working in these past years. This has always only been available as part time work 
and I would need to be engaged full time. 

No benefit to me or my employees. 

After our agency merged I did not have time in my new position to participate. The cutbacks in 
staff reduced our ability to send other people. 

If future funding/initiatives are identified in which our community coalition can participate, I 
would like to continue my involvement. 

Change my level of involvement. I really plan to increase my work in CBPH just not the one 
that currently exists. I plan to continue building a CBPH initiative through the church~. I've 
already begun this with the support of a strong community leader. In our one year of work we 
have over 150 citizens actively involved in the work of SOCIAL JUSTICE. I believe our 
CBPH consortium has 10-20 involved in 10 years. 

I understand that funding will cease-therefore our involvement will end. 

Unsure, I don't belong to the consortium, and don't know where it's going to end up. Iwill 
maintain my local work as long as possible. 

Funding for my position ends Sept. 30, 1996. 

I do not believe that the current partners will continue to work together successfully, as the 
groups are extremely diverse. 

My one-year tenure as Volunteer ended at beginning of '96. CBPH did 
help me connect with my next job, although new job not directly related with CBPH. 

Feel program could be worthwhile. 

Will stay active in comm. based public health area .. Uncertain about the consortium. 
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At least at the local level with the community coalition I have been involved for the last eight 
years. 

Retiring from my current professional position and unavailable for participation as in the past. 

I am in the process of becoming a . When my training is done, I will be 
donating more time to my community as a "helper". 

I am a stay-at-home Mom with small children. When both are in school I do hope to increase 
my involvement. Right now my involvement is very minimal. 

I foresee no change in my level of involvement at this time. 

Will continue to work with coalition to improve access to health care for underserved 
population. 

Relationships will continue for some. 

Will depend on funding. 

Because of the time commitment, which has been increasing lately and the part time status of 
my position, I may not be available as much. 

Networking is essential to agency survival and information regarding grants paramount. 

Board winding down. Some activities will remain at community level and I'll incorporate 
interacting with those into my "regular" job. 

We have reserved 1/5 funds to continue one or two projects. 

It depends how the transition plans play out, in some cases involvement with some of the 
players will increase. 

I am a paid consultant on a W .K. Kellogg grant through the 

I make a financial contribution but do not participate. 

I enjoy my involvement with the Coalition. 

Community partnerships and the boards of Health and School of Public Health is important to 
the Latino Community for future healthy outcomes in the areas of Health, Education, and 
Community Participation. 

The organization of the consortium prohibits sustainability. We will continue to promote and 
use the principles of the CBPH approach. 

Q15 (a few more benefits than costs). 

The CBPH has provided a foundation for my scholarly practice. 

I won't be funded and since I work 30 hours per week on Kellogg I will have to reduce to 5 
hours. 
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which address the important 

If there are future meetings I will try to attend but as before, goals were not clearly defined for 
the group. Networking and sharing information and help is the most beneficial outcome of 
meetings. 

I would like to increase, but I may only have the time to maintain. 

I see value in the partnerships-contacts with agencies and communities. 

Important to other professional work with related goals of improving health of the public. 

Too much grief. 

Tue benefits to the community of continuing CBPH and projects are many. Too often, 
programs get started with "soft" funds, then stop when external support ends. I personally want 
to see all projects continue at the same level. 

I will retreat to more academic and policy pursuits-same or more involvement but at a different 
level with a different perspective. 

Already in progress; important, challenging work consistent with my major area of interest and 
concern. Very important area in order to address national health care needs and related 
problems; strong University and hospital support. 

Additional funding sources are being sought. Funding would allow the program to remain 
discrete. 

I will step down as to focus more of my faculty research role which is less 
community oriented by its nature. 

I hope the issue of managed care is explored in-depth. 

To be able to strengthen other more beneficial ties, i.e., to health service providers to strengthen 
programs. 

I am committed to helping those in need. 

I was irritated as a CBO for to join the consortium. I have only been informed of two 
meetings and have not been given any active role to play. 

Though my opinions were heard, I did not feel any real progress was being attained. There was 
little compensation for my time. I believe my time would be more useful elsewhere after the 
message of an emerging Community and the need to take it into account was 
sufficiently heard. 

I would like to be involved in CBPH to improve the conditions of my community. 

It's our agency's mission. 

If there are real reasons for doing so. 

Why spend any more time on a failing model? Some of the links I forged may continue but as 
far as I'm concerned, CBPH is dead. 
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Important to keep current initiatives going. May yet be able to build on them. 

I represent the hospital which needs to continue integrated and collaborative efforts with the 
schools of public health, medicine, and nursing. 

I will continue to volunteer at , maintain my faculty appointment at 
. I'll retire in 1997 and continue on as a volunteer with no academic interruptions. 

We have realized so many benefits in teaching and research through these relationships. The 
school can probably maintain our connections but I'm not certain if CBO's will have that 
capacity. 

Project funding is ending and I am now more involved in spin-off projects. 

Build from the existing base. 

It's a very exciting undertaking and one that is long overdue. Acting on the stated goals of 
CBPH is my reason for being in public health rather that some other discipline. The responses 
of students also indicate that we're on the right track. 

I will be in a leadership position in another community-based project. We have begun with 
other monies. 

It will be impossible to increase level of involvement without additional sources of funding. 

I am planning on starting a CBPH project in a new community in our state. 

The foundation that has been built among the CBPH members has a number of possibilities for 
future growth, the relationships established in the last few years will continue to flourish and 
projects will emerge. 

We have established networks. 

Full community involvement is at the core of public health training and research. 

Through the CBPH approach from my point of view was to support, teach, and empower many 
community based organizations in order for that group to prove services. We must remain, for 
supportive services, to those we have empowered. 

Costs less than benefits. 

The issues are so strong in my community based organization that are networking together will 
continue because of the people involved. 

The value of CBPH programs motivates and dictates that we must continue without funds if 
necessary until we generate same: start now to keep CBPH. 

Empowerment of our organization. Members, through education and training, bring existing 
services to our community. Collaborate to generate other resources for school-based clinic. 

I will continue to collaborate with the other CBPH members after 1996, so that the needs of the 
community will be met. 

We are already proposing to move beyond our current partners (i.e., expand our partnerships 
using CBPH method). 
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It is imperative that for the future of the public health, health depts work with CBO's and 
academia to assess, address and work on eliminating health care deficits or needs in the 
community. Only by working in this capacity will we truly make an impact on improving the 
public's health. 

In many of the communities, the community members are at the point of recognizing the 
benefits of CBPH and have fully committed themselves to pro-active involvement to improve the 
quality of life-I don't think we can "drop" the community at such a crucial point in time! 

Programs are being planned that include my participation. 

Need more resources for increase. Will initially decrease but later expand working principles 
and lessons learned throughout this agency. 

My CBPH responsibilities are being reassigned. 

The agency I represent will continue to work in the community, because of our mission. 

Need to become involved with unrelated projects to bring in salary support. 

Plan to continue to teach an on-campus course at each spring semester in community 
health issues. I 

The leadership responsible will be spread out and I can be a spoke in a wheel. 

Time and unclear direction of consortium. 

I feel that some coalitions recognize the importance of having my agency as a partner and will 
want to maintain that relationship. If you look honestly at the work of my agency (role in 
CBPH) you will see quality work that gets results. 

This is a valuable activity, both professionally and personally. 

Have generated 3 supplemental practice/research projects thru CBPH, that will require more 
time and energy. 

I work for a and was asked to join so the CBPH would have easy access 
into the college for more minority students. For the year I have been involved there has been 
nothing but meetings-meetings on how get people trained but they would rather write requests 
than try and get people to enroll and be trained then, return and serve. 

Plan to continue in some form. 

I really believe in the CBPH philosophy. 

Uncertain about the exact level of participation. My position is wholly funded by CBPH 
Initiative. I hope to maintain my level of involvement if not increase it. 

With other involvements, I feel that I can maintain my CBPH involvements and maybe increase 
at times, I feel very dedicated to this program. 

My involvement is not dependent on funding and I am_very concerned about working in the 
community to continue making remarkable gains regardless of resources. 
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I intend to maintain my level of involvement. However, the amount of funding we receive will 
determine whether I have to increase my involvement. It may be necessary to provide more 
manpower if there is not enough money for paid staffing. 

Because I was working before the CBPHI program and I have learned more skills to continue 
developing community capacity. 

In whatever position I am in, I will always use some approaches to CBPH. 

The Consortium (and Coalition) are seeking additional funding sources to continue its efforts. 

It's a lot of people today, young and old who don't know too much about CBPH. 

I may have to increase my involvement, if we don't get funding to keep our staff on. We have 
programs and projects started that we as community people cannot allow to fail. 

Time constraints. 

My involvement and participation has not been dependent on funding. I expect to continue the 
efforts I have been involved in, 

I need to get pay for being there also. 

I am a retired individual who never made time to become involved in/participate in community 
affairs. Concerned about health/recreational opportunities of the disadvantaged and in building 
better community relations between different cultures/races. 

As chairman of the I feel that it is important that the committee 
function as it has in the past, and meet the future with anticipation of doing whatever needs 
doing. 

It has proven to be helpful, more knowledgeable, makes you aware of programs available. 

The networking mechanisms will stay with me wherever I go. It has allowed me to be more 
aware of crucial health needs in our rural community. 

We have been committed to improving the health in our community; this will go on after CBPH 
funding ceases. It may be at a slower pace. 

Leaving employment affiliated with CBPHI. 

Work load in current job has dramatically increased due to funding cuts by Federal Gov. 

I no longer work in a CBPH county. 

Maintain if funding permits. I may lose a job which would not permit me to continue with the 
project, although the philosophy would still be carried away with me to other locales. 

My funding is not dependent on this grant. This grant has created opportunities in the 
community for the health dept. 

My involvement would decrease if we lack funds to continue my position. I will always take 
this concept wherever I go and attempt to employ it as· much as I can. 
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I believe the concepts of CBPH are sound and timely. If not pursued for adequate amount of 
time, cannot be realized. I will continue to implement the concepts of community responsibility 
and any thoughts in other programs I work with. 

This was a long term commitment when we started. 

I'm 100% convinced that at least the partner I'm involved with has the skilled staff to continue 
this work but project is still in infancy and if we don't get enough funding to keep us going at 
least one more year I'm not sure we can survive. 

Or possibly increase ... I'm working with on some of the needs addressed in their 
work plan that we hope to sustain after Kellogg $ are gone. 

I find the CBPH is an excellent model that needs a longer time to be fully realized, and I would 
like to see it happen. 

I've been asked by my administrative superior to actively participate in specific sustainability 
activities and actively seek funding for these activities. The planning and development presents 
time-intensive involvement. 

Somebody's got to do it. 

If there is increased funding I will stay. I enjoy the work, pressure and efforts. 

Although I intend to stay committed to the CBPH mission/goals as I move on, to continue 
working as I do now would hold me back from my professional development. I intend to go 
back to school in '97 for a degree. If I do not get to my education right away, 
I feel that I still need to move on to a position in which my MPH skills and knowledge are more 
respected, utilized and challenged. 

I have a job with a high degree of flexibility which allowed my participation in CBPH. The 
amount of time and energy required of me was extreme. I feel that two years is sufficient for 
the type of sacrifices. 

No money, no involvement. 
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THE COMMUNITY-BASED PUBLIC HEALTH INITIATIVE: 
COSTS AND BENEFITS TO MEMBER ORGANIZATIONS 

OVERALL RESULTS 

Please circle the number which corresponds closest to your opinion or situation, or fill in the 
information requested. All responses will be kept co,ifidential. The first questions are being asked to 
classify your involvement with the CBPH, but in no way will identify you as an individual. Throughout 
this questionnaire, interpret the tenn "organization" to mean the primary department, school, agency, 
division, community organization, or group you represent in the CBPH. 

Ql. Which of the following best describes the organization that employs you or with which you are primarily 
affiliated? (Please circle one.) 

Freg, (%) 
20 (38) 1. Community-Based Organization, Neighborhood Group, or Community Coalition 
16 (30) 2. Public Health Practice Agency, Health Maintenance Organization, or Federally 

Funded Primary Care Clinic 
17 (32) 3. Academic Institution or Area Health Education Center 

o H 4. oo~~~=--------------
0 BLANK 

Q2. During which year did you join the CBPH? (Please circle one.) 

24 (47) 1. 1991 
10 (20) 2. 1992 
10 (20) 3. 1993 

1 (2) 4. 1994 
5 (10) 5. 1995 
1 (2) 6. 1996 
2 BLANK 

Q3. To what extent does a core group of people in your organization work on the CBPH? 
(Please circle one.) 

15 (28) 1. No core group exists, only 1 or 2 members are involved 
4 (8) 2. Several members meet occasionally 

12 (23) 3. Several members meet on a regular basis 
22 (42) 4. A core group commits significant time to CBPH 
0 BLANK 
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CBPB 1996 COST-BENEFIT SURVEY 
ORGANIZATIONS - OVERALL RESULTS 

Q4. How would you describe your organization's investment (e.g., commitment of time, resources, personnel) 
in the CBPH to date? (Please circle one.) 

Freg. (%) 
S (9) 1. Minimal investment 

23 (43) 2. Moderate investment 
25 (47) 3. Extensive investment 
0 BLANK 

Q4a. What are the primary types of financial or material investments required for participation 
in CBPH? 

46 (87) 1, Response given 

7 (13) 2. No response ~iven 

(SEE APPENDIX A, PAGFS A-24 TO A-2S) 

QS. What strategies (if any) is your organization currently pursuing to provide for sustaining the CBPH? 
(Please circle 1 or 2.) 

7 (14) 1. Not currently pursuing any strategies related to sustaining the CBPH 

45 (86) 2. Taking steps to sustain the CBPH (Please list): 

1 BLANK 

QSa. (Steps being taken to sustain CBPH.) 

44 (98) 1. Response given 

1 (2) 2. No response given 

8 BLANK 

(SEE APPENDIX A, PAGFS A-26 TO A-28) 
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Social and Political Consequences or Membership 

Q6. For each of the following statements, please indicate how much you agree or disagree. 
(Please circle one response for each statement.) 

Strongly Strongly Does Not 
~ Auee Disai:ree Disai:ree ARR!! 

1 2 3 4 5 BLANK 

a. My organization has received 
positive recognition in the 
broader community because of 
its participation in CBPH. 

c. Political collaborations have been 

16 
(31) 

enhanced for my organization 9 
because of our CBPH (18) 
association. 

e. I feel my organization has been 
excluded from policy arenas 
because of our participation in 
CBPH. 

g. Participation in CBPH has 
resulted in more positive public 
relations for my organization 
with our constituents or 
consumers. 

i. Work on the CBPH has not 
positioned us well to achieve our 
mission and goals in this 
emerging political climate. 

0 
(-) 

10 
(19) 

2 
(4) 

27 
(53) 

26 
(51) 

0 
(-) 

32 
(60) 

3 
(6) 
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5 
(10) 

12 
(24) 

16 
(30) 

9 
(17) 

24 
(46) 

2 
(4) 

2 
(4) 

31 
(59) 

1 
(2) 

21 
(40) 

1 
(2) 

2 
(4) 

6 
(11) 

1 
(2) 

2 
(4) 

2 

2 

0 

0 

1 

Freq. 
(%) 
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Ori:anizational Mission and Goals 

CBPB 1996 COST-BENEFIT SURVEY 
ORGANIZATIONS - OVERALL RESULTS 

Q7. Listed below are some commonly stated goals of the CBPH initiative. Please indicate how important 
these goals have been for keeping your organization involved in CBPH. (Please circle one response for 
each goal.) 

a. Building community capacity to 
organize around public health needs 

c. Strengthening health department 
programs in health promotion or 
disease prevention 

e. Recruiting people of color into 
academic or public health practice 
agencies 

g. Building the consortium (i.e., 
linkages between academic, public 
health practice, and community 
partners) 

i. Building the body of knowledge 

Very 
Imnortant 

1 

36 
(69) 

27 
(52) 

28 
(53) 

36 
(68) 

about community-based public 21 
health by gathering data, (40) 
conducting research, or evaluations 

k. Building trust and cohesion among 
CBPH parmers 

32 
(60) 

Somewhat 
lm:gortant 

2 

13 
(25) 

17 
(33) 

14 
(26) 

13 
(24) 

20 
(38) 

19 
(36) 
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Not Very Not At All 
lm:gnrtant lmgortant 

3 

2 
(4) 

6 
(12) 

6 
(11) 

3 
(6) 

8 
(15) 

0 
(-) 

4 

0 
(-) 

0 
(-) 

2 
(4) 

0 
(-) 

2 
(4) 

0 
(-) 

Does Not 
AlmlI 

5 

1 
(2) 

2 
(4) 

3 
(6) 

1 
(2) 

2 
(4) 

2 
(4) 

BLANK 

1 Freq. 
(%) 

1 

0 

0 

0 

0 
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CBPB 1996 COST-BENEFIT SURVEY 
ORGANIZAllONS - OVERALL RESULTS 

Q8. Overall, to what extent do CBPH consortium goals support or conflict with your organization's plans for 
the next five years? (Please circle one.) 

~ !!2l 
31 (60) 1. Support to a great extent 
14 (27) 2. Support to a moderate extent 
3 (6) 3. Support to a minor extent 
4 (8) 4. Neither support nor conflict 
0 (-) 5. Conflict to a minor extent 
0 (-) 6. Conflict to a moderate extent 
1 7. Conflict to a great extent 
0 BLANK 

Q9. Please indicate how much you agree or disagree with the following statements: (Please circle one 
response for each statement.) 

a. The CBPH consortium has helped our 
organization address its mission and goals. 

c. It is not clear in this consortium what our 
CBPH goals should be. 

e. Members of this consortium tend to 
agree, more than disagree, about how 
to do things. 

g. In general, I would recommend the 
consortium approach to other 
organizations. 

i. The structure and operation of the CBPH 
consortium needs recasting/restructuring. 

Strongly 
~ 

1 

19 
(36) 

5 
(9) 

2 
(4) 

12 
(24) 

7 
(14) 
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~ Disagree 
2 3 

28 3 
(54) (6) 

8 37 
(15) (70) 

39 10 
(75) (19) 

28 9 
(55) (18) 

23 22 
(44) (42) 

Strongly 
Disgree 

4 

0 
(-) 

3 
(6) 

0 
(-) 

2 
(4) 

0 
(-) 

Does Not 
Alm!! 

s 
2 

(4) 

0 
(-) 

1 
(2) 

0 
(-) 

0 
(-) 

BLANK 

1 

0 

1 

2 

1 
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QlO. Overall for your organization, how would you compare the benefits with the costs of CBPH participation? 
(Please circle one.) 

Freq, Ui). 
27 (53) 1. Many more benefits than costs 
10 (20) 2. A few more benefits than costs 
10 (20) 3. The benefits and costs are about the same 
2 (4) 4. A few more costs than benefits 
2 ( 4) 5. Many more costs than benefits 
2 BLANK 

Q 11. Do you feel that some organizational costs of participating in CBPH were unnecessary? (Please 
circle one.) 

19 (40) 1. Yes --> Qlla. IF YES: What costs were unnecessary and how could these costs 
have been reduced or prevented? 

28 (60) 2. No 

6 

Q12. 

BLANK 
Freq, 

19 
0 

34 

(%) 
(100) 

(-) 
1. Response given 
2. No response given 
BLANK 
(SEE APPENDIX A, PAGE A-29) 

Do you feel that any potential benefits of CBPH participation for your organizations were IlQ1 realized? 
(Please circle one.) 

25 (49) 1. Yes --> Q12a. IF YES: Please describe which benefits and the reasons the 

26 (51) 2. No 

2 BLANK 
l:rma. 

25 
0 

28 

benefits were not realized: 

00 
(100) 

(-) 
1. Response given 
2. No r~ponse given 
BLANK 
(SEE APPENDIX A, PAGES A-3010 A-31) 
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Q13. After 1996, do you expect your organization to maintain, increase, decrease or stop altogether its level of 
involvement in CBPH? (Please circle one number mJd. answer Q13a.) 

Freg. tiu 
26 (49) 
12 (23) 
11 (21) 
4 (8) 
0 

Q13a. 

51 (96) 

2 (4) 

0 

1. Maintain 
2. Increase 
3. Decrease 
4. Stop altogether 
BLANK 

Please explain the reasons for your answer to Question 13: 

1. Response ~iven 

2. No response 2:iven 

BLANK 

(SEE APPENDIX A, PAGES A-32 TO A-34) 

Q14. How likely is it that your consortium will continue to operate in its present form after 1996? (Please 
circle one.) 

10 
17 
9 

17 
0 

(19) 1. Very likely 
(32) 2. Somewhat likely 
(17) 3. Somewhat unlikely 
(32) 4. Very unlikely 

BLANK 

Q15. How likely is it that your organization will continue to work with certain partners within the consortium 
after 1996? (Please circle one.) 

42 (79) 1. Very likely 
5 (9) 2. Somewhat likely 
4 (8) 3. Somewhat unlikely 
2 (4) 4. Very unlikely 
0 BLANK 

Thank you very much for your help! 

Please return your completed survey in the enclosed postage-paid envelope to: 

Minnesota Center for Swvey Research 
University of Minnesota 

2331 University Ave SE-, Suite 141 
Minneapolis, MN 55414 

(612) 627-4282 

l\fINNESOTA CENTER FOR SURVEY RESEARCH PAGE23 



APPENDIX A 
ORGANIZATIONAL SURVEY 

ORGANIZATIONAL SURVEY 
Responses to Open-ended Questions 

Q4a. What are the primary types of financial or material investments required for participation 
in CBPH? 

Comment 

Time and salary support for part-time professional staff. 

Personal time. 

Staff housed at CBPHI and work with CBPID staff. 

Staff time. 

Personnel. 

Salary support. 

Time-Professional & voluntary. Opportunity cost-(vs. grants with overhead). 

Staff supplies. 

Staff-staff salary-administrative support, space, equipment. 

Space, faculty and administrative time. 

Financial supports for 3 coalition coordinators, public policy, time-personal. 

Time, resources to pay staff time. 

Part of my salary is paid by the CBPHI. 

Most of the community and coalition members are volunteers. 

Flexibility in my job hours. 

Staff time. 

Primary time for teaching and mentoring. Materials are few. 

Faculty and student time-meetings and working with patients and community groups. 
Photocopying, providing educational materials. 

Financial: A. Funding to develop and/or expand community-based activity initially; for trainees 
and students-both community and institutional based 
B. Material: Buildings, space, renovations, teaching. 

Office space, secretarial support, phone, supplies, equipment, stipends for students salaries, 
curriculum materials for students. 

Faculty, staff and students volunteer time for CBPH activities. Allocation of space, staff and 
beverage/food for meetings. Self-financing of project evaluator. 

Participation in monthly meetings and investing time to develop new relationships with 
and mentoring students in the communities. 

Labor, copying, financial budgets. 
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None. 

Transportation. Support for community-based activities. Supplemental support for low-income 
members. 

"contributes" my time to this project; we occasionally have meetings at 

Transportation, staff. 

Stipends for participants (transportation and baby sitters)workshop/seminars; office space for 
meetings; technical assistant. 

Staff, office, equipment, without which we cannot preform our duties to the community. 

Our Organization has allowed a staff person the time to do training for the 

Initially, outside resources to help form partnerships (grant$). It is difficult to start otherwise. 
Helpful to have staff to allocate (requires this to be a priority). 

Expenses include space equipment phones postage, supplies all beyond what CBPH budget 
provided. 

Time for meetings, organization. Financial, for transportation. 

Salaries for certain faculty and staff not paid by the grant. Space for faculty and staff. 
Computers, phones, e-mail, fax. overhead expenses and financial management. 

Staff salary. Office type resources. Training $ (staff development) 

Travel time for meetings, arrangement of space for some meetings. 

Personnel contributed TDC, office space, meeting planning/ coordination, conference 
attendance, support for local community functions. 

Staff time. 

Staff time, in-kind contribution of office space, operating funds. 

Just staff time for meetings to date. 

Staff time to meet/listen to/plan with Community groups/members. Redeploying clinical 
personnel to community-based personnel (loss of clinical revenue). 

Staff, student, meetings and trained support RA to work on projects. Contributed time of 
faculty participants. 

Extensive investment of time which infringes on work or family time. Also requires use of 
equipment for requisite complex communication network. 

Loss of wages (as a volunteer type). Investment of time & energy (from regular job & from 
family). 

Staff time. 

We would like both compensation for professional tim~ devoted to CBPH as well as "service" 
dollars. 
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QSa. What strategies (if any) is your organization currently pursuing to provide for sustaining 
the CBPH? (Steps being taken.) 

Comment 

In collaboration with the community organization/network which resulted form initial 
collaboration fostered by the Kellogg funded CBPHI. 

Talks and planning currently in programs-no specific plans yet. 

1. Exploring other collaboratives and supporting such efforts. 2. Building on relationships 
established. 

Looking to sustain and interpreter training programs-will seek ongoing funding for 
cultural competence and interpreter training-will pay and send all interpreters to training. 

Merging our component with other similar initiatives: community partnerships for Health 
Professions Education (Kellogg) & AHEC. 

Assisting CBO's in developing grants. 

Building reimbursement rate. Grants. Resource development in private sector (i.e., corporation 
local companies) 

Seeking outside funding. 

Time of coalition coordinators to precept students. Support some public policy activities. 

Working with consortium on group plan. Looking@ funding thru other sources. 
Institutionalization. 

We are looking for extra funding. We have rec'd significant funding to expand programs 
initiated under CBPH. 

Our main prog, the Health Advocacy was institutionalized. Grant writing. Short/long term 
goals. New partnerships. 

Proposal writing. Networking. 

Continue to build relationships with academia. Continue to develop student placement ~ncept. 
Continue to develop Boards of Health relationships. 

Many of these are focal; some are deliberately covert. There is considerable intraconsortium 
competition for activities, resources, recognition, etc. 

Continuing work with patients and community groups. Maintaining contact with 
Health Dept, clinics & centers. Providing support for start-up and ongoing 

community activities & projects. 

(A) Already formed an ongoing core group representing community, academic, public 
components-univ & hosp will continue financial contributions. (B) Acquired funding from a 
variety of source (e.g. NIM CDC other foundations). '(C) Developed local initiatives and 
leadership--direct steering committees work with local businesses to raise funds. 

Exploring health careers; will become a part of the program. 
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Meeting to write new grants to other funding sources. Creating faculty practice plan which will 
be self-financing. Have created Associate Dean for Professional Education & programs office to 
sustain these efforts. 

Participating in "community health worker" sub group and networking with HB+S, School of 
Public Health and NSQ to plan CHW training programs. 

Maintain CBPH through other funding. 

Not sure as what they are. 

Endowment initiatives. Frugality /Rollovers. Proposal flooding. 

We have hired a grant writer. 

Looking at position of health career specialist. Developed formal agreement with 

School based Health Center. Training & CPR-endorsing business-academic institutions such as 
medical & dental. 

Collaborating with other CBO's for grants. Applying individually for grants. 

We are looking at other funders who would like to be a part of this model. Other projects that 
are health related that can be funded. 

On the fund development committee. 

Volunteers. Other funding. 

Have allocated funding from non-Kellogg sources in H Opt's budget. Working with CBO's to 
locate new sources of funding. Training large #'s of staff in the principles of CBPH and 
seeking their interpretation of model in practice. Identifying other places in the community to 
utilize the principles. 

Sustainability Committee- health dept participating on this. 

Leading grant proposal submissions. Submitting grant proposals. Increasing CBPH leadership 
role in the center for Public Health Practice. 

Several grants being submitted. Regular mtg across coalition to dev. future directions. 

Self-empowerment of resident. Concerned for Health Awareness. Community involvement. 

Seeking grants. Pursuing partnership ventures. Joint planning state CBPHI. 

Seeking alternative funding sources, redirecting existing funds, "institutionalization" of CBPH 
programs, transfer program activities to other agencies with similar goals. 

Shared Leadership & Model Development Training. Comprehensive Community Health 
Assessment to plan for future of Public Health. Constantly thinking about how to incorporate 
CBPH principles into changes undertaking. 

MINNESOTA CENTER FOR SURVEY RESEARCH 
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Developing several grant proposals. Developing self-supporting training program. Extending 
general state instructional support to 2 faculty participants. Institutionalizing courses and student 
practicums. 

Writing proposals to submit to local foundations and exploring bridge opportunities w/ Kellogg. 

Establishing 501-C-3. Collaborating with agencies for funding i.e., applications to foundations, 
government. 

Working actively with government and its committee structure. Writing proposals. 

Extensive reworking of the basic structure of Dept and its functions & giving directive & 
opportunity for major portions of communities Health Care delivery system to do the same. 

Developing budget initiatives for student interns of color. 
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Qlla. What organizational costs were unnecessary and how could these costs have been reduced 
or prevented? 

Comment 

In the beginning we needed, better communications between Kellogg staff and our organization 
as a member of the consortium-this did get better. 

Better organizational scheme initially. 

The suspicion that was created in part by the foundation of academic culture and watchers. 

Lack of trust at the start, lack of accountability and some partners that were not willing to go 
along with the CBPH vision. Lost valuable time and resources correcting or handling these 
issues. 

Board inefficiencies. 

Governance. 

By taking a more critical assessment re. our governing structure. 

Competition within community groups (CURE) within Institution and between community and 
institution. 

Cluster evaluation was inefficient-took substantial unfunded time away from programs. 

Too many meetings which were not focused and did not preclude an outcome. 

Too much effort in contracts and grants processing. Every allocation, no matter how small, 
from Kellogg was handled as a new grant in __ System. This created a significant unfunded 
accounting effort. 

Fewer meetings. 

Extra time was spent in meetings, travelling to meetings, and building the relationships across 
all 4 counties in the . Some good cross fertilization but high cost. 

Extensive involvement (time wise) in Consortium and Committee Meetings. 

Too much time on meetings and process. 

Time and energy could have been reduced if the partners had been a bit more homogeneous with 
less geographic distances between. 

Community based participants are often low-income & cannot afford to participate at consortium 
level. 

Actually, I think the WKKF grant was too large. 

Lengthy meetings; travel distances; frequency of meetings all had costs attached to them. 
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Q12a. Please describe which benefits and the reasons the benefits for your organization were not 
realized? 

Comment 

Poor selection of Exec. Director for Oakland Community Health Academy resulted in losing 2 
1/2 years of effective collaboration. Resolution of this problem delayed by Kellogg staff 
supporting Executive Director. 

We wanted more connection with the Health Dept and University. 

We were too busy building an organization rather than our relationships for two years. Now 
back on track. 

Training and CHW interpreters. Potential was only partially realized either due to poor 
management (internal leadership) and long term commitment to continue these training keeps 
coming up for requestioning. 

Partnerships could have been stronger. 

Opportunity to legitimize applied research at the community level. 

More substantive programs. Time spent on restructuring building trust. 

Stronger collaboration among partners. 

No faculty recognition of community teachers. 

Collaboration with other Orgs. 

Probably but none come to mind. 

Incredible opportunities for building business and revenue generation and training (career 
ladders) were missed in community because of personal power and ego. In the Institution the 
benefit in terms of a much more engaging curriculum in PH were never developed-lack of real 
commitment-only a few people carried this. 

Curricular change could have been more substantial- we wanted to revolutionize our teaching 
approach to make it modular; insufficient support to do so. 

I would like to see get financial support for CHW training and for special 
projects to empower poor families with problem solving and parenting skills. 

Closer working relationships with community member. 

We could have made a greater impact if we did not have to look for other funding. 

Seizing the opportunity to obtain several sources of funding; consortium was focused on other 
issues. 

Fewer policy changes than we hoped. 

CBPH was vague to most HD staff from its onset, more active involvement of HD staff earlier 
may have helped in realizing potential benefits at and earlier time and could possibly have 
impacted direct services differently. 

:MINNESOTA CENTER FOR SURVEY RESEARCH PAGE A-30 



( 

APPENDIX A 
ORGANIZAllONAL SURVEY 

It takes longer than 4 years to show the kind of capacity changes we hoped for both at coalition 
level and consortium. 

Could always do more and better. 

Better assessment of community needs and annual disbursemei;it of grant funds at fiscal level 
were very late and detrimental to local project. 

Probably not enough recognition of role and potential of managed care orgs in public's health. 

1. University partner could have played a much larger role. 
2. Political retrenchment at local gov't made more effective HD participation difficult. 

No "real" side-by-side shared work tasks exist even after nearly 4 years. 
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Q13a. Please explain the reasons for maintaining, increasing, decreasing, or stopping altogether 
your organization's involvement in CBPH. 

Comment 

Some uncertainty. 

We will continue to support the concept of the CBPH. 

Both CBPHI and are evolving and their future collectively may depend on 
evolving collaboratively. 

It will probably decrease because the Governing Board will probably disband and most of my 
involvement is in the capacity of board member. 

I expect we will find other vehicles to continue the collaboration. 

I would like to help broaden the continued function of the health academy through the 
(state), the health foundations and subscription of services by and 

other health facilities and institutions. 

We will continue to receive technical assistance from the University and some training from the 
community Health Academy. 

We are in a position to strengthen ties between and because I now both chair 
the and serve as Health officer for 

Faculty participation will be voluntary. It is unlikely that faculty will by able to identify support 
with indirect to sustain their participation. 

Because without funds the organization cannot continue without stipends---incentives. But on an 
individual basis I would continue to work toward the CBPH Goal. Volunteer. 

We have seen the positive effects of Public Health Community and Academia working together to 
strength community capacity (community health centers establish change in attitude of partners, 
respect) bring in new partners and new resources (Habitat for Humanity) private sector. 

Funding opportunities through Kellogg will cease. 

Some collaborations will continue---health department boards of health. To a lesser extent some 
community involvement. 

Streamlining to focus on Student placements. Other aspects will be curtailed. We will work on 
Community Health Advocates (CHA) Program and expanding MPH at 

We'll work with whatever is available. 

I believe we will continue to work with the student piece one way or another. This has been a 
successful area from my viewpoint. 

The activities at the consortium level will definitely be decreased. The work will be continued in the 
communities where the "action" has taken place. 

To maintain the level of involvement in the context of the restructured CBPH if funds are granted. I 
know that community, academia and the BOH in our community will continue to interact in specific 
projects as we are at that level. 
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This CBPH consortium will not/cannot re-invent itself. Without a larger vision and new partners, 
this consortium is not sustainable. 

Lack of funds and unstable leadership and conflict make it difficult to predict SOMETlilNG will 
remain. We learned enough to grow more, if personal agendas are abandoned. 

Participation in CBPH has been at a maximum level, and one that seems realistic and appropriate. 
We want to support sustaining of CBPH at the same level of involvement as in previous years. 

(a) Already in progress. (b) Important to both University and hospital goals. ( c) Increasing area of 
need to address national health care and related problem. 

The Public Schools will continue to participate in all consortium meetings and 
activities. 

We are strengthening our focus on the community---basis for the public's health. We have invested 
in new leadership in the area and are committed to making substantial curricular reform. 

We continue to benefit from networking with School of PH and School of Nsg faculty and students. 
As community Health Worker role and opportunities increase we will work with CBPHs to develop 
CHW standards and training. 

Is our mission of organization to educate future providers and community about homelessness. 

It was just a program that lost its funding. 

We must maintain our commitment to easing or solving the particular health concerns of those 
residents in that area. 

CBPH goals, objectives and projects will be folded into the on-going operations of the Agency. 

We have institutionalized our relationships. 

We will continue to collaborate with other CBO's. 

Because our future funding is not in place, we may have to lay off workers and that will affect our 
ability to provide the kind of involvement that we are now. 

We do not see the Consortium being able to operate without funding. Some of the entities, e.g. 
Special Institute, will seek funding on their own, without the help of the Consortium. 

We will continue as volunteers if necessary. 

It is a better way of doing business. More energy focused on team level initially. 

Expect to continue these activities outside the CBPH structure. 

We still have a way to go in truly involving community members in decision making and delivery of 
services. Until that happens we will go on with what we have. Management has recently made key 
decisions without use of community input. 

Faculty will diminish efforts to some extent to work on other funded activities. More of leadership 
role will spread to other parties. 

is vecy committed to philosophy---collaborations of CBPHI. Institutional changes here 
will ensure that we move forward. 
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The organization will maintain at a constant level its present practices with the residential community 
pushing for the appropriate issues to be handled. 

has a commitment to continue this valuable community service which strongly enhances 
the agency's mission and mandate. Health care remains one of America's most crucial priorities, 
more specifically the health needs of poor and disadvantaged. 

Original commitment regardless of funding level. Cooperation is important. 

We have committed resources to continue the Health Dept. 's portion of CBPH. We're assisting with 
search for other ways to sustain. 

I hope we are able to maintain at a minimum our involvement with CBPH. I would like to see our 
organization increase it's involvement and I think there is potential to do so. 

Change in Health Dept's come slow, but the momentum is growing particularly as the health care 
industry undergoes changes reflected by Managed Care. 

Good relationships have been built; good projects under way. 

Our organization was born out of the CBPH grant. Our raison d'etre are embedded in the goals of 
CBPH. We have found success and developed relationships which will to increase our efforts and 
effectiveness. 

Due to reorganization of consortium the slow down effected progress toward goals but we are still 
determined. 

Our level has been too big that it is time for other community-based orgs to assume more 
control/responsibility. 

Several new initiative have been established already with several partners. Bigger picture though is 
that the entire H.D. structure and function has changed to allow entire community to have a role not 
just a CBO representing an underserved picture of that community. 

No money, no involvement. However, we will more than likely continue to collaborate with CBPH-
--like ventures. 
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Aggregate Total of CBPH Membership Characteristics 

October 1992 - March 1996 

Number(%) ofLMD Percent Percent Public Percent CONSORTIUM 
Active Members Members Retained Academic Health Practice Community 

California 48 3 of 9 (33%) 17% 23% 58% 

Georgia 24 6 of 8 (75%) 17% 38% 46% 

Maryland 61 8 of 13 (62%) 43% 16% 41% 

Massachusetts 44 12 of 15 (80%) 18% 20% 64% 

Michigan 45 18 of 27 (67%) 44% 16% 40% 

North Carolina 56 18 of 21 (86%) 30% 27% 43% 

Washington 23 3 of 8 (38%) 26% 22% 48% 

Total 301 68 of 101 (67%) 30% 22% 48% 

CBPH Indicator: Membershlp/6/14/96/0HT 

Percent People Percent 
of Color Female 

79% 60% 

71% 71% 

54% 46% 

16% 59% 

56% 58% 

66% 52% 

57% 43% 

56% 55% 
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Aggregate Total I LMD I Per I I Per 2 I Per 3 I Per 4 I Per 5 I Per 6 I Per 7 

Membership Oct'92 Mar'93 Sept'93 Sept'94 Mar'95 Sept'95 I Mar'96 II Total I Ave 
Membership Count ==="=========:>=<=::=:=:,://====--== =====<===-=,:,=:=::=:=,:::,,=== =-=----=::::=- ·=,=====,=::::,:::::::::,:~=:::::= ::=:, . __ ::=:::=::::,:,,,=:::::. 

# Involved ---- 101 128 - - 76 . . .. 29 ~ 48 39 39 -- - --~------------- -1r---·-- ;65 I 58 
---·- ~--·---

# No Longer Involved 0 -9 -14 -32 -36 -24 -23 -26 II -164 I -21 

# Currently Involved IOI 220 282 279 291 306 322 301 301 263 

% Retention of LMD Members 100% 93% 91 % 80% 76% 72% 68% I 67% 

% Growth from LMD Period 100% 218% 279% 276% 288% 303% I 319% I 298% 

% Change from Previous Period 100% ll8% 28% -1 % 4% 5% I 5% I -7% 

Constituency LMD Per I Per 2 Per 3 Per 4 Per 5 I Per 6 I Per 7 II Total II Ave I Current % 

Academic 42 39 18 -2 -9 6 I O I -5 II 89 II 11 I 30% 

Health Practice 18 30 3 0 12 5 I 3 I -5 II 66 II 8 I 22% 

Community 38 50 41 o 9 I 4 I 14 I -11 11 145 II 18 I 48% 

Other/Unknown 3 0 0 -1 0 I 0 I 0 I O It 2 11 0 I 1% 

Ethnicity ____ -----------· -.····· . ______ _ 

Total Known Persons of Color 51 61 44 5 10 9 4 I -14 l~O II 21 I 56% 

African Am 39 47 31 9 1 5 -1 I -5 JI 126 II 16 I 42% 

Asian Am 2 0 3 -2 4 1 3 I O 11 11 11 l I 4% 

Hisp/Lal/Chic 7 7 8 -2 2 6 3 I -8 11 23 11 3 I 8% 

Native Am 2 6 2 -2 3 -3 0 I -1 II 7 II 1 I 2% 

Biracial/Other 1 l 0 2 0 0 I -1 I 0 II 3 II 0 I l % 

Caucasian 49 55 20 -6 2 6 I 13 I -7 II 132 II 17 I 44% 

Unknown l 3 -2 -2 0 I 0 I 0 I 0 II 0 II O I 0% 

Gender r' .... ,, ,,,.,,,1,,,,, fr,,,,.,,., '''I''•·•.•.., r·· ......... , r.,.,., .. ,,. ,,.,r,M·'•'"'' 
Male 52 45 29 -3 6 8 I 6 I -6 11 137 11 17 I 46% 

Female---~- 49 74 33 o 6 I 7 I 11 I -15 II 165 11 21 I 55% 

Note: These data arc based on information provided by CBPH Consortia Members on Individual Membership Forms. This information is updated every six months. 
CBPH Indicator: Membershlp/6/14/96/DHT Page 8 
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Resources Generated 1992-1994 Oct'94 - Mnr'95 Apr'95 - Sept'95 Oct'95 - Mar'96 Total 

Aggregate Total # $ Award # $ Award # $ Award # $ Award # $ Award 

Core Grants 

Academe 3 $47,500 1 $108,000 0 $0 1 $100,000 5 $255,500 

Community 9 $147,347 2 $56,000 0 $0 0 $0 11 $203,347 
----

Public Health 2 $89,690 2 $40,000 0 $0 0 $0 4 $129,690 
-- - ---· ------- -~-- ----~ . 

Other 1 $6,000 0 $0 0 $0 1 $150,000 2 $156,000 

Total 15 $290,537 5 $204,000 0 $0 2 $250,000 22 $744,537 

Spin-Off Grants 

Academe 8 $5,399,000 3 $244,528 3 $1,684,295 4 $3,500,000 18 $10,827,823 

Community 3 $199,000 12 $1,556,900 2 $52,500 3 $555,400 20 $2,363,800 

Public Health 1 $180,000 0 $0 5 $477,000 1 $40,000 7 $697,000 

Other 1 $250,000 0 $0 0 $0 0 $0 1 $250,000 

Total 13 $6,028,000 15 $1,801,428 10 $2,213,795 8 $4,095,400 46 $14,138,623 

Grand Total 28 $6,318,537 20 $2,005,428 10 $2,213,795 10 $4,345,400 68 $14,883,160 
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Aggregate Total 

1992-1994 Oct'94-Mar'95 Apr'95-Sept'95 Oct'95-Mar'96 Total Diversity: Recruitment of Minorities 

StudcnL5 admitted to acad. institutions IOI 6 14 3 124 

Faculty Hired 12 7 0 3 22 

Staff hired 34 12 11 9 66 
·-

... in Academe 14 5 4 1 24 
-------

... in PHP 6 1 3 0 10 
-·---

.. .in CHO/Coalitions 14 6 4 8 32 

Total 147 25 25 15 212 

Research/Evaluation Efforts # Studies # Auth. # Studies # Auth. # Studies # Auth. # Studies # Auth. # Studies # Auth. 

... in Academe 12 43 9 15 8 12 10 16 39 86 
.. -- ·---· - ----- ----------- -------------------- - - ----·------- --------- ------------ -- ----------- ..... ---------- -- --------- - ------ --- - - -- - ------- -------- ---- ------

... in PHP 0 0 2 4 0 0 0 0 2 4 
---~--

... in CEO/Coalitions 0 0 3 9 0 0 0 0 3 9 

Total 12 43 14 28 8 12 10 16 44 99 

Policy 1992-1994 Oct'94-Mar'95 Apr'95-Scpt'95 Oct'95-Mar'96 Total 

Educational Strategies 10 6 19 13 48 

Policy Influentials 0 15 7 IO 32 

Health Policies Targeted 8 5 8 14 35 

Organizational Policies Targeted 5 2 4 I 12 

Policy Products Produced 6 I 5 2 14 
.. 

Other 2 1 3 I 7 

CBPI I Indicalors: Divcrsity/Rescarch/Policy/6/14/96/DIIT Pagc8 
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All CBPH Consortia 
Activities Affecti'ng Communities 1992-1994 Oct'94-Mar'95 Apr'95-Sept'95 Oct'95-Mar'96 Total 
Youth Activities # Activ. # Part. # Activ. # Part. # Activ. # Part. # Activ. # Part. # Activ. # Part. 

Total 37 3188 27 2691 31 2338 25 2429 120 10646 

Health Worker Activities # Efforts # Part. # Ellorts # Part. # Etlorts # Part. # Efforts # Part. # Efforts # Part. 
::::::::::::::-:-:-;. .-.-.:,;.:,:,:::::::::::•. ::::::::::=:: ::::::::::;:: ::·:·:·:···· ::: ~:::::7:::::::::;::::::;::::>:•:•:•:•:-~-- :;::::::::::::::::::::::;::::;:;:;:;:::::;:;:;:::: 

Indigenous 

Training 200 9J 161 143 597 

Practicing* 135 142 :WI FtlttfttltJ 233 233 

Health Department Outreach 8 19 9 II\ftlt=tLffI=:1 7 43 

Health-Related Efforts # Efforts 

Assessment 20 
--

Campaigns 17 5025 39 3853 29 3900 25 3191 110 15969 ------------ ---------- -----

Education Seminars 28 331 28 789 21 776 18 1427 95 3323 ------

Specialized Services II 731 12 2272 8 1946 11 3743 42 8692 ---------- - -·-------- ---·--

OLher 15 5580 7 0 6 438 2 0 30 6018 ----------- ------------------------ - -- --- -----·- - ·-- ---·- - ---- ------ ---------- ------- -----
Total 91 11667 99 6914 70 7060 64 8361 324 34002 

I 

Community Development Activities # Efforts # Rccip. # Efforts # Rccip. # Efforts #Recip. # Efforts # Recip. # Efforts # Recip 

Information blitzes 9 3337 13 6950 13 12290 9 6595 44 29172 
--- --·-- ----- --- -- ---------- - -- ----- -

Meetings, forums, summiLS 29 1727 16 1734 6 805 8 2854 59 7120 ----·------------ -------

Training/educational workshops 29 990 12 487 9 516 9 300 59 2293 --

Mobilization Efforts 52 120 14 763 2 60 14 2710 82 3653 

Other I 4 I 100 I 4 I 157 6 78 3 6 17 341 
-

Total I 123 I 6274 I 59 I 10091 36 13749 43 12465 261 42579 
I ----

CB Pl I Indicators: Community Activitic5/6/14/96/DIIT Page 8 
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Institutional Changes: Aggregate 1992-1994 Oct'94-Mar'95 Apr'95-Sept'95 Oct'95-Mar'96 Total 
Academic Settin~ 
Curriculum review. evaluation, or rcvisiQn _ .. _ ·---- _ ____ __ __ 

- -- -
3 2 3 2 10 - - --~----

Creation of interdivis~O!IJII curricula/joint qc__g!CQ.. ___ 1 0 l 0 2 - - ------ ---- - ·-------·-·-------Creation of a new CBPH specialty/concentration _________ 4 
---------- 0 3 0 7 

Develonment of new 2rinci2les or nrotocols for CBPH res~;u:~~ __ 4 . 0 -
2 0 6 

Creation of new ~ositions to SUQl)Ort CBPH Qhilosonhy ______ 13 4 3 l 21 
Change in tenure ~oJicy rewarding CBPH rcsearchfteachinwscrvice 2 0 0 0 2 
Other changes 6 3 6 3 18 
Total 33 9 18 6 66 
Course Dcvclo~mcnt and Revision # # Part. # # Part. # # Part. # # Part. # # Part. 

Courses Develo~d 22 357 4 98 3 57 2 15 31 527 
Courses Revised 29 1431 14 589 7 175 2 202 52 2397 

Total 51 1788 18 687 10 232 4 217 83 2924 
Student Involvement # # Part. # # Part. # # Part. # # Part. # # Part. 

Course related field exneriences 20 464 11 214 5 93 7 255 43 1026 
Degree related Qractiq~intemshiQS ---- 120 207 13 51 14 115 7 10 154 383 
Graduate research assistantships 

- ------···- 63 63 26 24 22 22 22 22 133 131 
Total 203 734 50 289 36 137 36 287 330 1540 
Professional DcveloQment # # Part. # # Part. # # Part. # # Part. # # Part. 

Academe {facultv. staff & students) 14 195 24 299 7 43 5 242 50 779 
Public Health Practice 12 581 4 71 6 44 4 15 26 711 
Community-Based Organization 11 180 14 49 14 80 15 180 54 489 

__ Mixed_G.-oup (Academe,PHP & CBO) -------·~--- 10 246 6 227 12 386 18 606 46 1465 
Total 47 1202 48 646 39 553 42 1043 176 3444 
Public Health Practice SettinS? 
Develo~mcnU:revision of Qractices to include communication loops 2 3 l 3 9 
Revision of mission statements. J?Oals. obiectives 2 0 2 0 4 
Reorganization of deQartments2 divisions, or staffing 5 0 1 0 6 
New strategies to increase inter-agency communication 4 2 1 3 10 
Develooment of new orograms and activities 6 2 l 2 11 
Creation of community advisory board 5 l l 0 7 Other changes 7 l l 2 11 
Total 31 9 8 10 58 
Community-Based Ort?anization/Coalition Setting 
Development of new oro1rrams. activities. oroiects 20 3 9 5 37 
Expansion of membershio. communitv renresentation 8 3 3 3 17 
Develooment of board structure. mission. l.!oals and obiecti ves 9 2 1 l 13 
Acouisition of 50HC) 3 Non-orofit status 3 l 0 0 4 
Other changes 2 2 l 2 7 --
Total 42 11 14 11 78 
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--~ .·-· 
All CBPH Consortia 

Constituency Linkages 1992-1994 Oct'94 - Mar'95 Apr'95 - Scpt'95 Oct'95 - Mar'96 Total 

Comrnunity=>Academe Linkage 

Com'ty members guest lectured 53 29 16 22 120 

Com'ty members co-instructed/co-designed course 4 7 9 4 24 

Com'ty members precepted students 32 27 8 30 97 

Com'ty members served on acad. committees 19 18 4 5 46 
-· 

Total 108 81 37 61 287 

PIIP=>Academe Linkage 

PHP members guest lectured 19 22 7 8 56 

PHP members precepted students 19 15 17 0 51 

PHP members served on acad. committees 8 6 3 1 18 

PHP members co-instructed/co-designed course 5 3 9 5 22 

Total 51 46 36 14 147 

Academe=>Community Linkage 

Acad. members served on CBO boards 11 13 7 l 32 
-- -- - -----------· 

Acad. members served in community 22 7 8 0 37 

Total 33 20 15 1 69 

Academe=>PHP Linkage 

Acad. members served on health advisory boards 6 2 8 1 17 

Community=>PHP Linkage 

Com'ty members served on health agency boards 6 19 14 10 49 

PHP=>Community Linkage 

PHP members served on CBO boards 8 2 3 0 13 

Other 6 6 4 1 17 
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