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Abstract

Background. Engaging community has become a fundamental approach to improving health
outcomes in resource-limited settings. Community coalitions, comprised of resident activists that
mobilize to improve local conditions, are frequently utilized as partners for community-engaged
research. However, there is limited research that documents how these partnerships affect the
coalitions. The purpose of this study was to evaluate the effects of researcher-coalition
collaboration in the pilot year of a four-year intervention program targeting childhood obesity in
rural, low-income communities.

Methods. Twelve pre-established community coalitions from seven states were selected to
partner with academic researchers in a quasi-experimental study, and then assigned to either the
control (n=6) or intervention (n=6) group. Both study arms received funding and access to a
menu of evidence-based tools, but the intervention groups were also provided a trained
community coach. Member survey data from a Coalition Self-Assessment Survey (CSAS) tool
was completed at baseline and at one-year follow-up.

Results. CSAS data were analyzed to identify factors related to coalition function and efficacy,
and significant changes in both experimental groups were identified. Change in measures of
membership recruitment, coalition capacity and coalition communication were unique to the
intervention group. Problems for participation were alleviated significantly on all measures in the
control group. Comparison of the study groups at follow-up demonstrated that greater research
involvement positively impacted membership recruitment and coalition action plan.

Conclusion. The data suggest that coalitions with a higher degree of partnership interaction may

be more successful in addressing problems impacting their communities.
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For the communities, near and far, affected by lack of access.



Chapter 1 - Review of the Literature

According to the CDC, health disparities are “a type of difference in health closely linked

with social or economic disadvantage.™

This term often invokes images of stark contrasts in
health status among geographic locations, particularly between developed and underdeveloped
countries. However, these disparities are not always so evident. Rural Americans have
disproportionately higher rates of preventable diseases (including obesity, diabetes and

234 and health-risk behaviors (such as smoking, physical activity, and poor diet),”> While

cancer)
there is a growing focus on eliminating health disparities in rural environments, much of the
emphasis has been placed on increasing individual access to care* rather than on encouraging
collaboration between sectors and communities with specifically defined objectives.®

Community-based approaches to public health have been utilized in both developed and
developing communities to address health disparities.” Coalitions, community partnerships, and
related approaches have been identified as promising strategies to engage local stakeholders.'**
Although community-engaged research (CEnR) has been employed within public health
initiatives over the past decade,® there is limited published literature that evaluates how CEnR
processes transpire.”®*!* Thus, it is meaningful to identify the characteristics and capacities of
partners involved in CEnR projects.’®*

The purpose of this review is to examine the relevant literature regarding partnerships
between the community and researchers in public health. The review provides a broad overview

of rural health, community-based approaches to health interventions, and the role of community

coalitions in public health research.



Rural Health in the United States

A mere 15 percent of the United States population lives in rural areas that constitute
72 percent of the nation’s land mass.*® Rural populations are burdened by the same barriers to
health that affect other communities nationally,*” including lack of availability, high costs, lack
of insurance coverage,'® and language.'® While these hurdles are universal, the geographic
isolation of rural populations, in particular, exacerbates their impact. When compared with urban
areas, rural communities are often less educated, possess a lower socioeconomic status, have a
greater proportion of elderly residents, and demonstrate a higher occurrence of chronic medical
conditions.*®*#?° Rural communities are also disproportionately affected by a lack of healthful
food options® and limited access to recreational facilities and activities.?? Further perpetuating
this problem is a lack of state and national health policies and programs in these regions due to a
lack of locally available data.?® The absence of such programs further exacerbates the obstacles
already faced by these populations. Access to healthcare is a significant contributor to the health
disparities plaguing rural Americans, and much of the current literature focuses solely on this
barrier.*®?32* Unfortunately, means of improving accessibility tend to concentrate on building

24,25

the rural healthcare workforce,” > yet there is little evidence that such strategies appreciably

enhance preventive services and resources.?
Rural populations have higher rates of tobacco use, lower rates of physical activity, and

demonstrate lower consumption of fruits and vegetables.>>% These behavioral risk factors are

17,23

associated with lower incomes and education levels™ " that are characteristic of rural regions.

Mortality and morbidity rates due to chronic disease in rural communities are also higher,*"?

which is likely related to these behavioral risk factors. Even residents’ perception of their health



is lower, as denizens of rural areas were more likely than their metropolitan counterparts to
respond that they were in fair or poor health.*’

Children living in rural communities may be 25 percent more likely to be overweight or
obese.?*?” One study estimated that when controlling for race, income, and parental education,
this figure increases to 54.7 percent risk.?® Evidence suggests that environmental effects in rural
communities are primarily to blame for these rates of overweight and obese,”® which may be due
in part to small population sizes with low tax bases.*® Effects of limited local governments and
sparsely populated communities that may impact childhood weight status include: few available
open public spaces nearby, neglect of spaces that are public, dangerous roadways with few
marked pedestrian crossings, and lack of access to fresh fruits and vegetables.*

From a perspective of the social ecological theory, the health inequities of rural
populations are socially and culturally constructed, determined, and interrelated.®* The increased
burden of disease in rural populations is the combined result of individual, relationship,
community, and societal factors.***? Over the past 15 years, an ecological approach to public
health has garnered greater attention.®*3® By examining and better understanding the interplay of
external and internal factors along the social ecology continuum, interventions that address
health disparities in rural communities are more likely to succeed and persist.®**>*" For
individual behavioral change to be sustained, it must be supported by an environment that
encourages progress. To this end, engaging local stakeholders has been identified as a critical
step for targeting groups in the U.S. that at one time were considered inaccessible.?*%3238
In developing countries, it is widely accepted that whole community participation and the
32,38-40

engagement of specific partners is essential to the success of health intervention programs.

Rural communities in the U.S. may benefit from the same attention by tailoring user-specific



programs. While such communities may share some common attributes, the “one-size-fits-all”
approach to addressing health inequities is ineffective since it fails to meet population-specific
needs.?**® Even though uniformly implemented policies may appear translatable, recent
experience argues otherwise. Researchers have noted that public health in rural America more
commonly manifests as an “informal collaboration of non-public health partners and volunteers”
rather than as a formal agency.?® Engaging communities in a partnership approach has been
identified as a promising strategy to align local practices with evidence-based health

interventions, thereby ensuring the successful uptake of these programs,2%:232437.38:41

Community Engagement and Public Health: “Applying what works, and

doing what is right for the setting”**

Traditionally, research was conducted with a top-down approach: labs and
clinical/academic institutions had little involvement with the intended beneficiaries.** However,
these methods fail to address complex problems unique to distinct communities.?02%2443-45
Alternatively, CEnR is viewed as “the keystone to translational medicine and improving the

health of the nation.”**

Defined as a “continuum of possibilities for research conducted with
community partner participation,*®” CEnR is not a research method,*”*" but rather an approach to
research. It functions as a framework for conducting research with an ecological approach,” in
which methods of evidence-based research are employed with a community focus.®*® These
approaches may be used with either qualitative or quantitative research.* It is important to note
that the term “community” is commonly used to refer to a cluster of individuals in a defined
geographic area. In the context of CEnR, however, “community” may be used to focus on a local

shared identity or relation.***®



CEnR versus traditional research

The majority of published literature on CEnR focuses on the structure of partnerships or
capacity change in a given community.*t*21424374030-62 1n comparison to traditional research
approaches, involvement of the community has been found to enhance project quality, likely due
to the unique perspectives offered by engaged partners.*®®® Research demonstrates that

63,64 ;

improve health outcomes, 36571

employing CEnR may strengthen the quality of findings,
and reduce health inequity.** Incorporation of community stakeholders in all steps of the research
process is tantamount to CEnR’s demonstrated success. These steps include:

e Development of research questions (Language)’

e Subject recruitment

e Identification of subject risk

e Improved outcome measurement tools

Data analysis and interpretation

An added benefit of CEnR is that research findings are more translatable to practice due to
unified recommendations to inform and influence policy.*” As such, the sustainability of
programs and resources is also enhanced.®®”® While building community capacity is rarely
acknowledged as an outcome of community-based research, it is often a key element in the
process.®® Several studies have demonstrated enhanced capacity through additional grant
funding, job creation, skill building, coalition empowerment and the success of effective
programs.®®"® The ability to conduct research was frequently reported as evidence of
strengthened capacity.®

Unlike traditional research, the manner in which CEnR contributes to intermediate- and long-

term outcomes may not be clear.>” Also, due to the nature of CEnR, randomized controlled trials



may not be practical or ethical (e.g. in cases where one group is offered treatment, and the other
is not).%® Most notably, change may not be evident as quantifiable progress toward long-term
health outcomes because these indicators (morbidity and mortality) can require a decade or
longer to manifest.>” Moreover, much of the published literature regarding health outcomes
describes highly varied treatment approaches, so studies are difficult to compare. Of studies that
reported a positive impact on health outcomes, it was not determined that those impacts were
attributable to CEnR.% Yet data from CEnR case studies that examine behavioral risk factors
(e.g. teen sexual risk reduction and pregnancy, lead poisoning, and alcohol-related motor vehicle

accidents) suggest that CEnR may enhance the uptake of long-term outcomes.’

The Continuum of CEnR

In research, community engagement occurs on a continuum,”*%4°

ranging from low to
high levels of collaboration. Variations in the partnership approach include strength of
engagement, research objectives, scale of target, length of study, community history, and
politics. These variants result in an array of collaboration levels.*® Community-based
participatory research (CBPR) is a form of CENR that represents the apex of a community
partnership approach.”” CBPR is an enhanced form of CEnR characterized by involvement of the
community in every aspect of a research project: from identifying the objective, to study design
and data collection, to analysis and dissemination.**® While the term CBPR is often misused in
labeling research that involves any degree of community engagement, many of these projects do

not meet the precise definition of CBPR in its entirety.*?

Barriers of CEnR

Working with community partners brings unique challenges. First, a long history of

research abuse leaves community partners weary of involvement in academic research,'* as

6



previous public health studies were conducted “on,” rather than alongside, communities.*®"

Additionally, sociocultural differences between academic and community partners may be a
barrier to establishing a strong working relationship.®®

Another barrier to CEnR is the issue of time. Community partners cite competing
priorities as they assume research as an added responsibility outside of (or in addition to) their
standing role in the community.*”**® One article reported that the loss of staff availability due to
involvement in CENnR reduced community exposure; the same article reported that community
partners may have introduced recruitment bias into the research process.®®

Unrealistic expectations of community members was also reported as a barrier in some
studies.*®*>* Community members may expect results shortly after a project concludes, so the
time that it takes to analyze and publish data could be alienating.*®

Barriers to research do not exist solely at the community level, as academic partners also
encounter challenges. A major consideration for researchers is time; planning research studies,
building relationships, and communicating with stakeholders requires a considerable
investment.*® And as noted above, the time it takes to achieve an appreciable population change
can also be limiting.>’ In relation to the unrealistic expectations discussed, the dissemination of
findings can also be challenging: many academic journals do not publish articles whose findings
have been reported previously, thereby restricting the authors from releasing outcomes to the
community.*® While CEnR approaches have become more mainstream, securing funding for

non-conventional research projects may be difficult.*>">®

Coalitions: The Pathway to Community Capacity

Community coalitions are comprised of community activists that mobilize locally to
promote improved conditions for their community.”” Coalitions may include parents, teachers,

7



government officials, law enforcement officers, business owners, non-profit groups, religious
leaders, health providers, or simply concerned citizens.? In the United States, there are
thousands of community coalitions focused on improving health issues.>? These groups represent
a rich resource of abilities and expertise and are a logical partner in the employment of CEnR.*°
A key benefit to engaging community coalitions is that they can reduce the burden of
time and increase manpower. Coalitions obviate the arduous process of identifying key
stakeholders in the community, establishing connections and pooling local expertise and
resources.®® Also, health-focused coalitions usually have a predetermined agenda for solving

complex health problems affecting their community;’*%>°

such coalitions have pre-established
roles in local community health outreach, media campaigns, health screenings, classes, and
support groups.™

The principal challenge of partnering with community groups is that not all coalitions are
created equal. Coalitions do not report to a governing body,® tend to be volunteer-based,* and
vary in the quality of infrastructure.'®® Numerous frameworks exist that attempt to determine
the processes and characteristics that lead to a given coalition’s success.®® Florin et al. proposed
that community coalitions move through stages of development that eventually lead to
community action. The stages described in the study include initial mobilization, establishing an

organizational structure, building capacity for action, planning for action, implementation,

refinement, and institutionalization.
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Figure 1.1 Stages of Coalition Development™®

Later, Butterfoss and Kegler advanced these principles with their Community Coalition

Action Theory (CCAT). The researchers theorized that coalitions are iterative and evolve

through the previously proposed stages of development as they form, maintain, and address new

issues. The CCAT incorporates key concepts, external factors and internal processes along the

stages of coalition development, designating fourteen constructs that provide a framework for

understanding the characteristics that facilitate coalition success.®?> More recently, Kegler and

Swan posited that the CCAT should be altered to include a direct path between coalition

processes, leadership, and staffing to community capacity, since coalition member engagement

(defined as participation and satisfaction) is not necessarily the key mediating variable.™

Ongoing evaluation and continuous feedback,” through external or internal evaluation, are

necessary to continually refine and modify plans and strategies and/or put new ones in place,
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Figure 1.2 Community Coalition Action Theory®

While the Stages of Coalition Development and the CCAT constructed a road map to
coalition development, these methodologies cannot measure the association between coalition
characteristics and a community’s capacity to respond to public health problems.>***"® Although
several studies have reinforced the logic behind the CCAT (linking coalition constructs to short-
and intermediate-term indicators of coalition efficacy,*”**88% |ong-term measures are
lacking.>* These findings echo the challenges of CEnR already discussed: that measuring long-
term health outcomes may require a decade or longer to appreciate a change in health status.*’
Unfortunately, these timelines are not practical for three-to-five year projects.® Similarly, few
studies have documented a change in health systems relative to coalition action.®®

Although community coalitions are frequently utilized as partners for CEnR projects,
there is a gap in the literature that addresses how these partnerships affect established community
groups. It is suggested that future research on community coalitions should be based in coalition

theory or assess theoretical constructs.’®%
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Summary

While public health efforts rooted in local communities (often via CEnR approaches)
have been successful in addressing complex health problems and reducing health

432384081 there is limited information that addresses the evolutionary process of

disparities,
researcher/community partnership.**>">% Historically, researchers have focused on health
outcomes, but those measurements are not always practical for the duration of a project®”*® and
may not address how those outcomes manifested.®

No studies were identified that evaluated changes in coalition characteristics after the
pilot year of a CEnR partnership. Furthermore, no studies compared the level of researcher
involvement (hands-off versus intensive) on the success of community coalitions in a dose-
response type study. According to the CCAT, coalition function influences community health
outcomes indirectly through the iterative process of coalition evolution.®® When a coalition
partners with researchers, it can be inferred that the constructs determining coalition progress
have been altered, therefore impacting the community’s capacity to address public health issues.
This study seeks to evaluate the effects of CEnR partnership on existing rural community health

coalitions involved in the pilot year of a project named Mobilizing Rural Low-income

Communities to Assess and Improve the Ecological Environment to Prevent Childhood Obesity.

11



Chapter 2 - Methodology

This study is a component of Mobilizing Rural Low-income Communities to Assess and
Improve the Ecological Environment to Prevent Childhood Obesity, a collaborative, multi-state,
multi-disciplinary research project to address childhood obesity in low-income, rural
communities. The purpose of this overarching study was to examine the extent to which an
Extension intervention, focused on building community capacity using a community-coaching
model in rural community coalitions, contributes to the communities’ increased ability to prevent
childhood obesity. At the time of conception, this was the first research study to bring academic
researchers from multiple states together in a community development approach to address
health disparities in rural communities.

Procedures were reviewed by the Institutional Review Boards of Kansas State University
and academic institutions in partner states to ensure that participants would be fully informed and
that consent was obtained in all instances.

This project was supported by the Agriculture and Food Research Initiative, Grant
Number: #2011-68001-30100, from the USDA National Institute of Food and Agriculture,
Childhood Obesity Prevention: Integrated Research, Education and Extension to Prevent

Childhood Obesity, Program Code A2101.

Sample Population

The study population consisted of fourteen pre-existing community health coalitions
located in rural low-income communities in seven states. Two coalitions from each of the
following seven states were identified to partner with academic researchers over four years:

Indiana, Kansas, Michigan, North Dakota, Ohio, South Dakota, and Wisconsin. South Dakota,

12



with two initial coalitions, had one coalition compromised during year one and was excluded
from analysis.
All community coalitions selected met the following inclusion criteria:

e Coalition must already exist and display interest in preventing childhood obesity

e Strong Extension Family and Consumer Sciences Educator presence

e Classified as “Rural” by the USDA (population less than 49,999 people)

e Poverty rate greater than 14.3% (national average)

e High participation of children in preschool programs

e Able to commit to a four year project (2012 — 2016)

e Within states, communities must be comparable in size and demographics
Additionally, coalitions completed a rigorous application process to demonstrate ability to

address childhood obesity in their community (Appendix A).

Study Procedures

Utilizing a quasi-experimental design, two community coalitions from each of seven states
were selected to partner with academic researchers. State-specific research teams were
responsible for selecting the two community coalitions that best aligned with project inclusion
criteria. The two coalitions were then randomized to an intervention or control protocol.

e Both groups were provided $5,000 annually to support the implementation of evidence-
based interventions targeted at building healthful environments for four-year-old
children.

e Coalitions assigned to the intervention group were provided resources to hire a half-time,
trained, community coach who led community capacity building activities. Coaches led

the intervention coalitions in identifying appropriate project activities that met local
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needs, determining activities that could have the most impact on the prevention of
childhood obesity, and developing a plan to implement those activities. Coalitions in this
group were also provided a menu of evidence-based and evidence-informed interventions
and strategies to assist the intervention coalitions in implementing strategies to improve
the environments of 4-year-old children.

e Coalitions assigned to the control group received no community coach or project team
involvement beyond providing a menu of evidence-based and evidence-informed
interventions and strategies to assist coalitions in implementing strategies to improve the
environments of 4-year-old children. This was the same menu made available to the
intervention group.

Coalitions were overseen by academic partners consisting of a project director (PD) and
state-specific co-PDs. Project coordinators were hired to manage the project in each of the seven
states.

At baseline (fall of 2012), all members of the fourteen coalitions were asked to complete the
Coalition Self-Assessment Survey (CSAS),® regardless of the length of their personal coalition
involvement. Surveys were distributed by mail or at coalition meetings” and returned directly to
the project coordinator and/or PD at the same coalition meeting or by mail.” The survey took
approximately 30 minutes to complete. Responses were confidential and were only coded
according to state and treatment group. Methods for completing the survey varied by state.

During the pilot year of the project, coalitions were charged with identifying and

implementing intervention(s) to address childhood obesity locally. Each coalition was provided

" Coalition members were notified that academic partners would be attending the monthly coalition meeting prior to
the meeting time.

T When coalition members were asked to submit the completed survey by mail, return postage was provided to them.
14



$5,000 to support project implementation. Community coaches became actively involved with
treatment coalitions.

One year post (fall of 2013), all current members of the fourteen coalitions were asked to
complete the CSAS, regardless of if they had completed it at baseline. Methods for completing
the survey varied by state and did not necessarily correspond to the method of collection utilized

in that state at baseline. All surveys remain anonymous.

Measures

The CSAS tool was used to capture quantitative data regarding coalition structure,
functioning, leadership and effectiveness of effort (Appendix B). The CSAS was developed in
2000 by the Robert Wood Johnson Foundation as a tool for coalitions to gain feedback regarding
how coalition members perceive coalition functioning.2® The CSAS consists of 41 key questions
and is available in English and Spanish. The CSAS has previously been identified as a promising
instrument for measuring components of the CEnR approach based on the high face validity
and in-depth use of the tool within the respective setting.%® Coalition-specific results were
analyzed according to a generic template (Appendix C) and reported back to individual

coalitions for self-evaluation.

Descriptive variables

Demographics. Gender, race/ethnicity, age, and education level were variables included
in the survey.
Sector representation. Those who reported representing groups or organizations were

asked to indicate type from a list of 30 options including other.
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Independent variables

Engagement of coalition in a research partnership. At baseline, measures of coalition
structure and function were representative of active rural community health coalitions not
involved in a CENR partnership. The same measures were repeated at one-year follow-up after
partnering with academic researchers in the CEnR-based project. Variables are defined as

baseline and follow-up.

“Dose” of coalition engagement. Although all coalitions are partnered in CEnR,
coalitions in the intervention group have a stronger degree of exposure to academic partners
(dose) with the insertion of a trained community coach. Variables are defined as control or

intervention group.

Dependent variables

Coalition Membership

Recruitment. Community sector (defined as community groups, organizations and/or
schools) involvement was evaluated by asking members three “yes or no” questions regarding
group representation, active recruitment, and member orientation in the coalition. Respondents
were also asked to select appropriate reasons for a lack of representation, if indicated, given a list
of 8 possible answers including: the coalition never tried to involve them, the coalition invited
them but they chose not to participate, they used to participate but dropped out, the coalition
cannot get access to representatives of this group, the coalition as a whole is not sure that this
group should be asked to join, resources are lacking to recruit new members, some coalition

members do not want to share power with this group and don’t know.
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Member Resources. Member resources and skills were assessed with one question asking
respondents to indicate the approximate percentage of members who have enough authority to
support the coalition. The responses consisted of a 4-point Likert-type scale with 1 = less than

one-quarter of the members to 4 = nearly all of the members.

Coalition Systems

Decision-Making. Member influence in various types of decisions was assessed by asking
respondents to rank the level of influence of the coalition chair, officers or committee chairs,
lead staff, coalition members and self on a 3-point Likert-type scale ranging from 1 = no
influence to 3 = a lot of influence. Member comfort with the decision-making process was
assessed similarly with a 3-point Likert-type scale ranging from 1 = not at all comfortable to 3 =
very comfortable. Method of decision-making was evaluated by respondent selection of one of 6
possible answers including coalition members vote with majority rule, coalition members discuss
the issue and come to consensus, the coalition chair makes final decisions, the coalition
executive or steering committee makes final decisions, the lead agency for the project makes the
decisions and don’t know. Lastly, respondents were asked to indicate level of agreement with
statements regarding the clarity, procedures, fairness, timeliness, and satisfaction with the
coalition decision-making process. Response options ranged from 1 = strongly disagree to 4 =
strongly agree.

Conflict Resolution. Amount of conflict was gauged based on respondent indication of
their expectations when asked to choose between the following: more conflict than I expected,
less conflicted than I expected, or about as much as | expected. Tension in the coalition was
evaluated by asking respondents to rank how much conflict within the coalition was caused by

10 different factors. Examples include differences in opinion, personality clashes, procedures,
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and dominant members. Response options ranked from 1 = none to 3 = a lot on a 3-point Likert-
type scale. Strategy to address conflict in the coalitions was evaluated by respondent selection
given 6 possible answers including open debate about opposing viewpoints, postponing or
avoiding discussions of controversial issues, having a third party mediate between those with
opposing viewpoints, having the opposing parties negotiate directly with each other, one party to
the conflict gives in, or don’t know.

Leadership. Skills in guiding the coalition toward accomplishment were measured by
asking respondents how much they agree or disagree with 14 items regarding the leadership of
the coalition. Examples include respect, productivity, collaboration, focus, and ethics. Response
options ranks from 1 = strongly disagree to 4 = strongly agree on a 4-point Likert-type scale.

Staffing. Guidance and support for coalition responsibilities was assessed by asking
respondents to indicate who set the agenda for meetings given the following choices: coalition
chair, coalition officers or committee chairs, lead staff, coalition members, and don’t know. Staff
skill and member responsibility were assessed through 4 items on a 4-point Likert-type scale
with 1 = strongly disagree to 4 = strongly agree.

Trust. Asking respondents how much they agree or disagree with 7 items related to trust
assessed member comfort with coalition relationships. Examples include relationships with other
members that go beyond the coalition, the ability to have open conversations, expressing
personal opinions, and respect. Response options ranked from 1 = strongly disagree to 4 =
strongly agree on a 4-point Likert-type scale.

Communication. Productivity of contact between members was assessed by asking

respondents how much they agree or disagree with 5 items regarding coalition communication
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efficacy assessed. Examples include method, action, and efficiency. Response options rank from
1 = strongly disagree to 4 = strongly agree on a 4-point Likert-type scale.

Coalition Capacity. Health outcome-related knowledge was assessed with two questions.
The first asked respondents if they feel they have adequate knowledge about childhood obesity to
function effectively in the coalition. The second question asked if the coalition advanced member
knowledge of childhood obesity. Response type was a categorical yes or no. Perceived coalition
success was a measured with two questions that asked if the coalition was responsible for
activities or programs that otherwise would not have occurred, and if the coalition brought
benefit to the community. Response type was a categorical yes or no. Respondents were also
asked to rank their level of agreement regarding coalition progress in implementing targeted
activities and improving health outcomes for at-risk populations. Response options ranked from
1 = strongly disagree to 4 = strongly agree on a 4-point Likert-type scale. Asking respondents
how much they agree or disagree on 6 items related to future plans, establishing resources, and
coalition value assessed coalition readiness and sustainability. Response options ranked from 1 =

strongly disagree to 4 = strongly agree on a 4-point Likert-type scale.

Coalition Synergy
Mission strategies and action plans. Coalition function was evaluated by asking

respondents to rank 10 distinct coalition action items including: networking with other
professionals, networking with concerned citizens, conducting strategic planning, making
decisions about priority needs and problems, recommending or making decisions to allocate
resources, operating particular programs or activities, advocating for local public policy
objectives, advocating for state public policy objectives, providing funding for current programs,

and raising funds to sustain long-term coalition activities. Response options ranked from 1 = not
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a function to 3 = a major function on a 3-point Likert-type scale. Coalition action plan clarity,
strategy to achieve the mission of coalitions, and organization was assessed by level of
agreement on 8 items. Responses ranged from 1 = strongly disagree to 4 = strongly agree on a 4-
point Likert-type scale.

Participation. Respondents self-reported their level of participation from 1 = not at all to
4 = very involved on a 4-point Likert-type scale. Individual member participation in key
coalition activities was assessed by member indication of frequency on 5 items. Response
options ranked from 1 = never to 4 = often on a 4-point Likert-type scale. Organizational
participation was assessed by respondent agreement on 5 items related to organization-based
support and commitment. Response options ranked from 1 = strongly disagree to 4 = strongly
agree on a 4-point Likert-type scale. Member satisfaction, as indicated by level of activity and
time committed, was measured by asking respondents how much they agree or disagree with 4
items. Response options ranked from 1 = strongly disagree to 4 = strongly agree on a 4-point
Likert-type scale. Benefits of organization-based participation were measured by respondent
rank of 11 items. Examples include developing collaborative relationships with other agencies,
getting client referrals from others, staying well informed in a rapidly changing environment and
getting access to key policy makers. Response options ranked from 1 = no benefit to 4 = great
benefit on a 4-point Likert-type scale. Organizational-based costs of participation were measured
by respondent agreement on 11 items. Examples include: coalition activities do not reach my
primary constituency, the coalition is not taking meaningful action, the financial burden of
traveling to coalition meetings is too high, and the coalition is competing with my organization.
Response options ranked from 1 = strongly disagree to 4 = strongly agree on a 4-point Likert-

type scale. One question gauged participation from an organizational perspective by asking
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respondents if the benefits of participation outweigh the costs at this point. If the respondent
represented an organization, response options were yes, no or don’t know. One question gauged
personal participation perspective by asking respondents if the benefits of participation outweigh

the costs at this point. Response options were yes, no or don’t know.

Data Analysis

CSAS responses from twelve coalitions were aggregated and analyzed using IBM SPSS
Statistics 21.0 for Microsoft Windows 7. Demographic variables were examined descriptively to
find means, medians, and frequencies of the sample population. Sector representation was
described by assigning a value of 1 to each organization indicated as coalition participants, and
summing the responses. Possible values for the frequency of sector representation ranged from 0
to 30. Bivariate analyses were performed to determine relationships between dependent and
independent variables. Because our research question focused on outcomes at the coalition level,
data were not coded to individual members and could not be paired between the time points.
Samples were considered independent. Relationships between categorical variables were
analyzed using Pearson’s chi-square tests for independence where significance was established at
p < 0.05. Secondly, because Likert-type scales are ordinal, and the data does not approximate a
normal distribution, parametric tests could not be used to compare means and standard deviations
between groups. Due to these reasons, relationships between Likert-type scale data were
evaluated using Mann-Whitney U tests where significance was set at p < 0.05. These tests were
run three times to examine the relationships between variables at baseline and follow-up, and
between intervention and control groups. Variables were grouped as follows: intervention
coalition at baseline and follow-up, control coalition at baseline and follow-up, and both
intervention and control coalitions at follow-up.
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Chapter 3 - Results

Demographics and Sector Representation

At baseline, 133 community coalition members (76 from intervention coalitions and 57
from control coalitions) completed the CSAS in six states. One year later, 113 community
coalition members completed the CSAS (71 from intervention coalitions and 42 from control
coalitions). Of the members completing the survey during the follow-up period, 60.6% of
members in the intervention group and 64.3% of members in the control group reported they had
completed the initial CSAS. Respondents were predominantly white females, with non-white
representation in only two coalitions. Most (17/24) coalitions had at least one male member, and
the majority (85.8%) of coalition members had a college-level degree or higher.

Provided a list of 30 different organization types, the majority (n>10) of respondents
identified with the following community groups : local health department (n=33), hospital
(n=29), day care/preschool/head start center (n=24), academic institution (college/university)
(n=21), other community-based organization (n=19), school (any grades K-12) (n=18), and

community health center/community clinic (n=13).
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Table 3.1 Description of coalition demographics

Variables Control Baseline Control Follow-up  Intervention Baseline  Intervention Follow-up
N 57 42 76 71
Gender
Male 14% 9.5% 17.1% 12.7%
Female 82.5% 90.5% 81.6% 84.5%
Age 47.09 (SD=12.72, 47.66 (SD=12.90, 46.78 (SD=11.79, 47.70 (SD = 10.64,

Race/Ethnicity
African American
Caucasian

Latino or Hispanic

Education
<Grade 8
High school
Tech or Vocational
College

Graduate School

Community Sector

Representation

Range = 23-77)

5.3%
89.5%

Range = 13-68)

2.4%
97.6%
2.4%

2.4%
4.8%
4.8%
50%
35.7%

11

Range = 23-73)

Range = 26-73)

Coalition Membership

Recruitment

In the intervention group, significant progress in some recruitment variables was noted

between baseline and follow-up. This was not true of the control group. In the intervention

coalition, 70.4% of members indicated that groups, organizations, and/or schools were

sufficiently represented in the coalition at follow-up, which was significantly more than the

46.1% indicated at baseline. 66.2% of the coalition members in the intervention group reported

that their coalitions were actively recruiting new participants, which was significant in

comparison to the 40.5% of members in the control group that reported active recruitment. When

asked to discuss the lack of progress, 11.9% of control coalition members disclosed a lack of
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involvement from the community sector due to “drop out;” no members from the intervention

group reported that variable.

Figure 3.1 Group differences between coalition member opinion of organizational

capabilities

In your opinion, does your coalition have sufficient representation from
groups, organizations, and/or schools in your community to accomplish the
objectives of the coalition?

80 X2 (3, N =147) = 10.58,
p=0.01*
70

X7 (2, N =113) =8.49,

p=0.01*

60

X2 (2, N = 99) = 0.47,
so | P=0.79

40

30 -

m Baseline
20 -

® Follow-up
10

Yes No
Control

Yes No
Intervention

Yes

No

Control vs. Intervention

*Significant, p < 0.05
Table 3.2 Chi-square analysis of recruitment variables

Recruitment Measure Control Intervention Control vs.
Intervention
Reasons indicated for a lack of organization-specific representation:
The coalition never tried to involve them 0.98,p=1.00 | 2.41,p=0.16 0.10,p=0.75
The coalition invited them but they chose not to participate 0.58,p=0.77 | 0.23,p=0.63 1.42,p=0.23
They used to participate but dropped out 0.23,p=0.28 | 1.89,p=0.17 8.84, p =0.003
The coalition cannot get access to representatives of this group 0.74,p=0.39 | 0.28,p=0.60 1.82,p=0.18
The coalition as a whole is not sure that this group should be asked to join | 0.05,p=0.83 | 0.94,p=0.33 1.71,p=0.19
Resources are lacking to recruit new members 0.01,p=0.91 | 0.28,p=0.59 0.02,p=0.89
Some coalition members do not want to share power with this group 1.37,p=0.24 | 0.94,p=0.33 1.71,p=0.19
Don’t know 0.43,p=051 | 0.64,p=0.42 1.31,p=0.25
Is your coalition actively recruiting new members? 3.70,p=0.16 | 13.13,p=0.004 | 11.15, p=0.01
In your opinion, do new members receive adequate orientation to be effective | 1.17,p=0.76 | 3.15, p=0.37 0.84,p=0.84

members of the coalition?

Significant measures, p < 0.05, are shaded gray
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Member Resources

No changes in membership measures were observed in any group

Table 3.3 Mann-Whitney U tests for membership variables

Membership Measure Control Intervention Control vs. Intervention

Please circle the number which best represents your opinion about | 34.54 / 41.24 55.78/58.24 45.07 1 49.15

the percentage of members who participate in your coalitionwho | 826,00, p = 0.65 1526.50, p =0.67 | 971.5,p=0.45
have enough authority to make commitments of resources or
other support for the coalition.

Significant measures, p < 0.05, are shaded gray

Coalition Systems
Decision-Making
Significant changes in decision-making variables were observed for all comparison
groups between baseline and follow-up. In both control and intervention groups, member
knowledge of the decision-making process (regarding coalition priorities, policies, and actions)
increased. This change was manifested by fewer members selecting that they “don’t know” how
decisions are usually made in the coalition. In the control group, Mann-Whitney U tests indicated
that personal influence in making coalition decisions was higher at follow-up than at baseline. In
the intervention group, 68.4% of coalition members indicated that the principal rationale behind
decisions shifted toward “coalition members vote, with majority rule;” this was significantly
higher than the same measure at baseline (31.6%). Intervention coalition members also indicated
that they became more comfortable with the decision-making process at follow-up and that the
process had become more clear and explicit. Comparison of the two groups revealed that
intervention coalition members were more likely than their counterparts in the control group to

affirm that their organization followed standard decision-making procedures.

25




Table 3.4 Chi-square analysis of decision-making variables

Decision-making Measure Control Intervention Control vs. Intervention
How are decisions usually made regarding coalition
priorities, policies and actions?

Coalition members vote, with majority rule 1.62,p=0.20 8.31, p = 0.004 130,p=254

Coalition members discuss the issue and come to consensus 3.31,p=0.07 2.29,p=0.13 0.16, p = 0.69

The coalition chair makes final decisions 0.05,p=0.83 0.002,p=0.96 0.14,p=0.71

The coalition executive or steering committee makes final 0.74,p=0.39 0.09, p=0.77 1.82,p=0.18

decisions

The lead agency for the project makes the decisions 1.08,p=0.30 2.08,p=0.15 0.66, p=0.42

Don’t know 8.31,p=0.004 | 10.23,p=0.001 | 0.02,p=0.89

Significant measures, p < 0.05, are shaded gray

Table 3.5 Mann-Whitney rank tests for decision-making variables

Decision-making Measure Control Intervention Control vs. Intervention
Rank how much influence you think the person or
group has in deciding on the actions and policies for
your coalition
Coalition Chair 41.67/45.82 63.65/66.37 52.42 /50.95
824.00,p =0.33 1992.50, p = 0.60 1181.00, p =0.75
Officers or Committee Chairs 38.63/39.50 61.42 /59.67 47.55/49.00
709.50,p=0.84 1743.00,p=0.73 1008.00, p =0.77
Lead Staff 33.72/35.44 58.50 / 56.50 44.89/44.29
5445, p =0.67 1567.50, p =0.70 871.5,p=0.90
Coalition Members 44.85/46.31 68.89 / 65.08 55.81/52.10
967.50, p=0.76 2084.50, p = 0.51 1227.50,p =0.48
Rank how much influence you personally have in 41.41/50.85 67.43/70.60 58.78 / 51.26
making coalition decisions 786.00, p = 0.05 2237.5,p=0.51 1139.50,p =0.14
Rank how comfortable you are overall with the 43.69/48.82 59.23/80.07 53.37/55.99
coalition decision-making process. 909.50, p =0.22 1661.00, p = 0.00 1327.00, p = 0.52
How much to you agree or disagree with the following
statements
The coalition ha}s clear and explicit procedures for making | 39.55/ 37.27 53.67 / 66.48 46.74/51.78
important decisions 674.50, p=0.61 1409.50, p = 0.02 1006.00, p = 0.33
The_ c_oalition follows standard procedures for making 39.14/ 38.85 57.71/66.85 44.84 [ 55.29
decisions 734.5,p=0.95 1635.00, p =0.08 956.00, p = 0.04
The decision-making process used by the coalition is fair 36.56 / 40.65 61.25/65.55 55.18/49.49
642.5,p=0.35 1845.00, p =0.43 1055.50, p =0.28
'I_'he decision-making process used by the coalition is 35.38/41.00 57.82/61.88 52.57 / 48.59
timely 595.00,p=0.21 1640.00, p=0.44 1030.00, p = 0.45
The coalition makes good decisions 41.43/37.47 59.19/64.42 50.38/53.72
683.00, p =0.38 1721.00, p =0.34 1173.50,p=0.54

Significant measures, p < 0.05, are shaded gray
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Conflict Resolution

Some factors shown to cause conflict were found to be lower at follow-up in all
comparison groups. In the control coalitions, “differences in opinion about the best strategies to
achieve coalition goals” caused significantly less conflict at follow-up. In the intervention group,

29 ¢c

“differences in opinion about the coalition mission, goals and objectives,” “procedures used for
completing work,” and “members not being sufficiently included in coalition processes/decision
making” caused less conflict in the coalition at follow-up than at baseline. All of these
differences were statistically significant. When the study groups were compared at follow-up,
intervention coalitions identified “differences in opinion about the best strategies to achieve
coalition goals,” and “personality clashes” as causing conflict within their coalitions more often
than in control coalitions. However, these same measures were not significant between baseline
and follow-up in the intervention group, suggesting that there were no negative changes within
the intervention group.

At follow-up, fewer members in the control group indicated that they “don’t know” the
main strategy that their coalition employs to address conflicts. Additionally, more control
coalition members indicated that their coalition addressed conflict through “open dialogue about

opposing viewpoints” at follow-up, and fewer indicated that conflict was addressed by

“postponing or avoiding discussions of controversial issues.”
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Table 3.6 Chi-square analysis of coalition conflict

Conflict Measure Control Intervention Control vs. Intervention
Indicate the amount of conflict in your coalition 1.21,p=0.75 2.05,p=0.56 1.13,p=0.77
Please choose the main strategy you coalition used to address
conflicts that occur
Open dialogue about opposing viewpoints 8.34,p=0.004 | 0.44,p=0.51 2.42,p=0.12
Postponing or avoiding discussions of controversial issues 3.88,p=0.05 0.20, p =0.65 3.10,p=0.80
Having a third party mediate between those with opposing 0.74,p=0.39 0.01,p=0.93 1.82,p=0.18
viewpoints
Having the opposing parties negotiate directly with each other 0.05,p=0.83 0.86, p=0.35 0.26, p=0.61
One party to the conflict gives in 0.75,p=0.39 1.89,p=0.17 ----
Don’t know 7.28, p =0.01 0.22,p =0.64 152,p=0.22

Significant measures, p < 0.05, are shaded gray

Table 3.7 Mann-Whitney rank tests of conflict variables

Conflict Measure Control Intervention Control vs. Intervention
Rank how much conflict within the coalition was
caused by each of the following factors
Differences in opinion about coalition mission and 37.55/34.21 60.61 /50.92 4415/ 47.05
goals coalition goals and objectives 568.00, p = 0.36 124250, p = 0.05 896.00, p = 0.49
Differences in opinion about specific objectives 40.09/32.49 59.88/53.24 41.43/48.73
509.50, p = 0.06 1381.50, p =0.22 813.50, p = 0.12
Dif‘ferences in opinion about the best strategies to 39.84/31.82 58.35/54.84 39.49/51.33
achieve 487.00, p = 0.046 1465.50, p = 0.51 747.50, p = 0.02
Personality clashes 37.90/35.91 53.29/56.74 38.24 / 47.52
624.00, p = 0.55 1391.00, p = 0.49 701.00, p = 0.04
Fighting for power, prestige and/or influence 36.33/37.76 59.58 /57.49 46.43/48.11
637.00, p =0.57 1619.50, p = 0.61 983.50, p = 0.63
Fighting for resources 36.18/36.85 56.60/ 56.40 42.91/47.84
634.00, p =0.83 1562.0, p = 0.97 864.00, p =0.25
Differences in opinio_n. about who gets public 35.45/38.69 59.93/57.21 49,56/ 47.89
exposure and recognition 606.00, p =0.14 1599.00, p = 0.41 1030.50, p = 0.58
Procedures used for completing the work 38.12/35.72 60.55 / 48.67 46.46 / 44.10
619.50, p =0.55 1137.00, p =0.02 885.50, p = 0.57
People aren’t sufficiently included in coalition 38.73/36.06 61.81/51.55 48.87/45.11
processes/decision making 631.00, p =0.48 1279.00, p = 0.02 905.50, p=0.30
Member(s) who dominate the coalition meetings 37.98/36.94 58.25/58.75 43.56 /48.98
and impede proper collaboration 661.00, p=0.73 1667.00, p =0.91 886.00, p = 0.17
Significant measures, p < 0.05, are shaded gray
Leadership

Change in leadership measures was observed more often in the intervention group. Level

of respect for coalition leadership increased both in the community and the coalition from

baseline to follow-up in the intervention group, and more members agreed that their leaders were
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able to build consensus on key decisions, work collaboratively within the coalition, and keep the
organization focused on tasks and objectives. In the control group, the only measure of
improvement was that the leadership advocated strongly for their opinions and agenda less often

at follow-up than at baseline. No significant differences were found between intervention and

control groups at follow-up.

Table 3.8 Mann-Whitney rank tests of leadership variables

Leadership Measure Control Intervention Control vs. Intervention
‘The leadership of our coalition...”
Has a clear vision for the coalition 40.75/46.97 60.63/69.44 49.97 /52.59
780.00, p = 0.20 1796.00, p = 0.13 1146.50, p = 0.59
Is respected in the community 42.83/43.21 57013/ 68.04 46.12/53.30
889.00, p = 0.94 1538.50, p = 0.05 1018.50, p = 0.16
Gets things done 42.81/44.33 57.46 / 68.28 50.33/53.02
884.00, p = 0.75 1614.00, p = 0.06 1183.00, p = 0.62
Is respected in the coalition 42.91/43.10 57.83/74.55 47.60 / 55.56
896.00, p = 0.97 1569.50, p = 0.003 | 1084.00, p =0.11
Controls decisions 39.88/41.22 54.16 / 62.84 4550/ 49.59
769.00, p = 0.79 1430.50, p = 0.14 980.50, p = 0.45
Intentionally seeks other’s views 42.15/40.75 58.38/66.89 45.25/52.19
807.50, p = 0.76 1656.50, p = 0.13 978.50, p = 0.17
Utilizes the skills and talents of many, not just a 41.30/42.83 59.00/ 68.77 49.96 /53.19
few 823.50,p =0.74 1705.00, p = 0.08 1157.50, p =0.53
Creates an appropriate balance of responsibility 37.23/41.24 52.72/31.80 47.62/47.43
between leaders, staff and members 655.00,p=0.34 | 1362.00,p=0.10 | 1016.00, p=0.97
Advocates strongly for its own opinions and 45.44 | 35.97 61.24/64.79 48.49/51.73
Agendas 626.00, p = 0.05 1842.00, p =0.55 1101.50, p = 0.56
Builds consensus on key decisions 40.21/42.92 55.88/68.71 49.05/53.80
783.00, p = 0.56 1522.50, p = 0.02 1133.00, p = 0.37
Works collaboratively with coalition 42.07/39.79 58.70/ 72.09 49.87 /1 54.02
771.00, p = 0.62 1677.00, p = 0.02 1154.00, p =0.43
Keeps the coalition focused on tasks and objectives 43.14/41.80 57.12/69.68 48.04 /55.29
852.00, p = 0.79 1588.50, p = 0.03 1101.50,p =0.18
Is skillful in resolving conflict 35.95/39.53 53.20/54.79 47.09/41.37
607.00, p = 0.43 1388.50, p =0.77 749.00, p = 0.25
Is ethical 41.70/42.33 65.65 / 65.36 50.88 /55.87
847.00, p =0.89 2101.00, p = 0.96 1215.00, p=0.35

Significant measures, p < 0.05, are shaded gray
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Staffing

As with leadership, change in variables that assess staffing was noted more frequently in the
intervention group. Intervention group members were more likely to agree that their coalition
was well-managed at follow-up compared to baseline. More members from the intervention
group also agreed that the role of staff was better understood. Within the control group,
knowledge of who sets the meeting agenda increased, with fewer members selecting that they
“don’t know.” No significant differences in staffing variables were found when intervention and

control groups were compared at follow-up.

Table 3.9 Chi-square analysis of coalition staffing variables

Staffing Measure Control Intervention Control vs. Intervention
Indicate who sets the agenda for meetings
Coalition Chair 1.51,p=0.28 0.55,p=0.82 0.32,p=0.57
Officers or Committee Chairs 0.07,p=0.79 2.66,p=0.10 0.40,p =0.53
Lead Staff 0.86,p =0.35 0.05, p =0.82 0.86,p=0.35
Coalition Members 0.30, p = 0.58 2.66,p=0.10 0.03,p=0.87
Don’t know 4.38,p=0.04 0.38, p =0.54 2.71,p=0.10
Rank by level of agreement...
The coalition is well managed 47.84/51.80 58.15/70.10 54.93/55.04
1074.00,p=0.46 | 1659.00,p=0.03 | 1391.00,p =0.98
The work of the paid staff supports the work of the coalition | 43.56 / 47.56 40.26 / 49.05 43.59/38.44
830.00, p = 0.47 789.50, p = 0.07 669.00, p = 0.30
People know the roles of staff as compared to coalition 42.13/48.85 40.02 /51.23 43.02 / 34.47
members 748.50, p =0.22 760.00, p = 0.03 526.50, p = 0.08
Coalition members take responsibility 4753/52.24 63.08/65.72 59.39/53.19
1056.00, p=0.38 | 1951.50,p =0.62 | 1255.00, p =0.26

Significant measures, p < 0.05, are shaded gray

Variables assessing trust showed minimally positive changes. At follow-up, intervention

group coalition members were more likely to agree that they “respect each others’ points of view

even if they might disagree.”

Trust
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Table 3.10 Mann-Whitney rank tests for coalition trust variables

Trust Measure Control Intervention Control vs. Intervention
Rank by level of agreement...
Relationships among coalition members go 44.39/42.48 60.98/ 71.54 54.56 / 55.25
beyond individuals at the table, to include 879.00, p = 0.69 1825.50, p = 0.06 1362.50, p = 0.90
member organizations
I am comfortable requesting assistance from the | 43.20/48.13 64.48/72.41 56.57 / 55.65
other coalition members when | feel their input | 897.50, p =0.31 2042.00,p =0.18 1425.00, p = 0.87
could be of value
I can talk openly and honestly at the coalition 45.49/46.60 65.69/73.09 58.12/56.34
meeting 1004.00,p =0.82 | 2123.50,p =0.22 144400, p =0.75
I am comfortable expressing my point of view | 44.81/46.29 68.97/70.99 61.29/54.46
even if they might disagree 975.00,p =0.76 2344.00,p=0.74 1311.00,p =0.23
I am comfortable bringing up new ideas at 44.43 | 45.64 68.70/71.25 60.21/55.10
coalition meetings 960.00, p =0.80 2325.50, p = 0.67 1356.00, p =0.36
Coalition members respect each others’ points 42.68/47.60 62.83/74.91 59.62 / 54.63
of view even if they might disagree 878.00, p =0.30 1931.50, p = 0.04 1339.00, p = 0.37
My opinion is listened to and considered 42.21/45.92 64.66 / 72.23 61.44 /52.69
by other members 864.00, p =0.43 2052.00, p =0.20 1220.50,p =0.11

Significant measures, p < 0.05, are shaded gray

Communication

Changes in coalition communication were only observed in the intervention group. At

follow-up, more members agreed that they can communicate among themselves as desired and

that the coalition utilizes effective communication strategies when engaging the broader public.

Table 3.11 Mann-Whitney U tests for measures of coalition communication

Communication Measure Control Intervention Control vs. Intervention

Rank by level of agreement...
The current method for communication 42.76 / 46.50 62.26/ 71.40 54.82 /55.91
between coalition staff/leadership and its 881.50, p = 0.42 1904.50, p =0.10 1386.50, p=0.84
members is effective
Members can communicate between 43.23/47.16 59.54 /73.05 57.41/52.79
themselves as necessary or desired 893.50,p =0.41 1730.50, p = 0.02 1243.50, p = 0.39
The coalition staff facilitates communication 37.61/38.47 57.58/63.23 51.50/ 46.85
between coalition members 681.00, p = 0.85 1628.50, p =0.29 952.00, p = 0.37
The coalition staff effectively and efficiently 43.40/41.46 61.50/72.58 51.19/54.07
notifies me of meetings, agenda items, etc. 837.00, p = 0.68 1842.50, p = 0.06 1216.50, p = 0.57
The coalition utilizes effective strategies to 32.43/28.55 49.53/60.30 49.88/49.27
communicate with the broader public 353.50, p=0.36 1202.00, p = 0.047 1114.50,p=0.91

Significant measures, p < 0.05, are shaded gray
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Coalition Capacity

Statistically significant progress in perceived coalition success, readiness and
sustainability was observed in the intervention group, but not in the control group. At follow-up,
90.1% of intervention group members perceived that their coalition had benefitted their
communities (compared to 73.7% measured at baseline). Additionally, respondents in the
intervention group indicated an increase in agreement that their coalition is “making progress in
implementing the activities that have potential to improve childhood obesity” and that
“improving health outcomes for children who are at risk of obesity” at follow-up. Member
satisfaction within the coalition was also higher at follow-up than at baseline. When compared at
follow-up, significantly more control than intervention group members agreed “one or a small
number of people or agencies could make significant progress in pediatric obesity without the

coalition.”

Has your coalition brought benefit to your community?

90 X2(3,N=147)= X2(2,N=113) =
20 9.09, p = 0.03* 6.58,p-=0.09

X2 (2,N=99) =

70 -

60 -
50 -

40 -

m Baseline
30 -

= Follow-up

20 -

10

0 -
Yes No Yes No Yes No
Control Intervention Control vs. Intervention

*Significant, p < 0.05
Figure 3.2 Group differences between coalition member opinion of coalition impact
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Table 3.12 Chi-square analysis of variables that gauge coalition capacity

Health outcome-related knowledge Control Intervention | Control vs. Intervention
Do you feel you have adequate knowledge about childhood 442,p=0.22 | 4.16,p=0.13 | 2.58,p=0.11

obesity to function effectively in the coalition?

Has the coalition helped you learn more about childhood 5.01,p=0.08 | 3.69,p=0.16 | 3.55,p=0.97

obesity?

Perceived coalition success

Has your coalition been responsible for activities or programs 231,p=0.32 | 7.10,p=0.07 | 1.93,p=0.38

that otherwise would not have occurred?

Significant measures, p < 0.05, are shaded gray

Table 3.13 Mann-Whitney U rank tests for coalition capacity measures

Perceived coalition success Control Intervention Control vs.
Intervention
Rank your level of agreement...
The coalition is making progress in implementing the 38.47/42.43 49.68 / 69.06 53.87 /54.89
activities that have potential to improve childhood obesity. 720.50, p=0.36 0.44,p=0.03 1347.50, p = 0.85
The coalitio_n is improying health outcomes for children 33.00/38.76 45.63/56.32 48.74 1 45.85
who are at risk of obesity 527.00, p =0.17 0.20,p=0.32 971.50,p=0.54
Coalition readiness and sustainability
Rank your level of agreement...
The coalition is making plans to continue operating after 31.37/27.50 36.77/32.71 34.86 / 32.50
current funding is terminated 364.00,p=10.31 502.00, p = 0.32 494,00, p=0.56
The coalition has begun to find resources to continue 23.37/24.60 31.54/27.95 30.50/27.91
operating after current funding is terminated 261.50,p=10.73 361.50, p = 0.37 360.00, p = 0.49
Resources are being identified to support the systemic, 25.56 / 26.46 35.62/33.62 31.30/32.46
programmatic changes implemented through the work of 313.50, p=0.80 536.50, p = 0.60 457.50,p =0.75
the coalition
The coalition is essential to the improvement of pediatric 41.89 /4451 55.70/58.28 46.57 1 47.27
obesity 827.50,p =0.58 1523.00, p =0.60 | 1010.50,p =0.88
One or a small number of people or agencies could make 33.69/39.34 52.01/50.05 46.47 | 37.95
significant progress in pediatric obesity without the 512.00,p =0.23 122450, p=0.72 | 595.50, p =0.10
coalition
In general | am satisfied with the coalition 42.84 | 46.59 56.29 / 67.95 51.56 / 53.85
874.00, p =0.43 1554.00, p = 0.03 | 1231.00, p = 0.67

Significant measures, p < 0.05, are shaded gray

Coalition Synergy

Mission strategies and action plans

In the control group, a greater percentage of members agreed that their respective action plan

became more clearly defined from baseline to follow-up. However, control group coalition

member responses indicated that overall coalition organization and preparedness decreased
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between baseline and follow-up. This change was indicated by a decline in the number of

members who agreed that “notification of meetings is timely” and “background materials needed

for meetings are prepared and distributed in advance of meetings (agendas, minutes, study

documents).” In contrast, the members of the intervention coalition responded that coalition

organization and preparedness was enhanced between baseline and follow-up, based on the same

measure. When comparing the two experimental groups, the intervention coalitions’ level of

agreement was significantly higher statistically. In addition, members of the intervention group

listed strategic planning and advocacy for public policy objectives as a function of their

coalitions more often than members of the control group.

Table 3.14 Mann-Whitney U rank tests for mission strategy and action plan variables

Mission strategy/Action plan Measure Control Intervention Control vs. Intervention
Indicate whether the following functions are major,
minor, or not a function in your coalition...
Network with other professionals 41.38/41.65 66.02/67.94 52.23/53.42
827.00, p = 0.945 2146.00,p=0.69 | 1229.50,p =0.79
Network with concerned citizens 42.59/40.18 67.53/59.34 53.19/48.10
783.50, p=0.58 1726.00, p=0.15 | 1029.00,p =0.34
Conduct strategic planning 41.50/39.28 65.80/64.16 42.47 | 54.30
748.00, p =0.63 2026.00, p=0.73 | 863.00, p = 0.02
Make decisions about priority needs and problems 43.33/43.71 64.91/69.06 49.71/54.87
904.00,p=0.91 2073.00, p=0.21 | 1148.00,p =0.10
Recommend or make decisions to allocate resources 38.77 1 42.41 65.39/60.73 54.99/49.43
725.50,p=0.39 1806.50, p =0.39 | 1083.50, p =0.27
Operate particular programs or activities 44.30/ 43.66 63.19/64.75 59.05/50.86
929.00,p=0.88 1963.50, p =0.79 | 1146.00,p =0.13
Advocate for local public policy objectives 41.45/36.35 61.76/61.23 44.41/51.83
642.00, p = 0.27 1844.00, p =0.93 | 940.00,p =0.16
Advocate for state public policy objectives 40.10/ 34.60 58.55/55.36 38.59/49.90
581.00, p=0.23 1505.00, p = 0.58 | 720.50, p = 0.03
Provide funding for current programs 39.06/42.18 58.17/60.78 51.74/47.31
733.50,p=0.51 1663.00, p =0.66 | 1008.50, p =0.42
Raise funds to sustain long-term coalition activities 40.12/ 36.50 51.37/54.54 38.91/48.02
646.00, p = 0.45 1294.00,p=0.56 | 728.00, p =0.08

Significant measures, p < 0.05, are shaded gray
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Table 3.15 Mann-Whitney U rank tests for mission strategy and action plan variables

Mission strategy/Action plan Measure Control Intervention Control vs. Intervention
Rank your level of agreement...

Our coalition has a clear and shared understanding of the | 40.03 / 45.49 65.09/68.77 52.92 /54.59

problems we are trying to address 733.50,p=0.51 2086.00, p=0.53 | 1270.00,p =0.76

There is a general agreement with respect to the mission | 41.39 / 46.04 62.45/67.22 50.88 / 56.54

of the coalition 760.50, p = 0.25 1917.00,p =0.41 | 1204.50, p =0.29

There is general agreement with respect to the priorities | 42.17 / 46.26 63.85/64.13 56.74/52.43

of the coalition 817.50, p =0.32 1997.00,p=0.96 | 1219.00,p =0.43

Members agree on the strategies the coalition should use | 39.64 /42.54 54.63/63.61 52.92 /50.66

in pursuing its priorities 848.00, p=0.39 1465.00, p =0.09 | 1162.00, p =0.66

Our action plan defines well the roles, responsibilities 31.64/40.49 51.14/56.24 51.67/ 45.86

and timelines for conducting the activities that work 758.50, p = 0.52 1275.50,p =0.35 | 921.50,p=0.27

towards achieving the stated mission of the coalition

Notification of meetings is timely 51.60/40.43 63.54 / 75.29 50.81/59.91
473.00, p = 0.047 1975.00, p=0.05 | 1231.00,p =0.10

Background materials needed for meetings are prepared 51.73/37.12 58.82/73.51 4478 | 69.75

& distributed in advance of meetings (agendas, minutes, 795.00, p = 0.02 1689.50, p =0.01 1021.00, p = 0.003

study documents)

Informative committee and/or task force reports are 43.49/37.89 57.44/66.81 46.86 / 54.76

routinely made to the entire coalition 661.00, p = 0.003 1621.00, p=0.10 | 1281.00,p =0.15

Significant measures, p < 0.05, are shaded gray

Participation

In the intervention group, satisfaction with coalition operations increased at follow-up. Benefits
of organizational participation in coalition activities increased from baseline (56.6%) to follow-
up (77.5%). Significantly more intervention group coalition members reported working on
sponsored activity implementation. However, organizational support was perceived to be
stronger in the control group, as indicated by coalition members’ level of agreement with the

99 ¢

statements “‘staff from my organization contribute time to the coalition,” “my organization
supports the positions of the coalition publicly,” and “overall, my organization is committed to
the work of the coalition.” Moreover, coalition members in the intervention group reported fewer
benefits for their organization from the coalition.

Coalition members from both groups indicated that problems related to their participation

in the coalition decreased. In the control group, participation issues improved on all measures
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from baseline to follow-up, while intervention coalitions improved on some measures. In
general, coalitions in the control group had more issues with participation at baseline, but these

leveled out with intervention group responses at follow-up.

Table 3.16 Mann-Whitney U rank tests for tests of coalition participation benefits

Benefits of participation | Control | Intervention | Control vs. Intervention

Rank the extent to which the following been a
benefit to your participation on the coalition...

Developing collaborative relationships with 44.99/41.71 71.93/63.07 59.71/49.89
other agencies 846.50, p = 0.46 1947.50,p=0.14 1064.50, p =0.08
Helping my organization move toward our 45.46/41.14 69.08/61.80 60.06 / 47.09
goals 824.50, p = 0.37 1875.50, p =0.23 933.50, p = 0.02
Getting access to target populations with 44.32 ] 38.24 67.82/59.31 56.58 / 48.48
whom we have previously had little contact 712.00,p=0.21 1716.00, p =0.17 1023.00,p=0.16
Getting funding for my organization 38.78/32.20 55.79/58.15 45.20/44.14
501.00, p = 0.16 1528.50, p = 0.67 849.00, p =0.84
Getting services for our clients 41.88/35.54 61.65/60.38 51.80/47.42
614.00, p =0.19 1790.50, p = 0.84 987.00, p = 0.45
Getting client referrals from others 38.68/33.78 53.53/56.39 46.63/43.29
553.00, p = 0.30 1406.00, p = 0.62 828.00, p = 0.54
Increasing my professional skills and 43.79/44.26 68.64 /66.39 56.10/52.79
knowledge 926.00, p =0.93 2168.50, p =0.72 1244.00, p = 0.57
Staying well informed in a rapidly changing 45.67 1 42.04 65.50/67.44 52.40/55.74
environment 861.50, p = 0.46 2112.00, p =0.75 1276.00, p = 0.56
Getting access to key policy makers 36.10/37.00 62.66 / 60.1906.5034 46.80/47.11
624.00, p = 0.85 1790.00, p =0.71 969.50, p = 0.96
Increasing my sense that others share my 47.64139.73 67.01/66.99 50.86 / 56.64

goals and concerns 769.00,p=0.11 2209.50, p =0.10 1214.50,p=0.31
Getting support for policy issues our 40.02 / 35.56 66.80 / 58.33 47.35/49.89

organization feels strongly about 614.00, p = 0.35 1659.00, p = 0.17 1015.00, p = 0.66

Significant measures, p < 0.05, are shaded gray
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Table 3.17 Mann-Whitney U rank of variables testing coalition member perception of

barriers to participation

Problems for participation Control Intervention Control vs.
Intervention
Rank the extent to which the following been a
barrier to your participation on the coalition...
Coalition activities do not reach my primary 30.40/47.99 57.04/60.80 52.23/46.36
constituency 385.5, p =0.00 1598.0, p = 0.48 937.0,p=0.21
My organization doesn’t get enough public 32.94/49.28 52.55/58.93 46.68/50.43
recognition for our work in the coalition 470.5, p =0.00 1354.0,p=0.15 1024.0, p = 0.36
Being involved in policy and advocacy 29.77 /1 41.80 44.60 / 54.69 40.42/42.90
381.0,p=0.01 970.5, p = 0.03 12125, p =0.55
My skills and time are not well-used 31.16/51.92 59.47/63.40 51.00/49.43
381.0, p = 0.00 1738.5,p=10.39 3114.0,p =0.70
My (or my organization’s) opinion is not 31.14/53.50 59.71/68.86 55.00/51.87
valued 380.0, p = 0.00 1751.5, p = 0.02 3475.0,p=0.13
The coalition is not taking any meaningful 35.88/46.79 58.57 / 66.84 49,53 /54.97
action 597.0, p = 0.01 1686.0, p = 0.06 1882.0,p=0.16
I am often the only voice representing my 31.55/51.18 59.12/63.81 50.79/51.13
viewpoint 422.0,p =0.00 1717.0,p=0.21 1981.0,p=0.91
The financial burden of traveling to coalition 32.61/54.69 61.90/69.10 54.20/ 52.26
meetings is too high 432.5,p =0.00 1878.5, p = 0.05 3397.0,p=0.39
The financial burden of participating in 31.82/54.26 60.51/68.49 54.76 /1 51.09
coalition activities (barring travel) is too 409.5, p =0.00 1792.5, p = 0.03 3269.5, p =0.07
high
The coalition is competing with my 31.87/54.00 61.04 / 69.69 54.00/52.43
organization 399.0, p = 0.00 1829.5, p=0.01 3513.0,p =0.29

Significant measures, p < 0.05, are shaded gray

Table 3.18 Mann-Whitney U rank of variables testing the costs and benefits of member

participation

Cost/Benefit Control Intervention Control vs.
Intervention

From your organization’s perspective (if applicable), do the 3.90,p =0.27 9.09, p =0.03 6.58, p =0.09

benefits of participation in the coalition appear to outweigh the

costs at this point?

From your own professional and/or personal perspective, do 4.42,p=0.22 441,p=0.22 411,p=0.25

the benefits of participation in the coalition appear to outweigh

the costs at this point?

Significant measures, p < 0.05, are shaded gray
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Table 3.19 Mann-Whitney U rank tests of participation variables

Participation Measure Control Intervention Control vs.
Intervention
Over the past year, rank how involved you have been in 44.04142.75 55.89/67.11 47.33/49.98
coalition activities: not at all, a little, fairly, or very. 873.00, p=0.81 1518.00, p = 0.07 | 1038.00, p = 0.64
Over the past year, rank how many times you personally
have done any of the following (never, rarely, sometimes,
often):
Recruited new members 43.53/39.14 67.23/65.82 53.21/53.66
746.50, p =0.37 2129.50,p=0.82 1281.00,p=0.94
Served as a spokesperson 4253 /43,55 69.45/61.78 60.40/ 49.49
875.50, p =0.84 1861.50,p=0.22 1037.50, p = 0.06
Attempted to get outside support for coalition positions on 39.63/41.57 69.30/61.70 56.56 / 47.92
key issues 753.50,p =0.70 1865.50,p =0.22  970.00, p =0.13
Worked on implementing activities or events sponsored by 41.29/46.04 67.14/ 65.88 65.63 / 47.06
the coalition 818.50, p = 0.36 2136.00,p=0.85 875.00, p =0.002
Acquired funding or other resources for the coalition 40.48 1 42.68 63.35/63.65 54.43 [ 48.09
791.00, p = 0.65 1974.50,p=0.96 1028.50, p = 0.23
Rank your level of agreement with the following statements
(from an organizational perspective):
| feel that I have a voice in what the coalition decides 43.06/46.23 65.73/67.23 59.99/51.27
891.00,p =0.51 2126.50,p=0.78 1140.50, p =0.10
I go to coalition meetings only because it is part of my job 4353 /47.85 66.29/66.70 61.80/50.90
908.00, p =0.40 2162.50,p=0.95 1115.00, p =0.06
I am satisfied with how the coalition operates 43.94/41.84 51.67 /70.41 49.29/52.81
849.00, p = 0.68 1286.00, p = 0.00 1132.00,p =0.51
I feel a strong sense of “loyalty” to the coalition 41.69/42.37 62.55/62.46 56.08 /51.25
841.00, p =0.89 1906.50, p=0.99  1156.00, p = 0.38
Staff from my organization contribute time to the coalition 41.57/39.32 63.16 / 54.00 58.20 / 43.08
753.00, p =0.63 1416.00,p=0.11 771.50,p=0.01
Volunteers from my organization contribute time to the 30.03/31.00 50.17 /50.81 43.98/39.34
coalition 435.00, p =0.82 1232.00,p=091 667.50,p=0.37
My organization supports the positions of the coalition 37.44/43.21 61.23/55.95 56.74 / 42.90
publicly 657.50, p=0.21 1527.00,p=0.31 744.00, p =0.01
Overall, my organization is committed to the work of the 40.64 /1 44.75 62.62 /57.59 56.68 / 46.71
coalition 788.50, p =0.38 1617.50,p=0.34  943.00, p = 0.05
My organization contributes funds to support the coalition 32.12/32.93 50.45 / 50.55 48.30/ 38.43
497.00, p = 0.85 1243.00,p=0.99 606.00, p = 0.06

Significant measures, p < 0.05, are shaded gray
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Chapter 4 - Discussion

To date, research on coalition function has focused on many of the same constructs
evaluated in this study: recruitment and membership, decision-making, conflict, leadership,
staffing, trust, communication, action plan, and participation.*!21424374050:62 Claarly these
factors have been recognized as key processes to ensuring success along the roadmap of coalition
development.®? While coalitions are frequently employed as research partners in CEnR,” there
is little research that evaluates the effects of this partnership on the coalitions.”®'** Guided by
the CCAT model, the purpose of this study was to evaluate the effects of researcher-coalition
collaboration in the pilot year of a four-year intervention program targeting childhood obesity in
rural, low-income communities. The null hypotheses were that coalition constructs from both
experimental groups would (a) remain steady after the first year of partnership, and (b) be

comparable to each other.

Coalition Membership

Coalition membership occurs early in the formation stage of the CCAT. %2 Although the
coalitions examined in this study were already established in their respective communities, some
measures of membership were examined as an intermediate output. Coalitions are continuously
evolving throughout the stages,”® especially in response to an external stimulus like CEnR
partnership. The data supported a relationship between greater researcher collaboration and
enhanced organizational representation and recruitment activity over the year. One interpretation
of these findings is that coalitions with more activity in the partnership simply become more
active in general. However, it is notable that no progress in member resources or skills was
observed. Thus, the results may indicate that the perceived ability of coalition members to take

action remained steady, even with an increase in pooled resources. If that is true, it could
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counteract the benefits of organizational presence and progress along the CCAT could stall.
Alternatively (and in accordance with the CCAT model), greater organizational support may
advance the coalition regardless of member perceptions, simply by including more stakeholders

and augmenting the reach of its activities.

Coalition Systems: Structures, Operation and Processes, Leadership and
Staffing

The maintenance constructs of the CCAT, which include mechanisms and characteristics
of coalition function, make synergy more likely.>®° Relationships between key coalition
maintenance factors and CEnR were observed in most categories. In particular, decision-making,
conflict, leadership, and staffing were all positively related to CEnR (demonstrated by significant
changes in both experimental groups), but in many of the categories only a small number of
measures showed statistically significant change. These findings suggest that any degree of
academic partner involvement may promote community change by improving the operational
processes of coalition function. However, this influence may only be slight. It should be noted
that the amount of time between baseline and follow-up (one year) may have been too short to
properly capture any progress in coalition functioning and that these findings may simply be
transitional indicators.

Changes in measures that addressed coalition leadership were almost exclusively
observed in the intervention group. Similarly, variables that assessed coalition capacity, trust and
communication were unique to the intervention group, suggesting that a more involved
partnership (specifically through a community coach) may drive these measures. Quality of
communication has been linked to member satisfaction,®* and these observations support those

findings. Furthermore, the perceived evolution of coalition leadership and capacity is not
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surprising, as community coaches were trained specifically to address these variables. It is
possible that even in the most highly involved CEnR partnerships, the progress of such measures

may not be statistically significant without the presence of a trained community coach.

Synergy: Member Engagement, Assessment and Planning

In the control group, all ten variables that evaluated barriers to member participation were
notably decreased at follow-up, indicating that the introduction of a CEnR partnership alleviated
some of the burden associated with engagement in the coalition. Similar (though less
pronounced) findings were also observed in the intervention group. An explanation may be that
the coalitions had funds available to them, which enhanced member sense of purpose and/or the
ability to address coalition goals regardless of guidance, or coaching, within the coalition. In the
control group, member responses indicate that coalition organization and preparedness decreased
from baseline to follow-up. This is significant since it may indicate that although the control
coalitions were provided funding, purposely limited guidance regarding the use of these funds
may adversely impact the coalition’s function. One possible explanation could be that in spite of
adequate funding, control coalitions were not prepared to move forward with project
implementation. Comparison of the study groups at follow-up demonstrated a positive effect on
coalition action plan variables (including planning and advocacy) in the intervention group.

|151

Developing a high quality action plan has been described as a professional skill,”™ and may have

been directly impacted by training of the community coaches at academic institutions.

Experimental Considerations

While past studies have examined changes in community coalitions, this is the first
known study that examines the dose-response relationship of community health coalitions within

the CENnR framework. Additionally, the current study is rooted in coalition theory, which enables
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us to make inferences regarding intermediate outcomes.*>"® It is noteworthy that numerous
models of collaborative approaches were examined in this study, and these findings may guide
future research on the types of relationships that can best foster community health promotion.™

This study contains several limitations. First, the study was quasi-experimental, so
causality must be approached with caution. Also, while our one-year study design was unique, it
may not accurately predict the impact of CEnR over longer periods of time. Next, the study
procedure for data collection varied somewhat from state to state, and even from baseline to
follow-up in some states. Additionally, in some states only members that attended the coalition
meeting participated in the CSAS. In other states, only members that were motivated to complete
the CSAS on their own time and mail it back completed it. Because these collection methods
promoted response by active coalition members, it may have positively biased the findings (as
less active members may be less inclined to provide positive feedback). Also, our evaluation tool
was not designed for research purposes, but rather to better educate coalitions on their own
functioning. However, there is no “gold standard” for measuring coalition constructs, nor is there
an existing tool that is widely employed to assess coalition function.®® Furthermore, tools that
have high validity or reliability in one population may not perform as well when applied to other
populations.®® This reality makes it difficult to identify and apply findings across 24 distinct
populations.

This study also did not compare experimental groups at baseline, therefore, baseline
differences between control and intervention were only assumed, not observed. Lastly,
community coalitions are inherently fluid and subject to uncontrollable environmental influences
that may impact study findings.2’ Although the coalitions in this study were initially selected to

be comparable, each coalition seemed to cycle through various stages of the CCAT differently.
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However, since the results were aggregated, the collective scores from the CSAS should reflect
conditions of the group as a whole.

Findings from this study should be informative to the growing number of researchers
seeking to collaborate with community health coalitions. We found engagement of community
health coalitions over one-year was related to the improvement of multiple measures of coalition
function including decision-making, conflict resolution, coalition capacity, action plan formation
and participation. Measures of coalition leadership, staffing, and trust were predominately related
to coalition engagement beyond funding. Coalition membership and communication were
variables that responded solely to the stronger “dose” CEnR partnership, involving the insertion
of an academically-trained community coach, were coalition membership and communication.
Overall, we observed more progress in measures of coalition functioning along the CCAT in
those coalitions that were more involved with academic partners. These results should be
interpreted and applied with caution as some negative effects of CEnR were observed in the
lighter “dose” partnerships (including some measures of coalition readiness and action plan
formation), which may have been due to the sudden influx of funding.

Additional research is required to further examine the dose-response relationship between
academic and community partners to determine the appropriate level of engagement, and the
effect of various levels of funding on coalitions. Although CBPR is viewed as the pinnacle of
CENR approaches (against which all other modalities are judged), this method may not always be
feasible - particularly in geographically and socially isolated populations. Future research should

focus on varying degrees and type of collaboration between academic and community partners.
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Chapter 5 - Field Experience

My public health field experience was completed with HealthKind, a 501(c)(3) non-profit
organization located within the Posner Center for International Development in Denver,
Colorado. | dedicated one hundred and eighty hours to HealthKind between May 19 and July 21,
2014.

HealthKind is a small non-profit organization focused on health and development. The
group works for and alongside South Sudanese nationals living in the U.S. in an effort to bring
sustainable, community-based and integrative health initiatives to their home country. Initiatives
focus on health education, health-worker education, and delivery of services. Founded in 2008
by Rhonda Parmley (Program Director) and Kuier Atem Deng (Country Liason), HealthKind is
staffed with seven part-time workers and managed by an advisory board of eleven global health
professionals. Four members on staff were South Sudanese refugees who are now active in the
diaspora* community in Denver.

The organization commonly collaborates with other non-profit organizations and policy
groups that have a shared interest in improving global health disparities. The characteristic that
sets HealthKind apart from other like organizations is their employ of a CEnR approach in
addressing the complex health problems that plague South Sudan. By engaging the South
Sudanese diaspora community through a grassroots approach, HealthKind is better equipped to
identify problems and create health interventions that are both evidence-based and
socioculturally appropriate. Current initiatives include the goal to build a health clinic in Kongor,

located in Twic East County of the Jonglei State. Ultimately, the aim is to recruit and train South

* Diaspora, defined as “people settled far from their ancestral homelands,”®” is the proper term used to describe

former refugee populations that have settled abroad.
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Sudanese living in the U.S. to act as on-the-ground trainers in their native country to both build
the healthcare workforce and staff the HealthKind clinic. The goal of the HealthKind clinic is
ultimately to serve as a conduit for health initiatives in the country.

While in Denver, | worked directly with the Program Director. Dr. Rhonda Parmley holds
a Ph.D. in Education and Human Resource Studies, is an Instructor of Women’s Studies at Front
Range Community College, and is a guest lecturer on Global Issues in Women’s Health at the
Colorado School of Public Health. She is also a Licensed Professional Counselor. As the
Program Director and Co-Founder of HealthKind, Dr. Parmley manages all organizational
activities from networking to implementing the organization’s programs on the ground. I felt
honored to be selected as a practicum student with HealthKind, as global health and community
development are fields of special interest to me. Additionally, I believed that my public health
education would benefit greatly. Throughout my field experience, | was involved in all aspects of
running a global non-profit organization — an experience that was both educational and

enlightening.

South Sudan
The Republic of South Sudan, with a population of approximately 11.6 million,* is the

world’s newest country. South Sudan seceded from Sudan on January 9, 2011, after persistent
and aggravated conflict with the Arab-ruled northern capital of Khartoum. At war between 1955
and 1972, and then again between 1983 and 2005,* massive numbers of civilian lives were lost.
Though gaining independence in July 2011, South Sudan continues to struggle. In
particular, conflict between two leading tribes, the Dinka and the Nuer,? has caused yet another
civil war to plague the country. To make matters worse, Sudan remains hostile to its sister
country over oil profits, resulting in the closure of oil operations in South Sudan- a move that has
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proved to be economically devastating to the fledgling country.® South Sudan has been at war for
the past 56 years® and there appears no end in sight.

An estimated 2.5 million inhabitants were killed during the first and second civil wars;?
millions more were displaced - many of them children (an estimated 20,000) who fled on foot
without any family.* In refugee camps, aid workers named these children the “Lost Boys of
Sudan,” a term that has persisted, inspiring numerous films and books based on the special group
of refugees.’ In 2001, nearly 4,000 “Lost Boys” settled in the United States seeking amnesty.*

The leaders of North and South Sudan signed a Comprehensive Peace Agreement in
2005, opening the door for all Sudanese nationals displaced worldwide to return home.* In
response, many survivors have returned to help rebuild the new country and to provide aid.°
However, the struggle is far from over. In January 2014, the International Crisis Group estimated
that the Dinka-Nuer hostility has claimed over 10,000 lives and displaced 1.5 million inhabitants
within the country’. An additional 500,000 have fled to neighboring countries seeking refuge.®
On April 3, 2014, President Barack Obama declared the situation in South Sudan a national
emergency, addressing the “situation in and in relation to South Sudan, which has been marked
by activities that threaten the peace, security, or stability of South Sudan and the surrounding
region, including widespread violence and atrocities, human rights abuses, recruitment and use
of child soldiers, attacks on peacekeepers, and obstruction of humanitarian operations.” These
comments were extended one year later, in 2015.° In response, the United Nations has graded the
crisis a Level 3 humanitarian emergency,® thereby requiring a significant response from the
humanitarian sector.

According to the WHO, South Sudan claims some of the worst health indicators

worldwide. Maternal mortality historically ranks among the highest in the world, with 2,054

53



deaths per 100,000 pregnancies.™ This figure may be due to inadequate training of health
personnel and facilities, lack of family planning (only 4% of women reported using
contraception,)™ and a high teen pregnancy rate. Teenage mothers account for up to 30% of
maternal deaths.*

The mortality rate for infants was last measured to be 64 per 1,000 live births, and the
mortality rate of children under-five is 99 per 1,000 children.!* These astounding numbers may
be linked to the high rates of communicable diseases in South Sudan, including malaria,
tuberculosis, and HIV/AIDS. South Sudan contends with 90% of the world’s guinea-worm
disease burden while also combating myriad other parasitic diseases such as leishmaniasis,
trypanosomiasis, onchocerciasis, trachoma, lymphatic filariasis, and schistosomiasis.™* Although
half of the population has access to water sources (57%), a mere 9% have access to proper
sanitation.** Considering the high rates of poverty, malnutrition, and internally displaced
persons, South Sudan is particularly susceptible to epidemic-prone diseases.'* Most recently,
from May to November 2014, South Sudan struggled with a cholera outbreak.’

South Sudan’s long-standing public health crisis is primarily related to a lack of access.*®
At this time, only 25% of the population has access to medical care,'* due to the absence of
facilities, financial constraints, and cultural barriers.** Preventive measures as simple as
insecticide-treated bed nets are available to only 20% of the population.? Persistent civil wars
have rendered South Sudan’s health infrastructure obsolete, and non-government organizations
(NGOs) are responsible for up to 80% of the delivery of health services.!! In 2012, the Center for
Strategic and International Studies released a report highlighting the need for the United States
government and concerned aid agencies to identify novel approaches to building a sustainable

health system in order to address the numerous health problems impacting South Sudan.™
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Sustainable programs are particularly impactful, as emergent (and short-term) assistance does

not translate to long-term public health improvements.*®

Scope of Work

As a recently formed non-profit organization, HealthKind remains in the formation and
planning stages of development. Without the efforts of full-time staff, it has been particularly
difficult for this organization to launch humanitarian health initiatives on a global scale. As a
Public Health student, | was recruited to springboard the organizational development of
HealthKind.

Identifying and securing funds to support their mission is critical to the success of any
global non-profit organization. Before I started, Dr. Parmley had already identified two funding
avenues to target: a grant from a private philanthropy and support from the United States Agency
for International Development (USAID).

The Chatlos Foundation is a philanthropic organization that funds non-profits aligning
with their areas of interest, including Bible colleges/seminaries, religious issues, medical
concerns, and sociocultural concerns.’® The Foundation’s efforts extend across the United States
and globally.

USAID’s Office of Maternal and Child Health was seeking concept papers to support the
implementation of their Emerging Priorities in Reproductive, Maternal and Newborn Health
(RMNH) project. The program’s outreach targeted South Sudan and 23 other priority countries.
Drafting the concept paper granted me the opportunity to participate in the planning and
developing a health relief project from the ground-up.

In addition to spearheading the two funding opportunities described above, | was also
charged with identifying additional avenues of sponsorship. While with HealthKind, I applied for
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the Grand Challenge Exploration grant from the Grand Challenges in Global Health family of
programs that focuses on improving health in the developing world®. In addition to applying for
external funding, I coordinated “Peace for South Sudan,” HealthKind’s first fundraising dinner
and silent auction. The event was held on July 26, 2014 at the Posner Center for International
Development in Denver.

Networking is another key component to growing a global non-profit organization.
HealthKind’s offices are based out of the Posner Center, a complex that houses over 60
development-oriented companies and organizations. The Center was created to leverage the
intellectual capital of numerous like-minded organizations under one roof. Specifically, the
creators hoped to bring together groups with similar interests and goals to promote
“cross-pollination” — the exchange of ideas to enhance the collective capacity required to address
the challenges of global development.*’” As the only member of the HealthKind team stationed in
Denver, it was important that | work at the Posner Center, participate in the activities designed to
promote idea-sharing and cultivate relationships with other organizations.

| also networked outside of the Posner Center, attending a relevant press conference at
the Colorado state capitol and establishing connections with highly visible and interested parties.
These persons included Andrew Romanoff, a politician and senior advisor of International
Development Enterprises, and Tamara Banks, an Emmy Award-winning journalist.

Lastly, I supported HealthKind’s ongoing programs and initiatives. “Women Cry for
Peace and Life,” the organization’s monthly group gathering, brought together women from the
South Sudanese diaspora to discuss how health initiatives might better address concerns in that

country. Facilitated by Dr. Parmley and Jill Cantor Lee, a co-founder of Mediators Without
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Borders, these meetings served as a forum for HealthKind to engage and collaborate with
stakeholders in the community.

Overall, my scope of work at HealthKind was broad but aligned well with my interest in
global health and community engagement. | experienced all aspects of the management of a

global non-profit organization, from struggle to success.

Learning Objectives

HealthKind’s slogan is “Sustaining Health. Strengthening Community.”, and | was eager
to support this mission by utilizing the skill set | gained from the Master of Public Health
curriculum. My primary learning objective was to learn how to implement and manage novel
health programs in global health. This goal was achieved, but not in the way | anticipated. |
prepared myself for experience in monitoring and evaluating ongoing health programs; what |
encountered, however, was the struggle to execute even a novel, well-planned health program.
Watching HealthKind function from the base-level taught me that extensive time, planning, and
funding is necessary to implement global health initiatives and to keep them “afloat.” |
experienced many aspects of implementing and managing global health programs, from the
difficulties involved with collaborating alongside culturally distinct community partners, to
designing every detail of a proposed health program aimed at enhancing maternal and child
health. Despite my expectations, | discovered an alternative side to implementing and managing
global health programs; this experience was essential to understanding how public health
functions in reality (versus the theoretical manner in which it is described in textbooks).

My second objective was to develop materials for global health advocacy, and |
accomplished this task by coordinating the monthly “Women Cry for Peace and Life” gatherings.
During these sessions, we brainstormed possible health interventions targeting the myriad issues

57



that these women battled on a daily basis. Topics ranged from covert contraceptive delivery to
procuring and distributing shoes to children in South Sudan. We then utilized these plans in our
grant applications.

In my opinion, the most important learning objective was to better understand the barriers
facing global health practice in the non-profit setting. Prior to working with HealthKind, |
envisioned a future that included working for a global non-profit organization to alleviate health
disparities worldwide. The opportunity to work with HealthKind was appealing because it
offered real world experience in this field. In particular, | was happy to join HealthKind at a time
when the organization was still in its infancy: it granted me the “whole picture” of non-profit
work, rather than a snapshot of an already well-established organization. Today, | better
understand the extensive resources required for non-profit work (not only in the development

stage, but continuously to ensure the organization’s mission can be sustained).

Activities Performed

From my first conversation with Dr. Parmley, | was immediately included in the
numerous activities that HealthKind had planned to launch the organization’s sustainable health

programs.

Grant Applications

Prior to joining HealthKind, I had worked under the purview of grants but had never
actually been involved with the grant application process. While in Denver, | collaborated with
Dr. Parmley and Heidi Becksted, another public health student, to draft several grant
applications. Inherent to the process was the need to ensure that HealthKind met grant-specific

criteria and developed realistic objectives for the organization’s programs.
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For the Chatlos Foundation, | wrote an application to secure financial support for
HealthKind’s monthly “Women Cry for Peace and Life” gathering. The program was operated
on volunteer time, and the cost of refreshments was debited directly from the Program Director’s
personal accounts. HealthKind desired to expand these monthly discussions and to develop a
separate session for male participants. | suggested that we provide an incentive for participants
who attended and that we hire a translator to assist with communication. With adequate funding,
we could also compensate group facilitators who would function as mediators. | created a budget
for the expanded program and requested $14,040 to fund these efforts for one year. The
application was submitted on May 24, 2014.

The most challenging and intensive grant was the concept paper submitted to USAID’s
Emerging Priorities in RMNH initiative. After reviewing the program’s guidelines, | initiated
contact with USAID’s Agreement Officer to gauge the level of interest in HealthKind’s
initiatives and to introduce our organization. I then coordinated with Dr. Parmley, Beverly Lyne
(a public health nurse and a member of the HealthKind Board of Directors), and Heidi to design
our concept. In June, 2014, after an intensive week of research, brainstorming, and idea-
mapping, we developed an evidence-based action plan that addressed maternal mortality in
South Sudan. The concept employed a combination of community-engaged research (CEnR) and
train-the-trainer approaches. As HealthKind is a small non-profit organization, | located
established sub-partners to support the program’s initiatives. Specifically, I established contacts
at Management and Training Corporation (MTC) in Washington, D.C. to discuss a joint effort to
train maternal healthcare workers in the U.S. Next I developed the program’s budget —a large
undertaking considering the grant awarded up to $5 million over five years. To qualify, every

facet of the project must be accounted for, from staff salaries to the cost of providing blankets for
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a health clinic in Kongor. | even included a line item for the procurement cost of helicopters to
transport workers to inaccessible villages in the South Sudanese countryside! Once completed, |
finalized the concept paper (entitled “Strengthening Maternal Health in Rural South Sudan’) and
incorporated any suggestions made by HealthKind’s Advisory Board. Dr. Parmley submitted the
concept paper to USAID on July 9, 2014.

Throughout the summer, I researched grants that aligned with HealthKind’s funding
needs. During my first conversation with the Program Director, Dr. Parmley described a vision
to create a set of educational modules focused on maternal and child health. So, an anticipated
activity of mine was “developing health education programs for limited resource settings.” The
curriculum, to be delivered on solar-powered tablets, was intended for dispersion in South
Sudan. However, a lack of adequate funding stalled the development of this series. | proposed
that the Grand Challenges Exploration application be used to fund this initiative. Funding was
requested to hire ground personnel, a software developer, videographer, equipment procurement
and travel to South Sudan. In total, the budget called for $98,950 in funding, and the application

was submitted on August 1, 2014.

Annual Fundraising Dinner and Silent Auction

HealthKind’s first fundraising dinner and silent auction, “Peace for South Sudan,” was
held on July 26, 2014. Only the date and location had been solidified prior to my arrival. |
coordinated with two HealthKind interns, Nurta and Kaylan, to plan, market, and host this event.
One of the most difficult aspects of planning was to find sponsors and develop effective
marketing materials. Our target audience was groups and individuals that were both passionate
about achieving peace in South Sudan and financially equipped to contribute to this cause.

Unfortunately, these two characteristics do not always go hand-in-hand.
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| reached out to specific non-profit organizations and public advocates with a track record
of promoting international development. [ managed HealthKind’s Facebook account and used it
as a forum for advertising. | was also charged with managing HealthKind’s email-based
marketing program, Constant Contact, to connect with individuals that had previously
demonstrated interest in HealthKind’s mission. I designed posters and flyers that I distributed to
local businesses. | also reached out to local media outlets and newspapers. As the event
approached, | planned the menu and even procured a substantial donation from Coors Brewing
Company to provide beverages. | obtained event insurance and facilitated the silent auction by
soliciting business owners in the Denver metro area. Silent auction offerings included certificates
for massage packages, baked items, gym memberships, jewelry, clothing items, and food
baskets. The night of the event, the HealthKind team and | decorated the venue with traditional
Sudanese regalia. | managed the bar and developed a wristband system for tracking beverages.
A professional photographer attended to document the evening. In total, approximately 75 people

attended the event.

Community Engagement

HealthKind’s dedication to community involvement forms the foundation of the
organization’s mission. During my time there, I coordinated three Women Cry for Peace and
Life group gatherings. | prepared the dedicated space in the Posner Center with chairs and
couches and provided snacks and refreshments. | took notes at these gatherings and compiled a
list of possible initiatives for HealthKind to pursue. | utilized HealthKind’s Facebook account
and leveraged that forum to connect the international development community and the South

Sudanese diaspora in order to facilitate dialog between these two stakeholders.
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Products Developed

I updated HealthKind’s Executive Summary (Appendix D) to include the most recent
statistics and program goals. This version was available at the Peace for South Sudan dinner, and
it has been used as a brochure at numerous health conferences since that time.

Although it is difficult to claim a completed grant application as a product per se, | feel
strongly that the concept paper submitted to USAID included a health program that would be
very successful with the appropriate funding.

I developed marketing materials for the Peace for South Sudan fundraising dinner,
including HealthKind brand t-shirts (Figure 5.1), a banner, and posters (Figure 5.2). The shirts
were available for purchase at the dinner and at Walk for Sudan, an annual walk to raise funds

for the Nuba Water Project (a partnering non-profit organization based in Denver).

Figure 5.1 HealthKind brand t-
shirts

Figure 5.2 Poster for the first Peace for South
Sudan dinner
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Alignment with Public Health Core Competencies

Throughout my thesis research and field experience, | have gained unmeasurable insight
into each of the public health core competencies.

One essential competency in my public health practice has been biostatistics. In
assembling HealthKind’s Executive Summary and compiling data for grant applications, this
discipline has been critical to my understanding of the descriptive and informatics techniques
used to report vital statistics, records, and public health characteristics. For my thesis research, I
needed to distinguish between different statistical measures; a strong knowledge of these
measures was essential to aggregate, analyze, and interpret the results of the literature.
Additionally, it was important to understand the most appropriate statistical method to be utilized
(or not) in each circumstance, and why. As with many skills, | found the more | practiced
biostatistics, the greater understanding I had for the topic.

As | was developing health interventions set in rural South Sudan, environmental health
sciences, the second core competency, was an important consideration. | considered exposure to
various environmental hazards specific to the setting, notably access to potable water, sanitation
methods, and the implications of having internally displaced persons in aid camps for long
periods of time. Recently, WHO released a report on the public health threat of contaminated
foods in the African region,*® which is an environmental health concern typically overlooked in
food insecure areas. Additionally, | explored environmental health risk in my thesis research as
well. My data were derived from a multi-state childhood obesity grant. Since obesity may be at
least in part a physiological response to a built environment,*® I explored environmental health

sciences in my research as well.
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The application of epidemiological principles was also essential to my work at
HealthKind and in writing my thesis. Understanding epidemiologic data from rural communities
in the U.S. and South Sudan was necessary to comprehend the scope and breadth of these
problems and to provide a justification for public health intervention. It was important that |
understand what prevalence represents because the data from each community studied measured
the prevalence of specific health conditions or disease. Epidemiologic knowledge was also
necessary for my evaluation of the literature: it helped me gauge the strength and limitations of
the available data in my area of focus. Since community-based public health occurs on a large
scale, | gained experience in conceptualizing the dissemination of epidemiologic data.

Health services administration was the most important core competency utilized in my
thesis and field experience. By engaging communities in public health initiatives, we focused on
increasing access to care in regions where health systems simply do not exist. Understanding the
impact that the accessibility of healthcare can have on rural populations, and how we address
such issues via public health, is the underlying foundation of my education.

Social and behavioral sciences were strongly aligned with my thesis. The grant from
which my thesis originates was designed around Ecological Model for Childhood Overweight
(Figure 5-3). The aim of the grant is to account for the multiple effects of social and cultural
elements of the environment. Additionally, the Community Coalition Action Theory, the concept
in which my thesis is rooted, describes social and behavioral constructs of coalition functioning
that may promote the successful implementation of health activities. It was important to consider
the cultural component of social and behavioral factors since they differ according to each setting

and may have profound implications for health status.
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Ecological Model of Childhood Overweight

COMMUNITY, DEMOGRAPHIC, &
SOCIETAL CHARACTERISTICS

PARENTING STYLES, FAMILY
CHARACTERISTICS, & in utero .4 apos

School lunch _~Types of foods INFLUENCES
Pprograms~ gyailable in the home

Socioeconomic
status

Ethnicity

Peer and sibling
interactions

Crime rates apd

HILD CHARACTERISTICS &

Child feeding i
practices, including CHILD RISK FACTORS on h:" ng
breastfeeding Age urs

Gender Sedentary Rarent’s activity

Nutritional
knowledge

Dietary

2 Physical
Parent’s dietary Intake Y’
ivi activit
intake Activity Y
Familiar susceptibility Parent
Parent food to weight gain encouragement of o
preferences o child activity Family leisure
Parent’s weight Smoking time actiyities

pregnancy during
Excessive weight gain pregnanc
during pregnan
Accessibility of convenience foods and
Rurality restaurants

status

Accessibility of
ecreational facilities

Based on ersion of Davison & Birch (2001), enhanced by Reed et al, 2011. Obesity in Rural Youth: Looking Beyond Nutrition and Physical Activity.

JNE Vol.4

Figure 5.3 Ecological Model of Childhood Overweight

Conclusions

Since enrolling in my first public health class, a step I took simply out of curiosity, | have
been hooked on the idea that health begins and ends with community. The concept that health
occurs on a larger scale was novel to my traditional background in healthcare. It inspired me that
public health practitioners can provide resources for communities to act as catalysts for positive
change. At this nexus, | identified the common ground between my thesis research and my field
experience. When researchers/healthcare providers partner with stakeholders who care most
about a problem, they will be better prepared to address these issues as a united force.
Throughout my public health education at Kansas State University, | have been consistently

challenged to think in these terms, and | am eager to share the knowledge and skills attained to

practice healthcare holistically.
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Appendix A - Community Application

Kansas State Research and Extension CPCO Grant Application

Request for Kansas Community Applications for

USDA AFRI GRANT

APPLICATION DEADLINE : DECEMBER 16. 2011
*Does YOUR COMMUNITY

currently have a coalition to
provide health and nutrition
education?

Interested in joining the
national movement to prevent

CHILDHOOD OBESITY?

How would your community

utilize $5,000 each year for
4 years to improve health and
nutrition?
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Expectations of Selected Communities:

* Participation in quarterly project conference calls
* Participation in training, as applicable
*  Community planning and implementation of interventions

* Project reports (For example: progress of activities, fiscal reports, and relevant others asked by
CPCO leaders)

* Commitment of participation for 4 years (2012 - 2016)
Required Application Components:

¢ Letter of support from county/district director for participation in the project
* Letter of support from community coalition leader (chair/president/director)

o Note: Letters of support can be sent by regular mail to the below address if they
cannot be emailed or scanned.
Melissa Taylor, KS CPCO Project Assistant
Department of Human Nutrition
Justin Hall 244
Kansas State University
Manhattan, KS 66506-1407

* A Word document (limit 5 pages) thoroughly answering all questions listed in the Application

Questions section below.

Application Questions:

1. Name and contact information of the community/county coalition leader?
2. What is the name of the community coalition?

3. How long has the codlition been active?
4

. Who are the coalition members: (Name of members, affiliations, and any other relevant

information)?2

o

What are the 3-5 main objectives/activities of the coalition?

6. Have the Extension Educator and/or the community coalition received any grants in the past

5 years? If so, please describe.
7. Why is the coalition interested in the topic of childhood obesity?
8. What (if any) previous or current work has the coalition done related to obesity?

9. What other programs/efforts have you, the applicant, done in your county/community
related to obesity?
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Application Questions Continued:

10. If your codlition participated in a similar program (i.e., targeted at 4-year-olds or early
childhood), how many participants did your coalition and program have?

11. What is your coalition’s current access to 4-year-old children and people who provide
care for them?

12.  Will any additional resources be used to help this project succeed? If so, what is the
additional funding?

13.  What challenges or barriers do you foresee that might hinder the project’s success in
your county?

Funding Guidelines:

Grant funding CAN be used for:
* Marketing, advertisement, and media campaign items to promote childhood obesity
prevention

* Evidence-based curriculum purchase, training and implementation

* Costs related to project organizational meetings (i.e., materials, refreshments, facilities,
supplies)

* Recruitment, involvement, and recognition of project partners

 Travel, lodging, per diem, incidentals to attend training, meetings, conferences related to
childhood obesity prevention

» Office supplies associated with the planning, promotion, completion, and reporting of the
project

* Communication (i.e., phone, fax, post-mail)

* Event costs (i.e., rentals, event insurance, temporary staff, transportation)

* Incentives for participants (i.e., gift cards, games, toys)

Grant funding CANNOT be used for:

* Purchase of office equipment (i.e., computers, desks, chairs, etc.)

* Costs incurred for vendor programs, materials, and supplies that lack evidence of
effectiveness (Note: Even if supplies are evidence-based, if they are not
listed in the toolkit, they cannot be paid for out of the grant)

* Supplementing of other funds (i.e., using funds to pay for ongoing administrative costs or
personnel)

¢ Indirect fees or administrative costs

*  Membership fees, dues

* Costs related to evaluation (i.e., measurement devices like scales, Stadiometers)
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Appendix B - Coalition Self-Assessment Survey

Coalition Self-Assessment Survey

COALITION NAME

Date

S COMMUNITIES

‘.%‘ Preventing Childhood Obesity

I3

INSTRUCTIONS FOR RESPONDENTS

Please answer questions as they pertain to your involvement since joining the coalition. If you
are new to this coalition, please answer to the best of your ability based on your perspective of
the meetings you’ve attended.

Sample Question

S1. Please circle a number for each answer as in the sample answer:

2.yes

Developed by: Erin Kenney, Ph.D. and Shoshanna Sofaer, Dr.PH. School of Public Affairs, Baruch College, City
University of New York, 2000.
Adapted by Communities Preventing Childhood Obesity, 2012.

For use and/or adaptations of this document, please credit Erin Kenney, Ph.D. and Shoshanna Sofaer, Dr.PH.,
School of Public Affairs, Baruch College, City University of New York, 2000
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ROLE IN COALITION

Q1. What is your role in the coalition? Circle more than one response, if appropriate.

CoalitionRoleA. Member of the steering or executive committee
CoalitionRoleB. Coalition chair or officer

CoalitionRoleC. Chair/co-chair of a coalition committee or task force
CoalitionRoleD. Committee member

CoalitionRoleE. Member (no other responsibility)

CoalitionRoleF. Staff

CoalitionRoleG. Other

Q2. Are you part of the coalition as an individual member or as a representative of an
organization? Please circle either 1 or 2, or both, if appropriate.

1. Individual Member, not representing an organization
2. Representative of an organization
3. Both

Q2a. If you are an individual member not representing an organization, please specify your role
(for example, “parent”)

Q2b. If you are an individual member not representing an organization, how long have you been
an individual member of the coalition?

YEARS MONTHS DON’T KNOW NOT APPLICABLE

Q3. If you represent an organization, please indicate the one that best describes the Organization
you represent in this coalition. Please circle only one.

. Community Health Center/Community clinic
. Community/neighborhood group

. Ethnic and minority group organization

. Youth organization

. Parent organization

. Women’s organization

. Religious/Faith-based organization

. Housing organization

. Environmental advocacy group

10. Environmental agency

11. Voluntary agency that has obesity as a key part of their mission
12. Other voluntary agency

13. Other community-based organization

14. Other coalition

15. After school program/Parks and recreation
16. Day care/Preschool/Head Start center

17. School (any grades K-12)

18. Academic institution (college/university)
19. HMO and other managed care organization

OCoOo~NNOThWN -
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20. Medicaid and other insurers
21. Pharmaceutical company
22. Hospital

23. Health care provider organization (non-hospital)
24. Physician practice

25. Local health department

26. State health department

27. Business

28. Media

29. Legislative office

Q3other. Other (please specify)

Q4. If a representative of an organization, how long has your organization been
represented in the coalition?

YEARS MONTHS DON’T KNOW NOT APPLICABLE
Q5. Please circle the role that fits you best. Circle only one.

Qb5spec. Physician, please specify
. Physician assistant

. Nurse/nurse practitioner

. Respiratory therapist

. Social worker/case worker

. Case manager

. Community health worker

. Outreach worker

. Health educator

Q5spec. Other health professional, please specify
11. Day care/Head Start provider

12. After school/parks and recreation provider
13. Government official/staff
14. Parent/caregiver

15. Staff from non-profit

16. Administrator

17. Researcher/evaluator
Q5spec. Other, please specify

O©oo~No ok, wWwN

INCLUSION, RECRUITMENT, MEMBERSHIP

Q6. In your opinion, does your coalition have sufficient representation from groups,
organizations, and/or schools in your community to accomplish the objectives of the coalition?

1. No
2.Yes
3. Don’t Know

Qo6a. If you answered “no” above, in your opinion, which type of the following groups,
organizations and/or schools listed are NOT well represented on the coalition? Circle all that

apply.
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Q6al. Community Health Center/Community clinic

Q6a2. Community/neighborhood council or advisory group
Q6a3. Ethnic and minority group organization

Q6a4. Youth organization

Q6a5. Parent organization

Q6a6. Women'’s organization

Q6a7. Religious/Faith-based organization

Q6a8. Housing organization

Q6a9. Environmental advocacy group

Q6a10. Environmental agency

Q6all. Voluntary agency that has childhood obesity as a key part of their mission
Q6al2. Other voluntary agency

Q6a13. Other community-based organization

Q6al4. Other coalition

Q6al5. After school program/Parks and recreation

Q6al6. Day care/Preschool/Head Start center

Q6al7. School K-12

Q6al18. Academic institution (college/university)

Q6al19. HMO and other managed care organization

Q6a20. Medicaid and other insurers

Q6a21. Pharmaceutical company

Q6a22. Hospital

Q6a23. Health care provider organization (non-hospital)
Q6a24. Physician practice

Q6a25. Local health department

Q6a26. State health department

Q6a27. Business

Q6a28. Media

Q6a29. Legislative office

Q6a30. Parents/caregivers of 4-year old children

Q6a31. Other (please specify)
Q6a32. None of the above

Q6b. If you have circled one or more groups above as being not well represented, please
select the SINGLE group you think is most important to add to the coalition at this time. Write
the number of the group on this line

Q6c¢. Why do you think the group identified as most important to add to the coalition is not well
represented at this time? (CIRCLE ALL THAT APPLY):

Q6cl. The coalition never tried to involve them

Q6c2. The coalition invited them but they chose not to participate

Q6c3. They used to participate but dropped out

Q6c4. The coalition cannot get access to representatives of this group

Q6c5. The coalition as a whole is not sure that this group should be asked to join
Q6c6. Resources are lacking to recruit new members

Q6c7. Some coalition members do not want to share power with this group
Q6¢8. Don’t know
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Q7. Is your coalition actively recruiting new members?

1. No
2.Yes
3. Don’t know

Q8. In your opinion, do new members receive adequate orientation to be effective members of

the coalition?

1. No
2.Yes
3. Don’t know

Q9. Of those that represent organizations, please circle the number which best represents your

opinion about the number of members who participate in your coalition who have enough

authority to make commitments of resources or other support for the coalition.

1. Less than one-quarter of the members
2. Less than half of the members

3. More than half of the members

4. Nearly all of the members

5. Doesn’t apply/Don’t know

DECISION-MAKING, CONFLICT RESOLUTION

Q10. Please circle the number below that shows how much influence you think the person or

group has in deciding on the actions and policies for your coalition.

No Influence Some A Lot of N/A
Influence Influence
Q10a) Coalition Chair 1 2 3 4
Q10b) Officers or Committee Chairs 1 2 3 4
Q10c) Lead Staff 1 2 3 4
Q10d) Coalition Members 1 2 3 4

Q11. Please circle a number to show how much influence you personally have in making
coalition decisions.

No Influence Some Influence A Lot of Influence
1 2 3

Q12. How are decisions usually made regarding coalition priorities, policies and actions?
Circle the number of the main way(s) you think decisions are usually made.
(CIRCLE NO MORE THAN TWO):

Q12.1. Coalition members vote, with majority rule

Q12.2. Coalition members discuss the issue and come to consensus

Q12.3. The coalition chair makes final decisions

Q12.4. The coalition executive or steering committee makes final decisions
Q12.5. The lead agency for the project makes the decisions
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Q12.6. Don’t know

Q13. Please circle a number to show how comfortable you are overall with the coalition

decision-making process.

Not at All Comfortable

Somewhat Comfortable

Very Comfortable

1 2 3
Q14. Please circle a number to show how much you agree or disagree with the following
statements.
Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q14a) The coalition has clear and explicit 1 2 3 4 5
procedures for making important decisions
Q14b) The coalition follows standard 1 2 3 4 5
procedures for making decisions
Q14c) The decision making process used by 1 2 3 4 5
the coalition is fair
Q14d) The decision-making process used by 1 2 3 4 5
the coalition is timely
Q14e) The coalition makes good decisions 1 2 3 4 5
Q14a. Circle the number that represents the amount of conflict in your coalition.
1. More conflict than | expected
2. Less conflict than | expected
3. About as much conflict as | expected
Q14b. Circle the number that best represents your opinion of how much conflict within the
coalition was caused by each of the following factors:
None Some A Lot Don’t
Know
Q14b.a) Differences in opinion about coalition mission and 1 2 3 4
goals coalition goals and objectives
Q14b.b) Differences in opinion about specific objectives 1 2 3 4
Q14b.c) Differences in opinion about the best strategies to 1 2 3 4
achieve
Q14b.d) Personality clashes 1 2 3 4
Q14b.e) Fighting for power, prestige and/or influence 1 2 3 4
Q14b.f) Fighting for resources 1 2 3 4
Q14b.g) Differences in opinion about who gets public 1 2 3 4
exposure and recognition
Q14b.h) Procedures used for completing the work 1 2 3 4
Q14b.i) People aren’t sufficiently included in coalition 1 2 3 4
processes/decision making
Q14b.j) Member(s) who dominate the coalition meetings and 1 2 3 4
impede proper collaboration
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Q15. Please circle the main strategy your coalition has used to address conflicts that occur.
(CIRLCE NO MORE THAN TWO):

Q15.1. Open dialogue about opposing viewpoints

Q15.2. Postponing or avoiding discussions of controversial issues

Q15.3. Having a third party mediate between those with opposing viewpoints
Q15.4. Having the opposing parties negotiate directly with each other

Q15.5. One party to the conflict gives in

Q15.6. Don’t know

LEADERSHIP, STAFFING, RELATIONSHIPS

Q16. Who do you think is most significant in providing leadership for your coalition? (CIRCLE
ONLY ONE NUMBER):

1. Coalition Chair

2. Coalition Officers or Committee Chairs
3. Lead Staff

4. Coalition Members

5. Other

6. Don’t Know

Q17: The leadership of our coalition:

Strongly Disagree Agree Strongly | Don’t
Disagree Agree Know
Q17a) Has a clear vision for the coalition 1 2 3 4 5
Q17Db) Is respected in the community 1 2 3 4 5
Q17c) Gets things done 1 2 3 4 5
Q17d) Is respected in the coalition 1 2 3 4 5
Q17e) Controls decisions 1 2 3 4 5
QA17f) Intentionally seeks other’s views 1 2 3 4 5
Q17g) Utilizes the skills and talents of 1 2 3 4 5
many, not just a few
Q17h) Creates an appropriate balance of 1 2 3 4 5
responsibility between leaders, staff and
members
Q17i) Advocates strongly for its own 1 2 3 4 5
opinions and agendas
Q217j) Builds consensus on key decisions 1 2 3 4 5
Q17k) Works collaboratively with 1 2 3 4 5
coalition
Q171) Keeps the coalition focused on 1 2 3 4 5
tasks and objectives
Q17m) Is skillful in resolving conflict 1 2 3 4 5
Q17n)ls ethical 1 2 3 4 5
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Q18. Who actually sets the agenda for meetings of the coalition and its committee/task forces?

(PLEASE CIRCLE ALL THAT APPLY):

Q18.1. Coalition Chair

Q18.2. Coalition Officers or Committee Chairs

Q18.3. Lead Staff
Q18.4. Coalition Members
Q18.5. Don’t know

Q19. Please circle a number to show how much you agree or disagree with each statement.

Strongly Disagree Agree Strongly Don’t
Disagree Agree Know
Q19a) The coalition is well managed 1 2 3 4 5
Q19b) The work of the paid staff 1 2 3 4 5
supports the work of the coalition
Q19c) People know the roles of staff 1 2 3 4 5
as compared to coalition members
Q19d) Coalition members take 1 2 3 4 5
responsibility
TRUST
Q20. Please circle a number to show how much you agree or disagree with the following
statements.
Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q20a) Relationships among coalition 1 2 3 4 5
members go beyond individuals at the table,
to include member organizations
Q20b) I am comfortable requesting 1 2 3 4 5
assistance from the other coalition members
when | feel their input could be of value
Q20c) I can talk openly and honestly at the 1 2 3 4 5
coalition meeting
Q20d) I am comfortable expressing my point 1 2 3 4 5
of view even if they might disagree
Q20e) I am comfortable bringing up new 1 2 3 4 5
ideas at coalition meetings
Q20f) Coalition members respect each 1 2 3 4 5
others’ points of view even if they might
disagree
Q20g) My opinion is listened to and 1 2 3 4 5

considered by other members

Continue next page
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MISSION STRATEGIES AND ACTION PLANS

Q21. Please circle a number to show whether the following functions are major, minor, not a

function, or you don’t know.

The functions of our coalition are to:

Not a A Minor | AMajor | Don’t
Function | Function | Function | Know
Q21a) Network with other professionals 1 2 3 4
Q21b) Network with concerned citizens 1 2 3 4
Q21c) Conduct strategic planning 1 2 3 4
Q21d) Make decisions about priority needs and 1 2 3 4
problems
Q21e) Recommend or make decisions to allocate 1 2 3 4
resources
Q21f) Operate particular programs or activities 1 2 3 4
Q21g) Advocate for local public policy objectives 1 2 3 4
Q21h) Advocate for state public policy objectives 1 2 3 4
Q21i) Provide funding for current programs 1 2 3 4
Q21)) Raise funds to sustain long-term coalition 1 2 3 4
activities

Q22. Please circle a number to show how much you agree or disagree with the following statements.

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q22a) Our coalition has a clear and shared 1 2 4 5
understanding of the problems we are trying to
address
Q22b) There is a general agreement with respect 1 2 4 5
to the mission of the coalition
Q22c) There is general agreement with respect to 1 2 4 5
the priorities of the coalition
Q22d) Members agree on the strategies the 1 2 4 5
coalition should use in pursuing its priorities
Q22¢) Our action plan defines well the roles,
responsibilities and timelines for conducting the 1 9 4 5
activities that work towards achieving the stated
mission of the coalition

Q23. Please circle a number to show how much you agree or disagree with the following statements.

Strong "
St_rongly Disagree | Agree ly Don’t
Disagree Know
Agree
Q23a) Notification of meetings is timely 1 9 4 5
Q23b) Background materials needed for 1 9 4 5
meetings are prepared & distributed in advance
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of meetings (agendas, minutes, study documents)

Q23c) Informative committee and/or task force

reports are routinely made to the entire coalition 1 2 3 4 S
PARTICIPATION
Q24. Over the past year, how involved have you been in coalition activities?

1. Not at all involved

2. A little involved

3. Fairly involved

4. Very involved
Q25. Please circle a number to show how many times over the last year you personally have

done the following for the coalition:

Never | Rarely (1- | Sometimes | Often N/A
2 times) (3-4 times) | (5+times)

Q25a) Recruited new members 1 2 3 4 5
Q25b) Served as a spokesperson 1 2 3 4 5
Q25c) Attempted to get outside support for 1 2 3 4 5
coalition positions on key issues
Q25d) Worked on implementing activities or 1 2 3 4 5
events sponsored by the coalition
Q25e) Acquired funding or other resources for 1 2 3 4 5
the coalition

Q26. Please circle a number to show how much you agree or disagree with the following statements:

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q26a) | feel that | have a voice in what the 1 2 3 4 5
coalition decides
Q26Db) I go to coalition meetings only because it 1 2 3 4 5
is part of my job
Q26¢) | am satisfied with how the coalition 1 2 3 4 5
operates
Q26d) I feel a strong sense of “loyalty” to the 1 2 3 4 5
coalition

Q27. Please circle a number to show how much you agree or disagree with the following statements. If
you consider yourself an individual member (and circled #1 in Q2), please do not answer this question

and go to question Q28.

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q27a) Staff from my organization contribute 1 2 3 4 5
time to the coalition
Q27b) Volunteers from my organization 1 2 3 4 5
contribute time to the coalition
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Q27c) My organization supports the positions 1
of the coalition publicly

Q27d) Overall, my organization is committed 1
to the work of the coalition

Q27e) My organization contributes funds to 1
support the coalition

Q28. Please circle a number to show to what extent each of the following has been a benefit to
your participation or your organization’s participation on the coalition.

No
Benefit

A Little
Benefit

Some
Benefit

Great
Benefit

N/A

Q28a) Developing collaborative relationships with
other agencies

1

2

3

4

Q28b) Helping my organization move toward our goals

Q28c) Getting access to target populations with whom
we have previously had little contact

Q28d) Getting funding for my organization

Q28e) Getting services for our clients

Q28f) Getting client referrals from others

Q280g) Increasing my professional skills and knowledge

Q28h) Staying well informed in a rapidly changing
environment

Q28i) Getting access to key policy makers

Q28])) Increasing my sense that others share my goals
and concerns
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Q28k) Getting support for policy issues our
organization feels strongly about
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Q29. Please circle a number to show to what extent each of the following have been problems
for your participation or your organization’s participation in the coalition.

Agree

Disagree
Slightly

Disagree

Don’t
Know

Q29a) Coalition activities do not reach my primary
constituency

2

3

Q29b) My organization doesn’t get enough public recognition

for our work on the coalition

2

Q29c) Being involved in policy advocacy

Q29d) My skills and time are not well-used

Q29¢) My (or my organization’s) opinion is not valued

Q29f) The coalition is not taking any meaningful action

Q29g) I am often the only voice representing my viewpoint

N (N[N [N

WIWw w w| w

Q29h) The financial burden of traveling to coalition meetings

is too high

Q29i) The financial burden of participating in coalition
activities (barring travel) is too high
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Q29)) The coalition is competing with my organization 1 2 3 4
Q30. From your organization’s perspective (if applicable), do the benefits of
participation in the coalition appear to outweigh the costs at this point?
1. No
2. Yes
3. 1 do not represent an organization on the coalition
Q31. From your own professional and/or personal perspective, do the benefits of
participation in the coalition appear to outweigh the costs at this point?
1. No
2. Yes
3. Don’t know
COMMUNICATION
Q32. Please circle a number to show how much you agree or disagree with the following statements.
Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q32a) The current method for communication
between coalition staff/leadership and its 1 2 3 4 5
members is effective
Q32b) Members can communicate between
) 1 2 3 4 5
themselves as necessary or desired
Q32c) The coalition staff facilitates
L . 1 2 3 4 5
communication between coalition members
Q32d) The coalition staff effectively and
efficiently notifies me of meetings, agenda 1 2 3 4 5
items, etc.
Q32e) The coalition utilizes effective strategies 1 2 3 4 5

to communicate with the broader public

CHILDHOOD OBESITY KNOWLEDGE

Q33. Do you feel you have adequate knowledge about childhood obesity to function

effectively in the coalition?

1. No
2.Yes

Q34. Has the coalition helped you learn more about childhood obesity?

2.Yes
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COALITION MATURITY, READINESS, SUSTAINABILITY

Q35. Has your coalition been responsible for activities or programs that otherwise would not

have occurred?
1. No
2. Yes
3. Don’t know

Q36. Has your coalition brought benefit to your community?

1. No
2.Yes
3. Don’t know

Q37. Please circle a number to show how much you agree or disagree with the following statements.

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q37a) The coalition is making progress in
implementing the activities that have potential to 1 2 3 4 5
improve childhood obesity.
Q37b) The coalition is improving health 1 5 3 4 5
outcomes for children who are at risk of obesity

Q38. Please circle a number to show how much you agree or disagree with the following statements.

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q38a) The coalition is making plans to
continue operating after current funding is 1 2 3 4 5
terminated
Q38b) The coalition has begun to find
resources to continue operating after current 1 2 3 4 5
funding is terminated
Q38c) Resources are being identified to
support the systemic, programmatic changes 1 2 3 4 5
implemented through the work of the coalition

Q39. Please circle a number to show how much you agree or disagree with the following statements.

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
Q39a) The coalition is essential to the 1 2 3 4 5
improvement of pediatric obesity
Q39b) One or a small number of people or 1 2 3 4 5
agencies could make significant progress in
pediatric obesity without the coalition
Q39c) In general | am satisfied with the 1 2 3 4 5
coalition
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Q40. What issues should the coalition leadership and staff be paying more attention to?

Q41. Are there any critical events over the past year that have had an impact on the coalition? Please
describe on the next page.

Standard Section on Demographics of Respondents

D1. Your gender:
1. Female
2. Male

D2. Your Race or Ethnicity:
D2.1. African American/Black
D2.2. White
D2.3. Asian American
D2.4. Native Hawaiian or other Pacific Islander
D2.5. Native American
D2.6. Latino or Hispanic
D2.6a: If Latino or Hispanic, do you consider yourself:
6.1. Puerto Rican/ “Newyorrican”
6.2. Mexican/Mexican American/Chicano
6.3. Cuban/Cuban American
6.4. Dominican
6.5. Other Spanish-Caribbean
6.6. Central American
6.7. South American
D2.6a0ther: 6.8. Other Latino/Hispanic (please specify):
D2.7. Other Race or Ethnicity (please specify):
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D3. Your age at last birthday:
YEARS

D4. Your education:
1. Grade 8 or less
2. Graduated from high school
3. Graduated from technical or vocational school
4. Graduated from college
5. Completed graduate school

D5. Did you complete this survey when it was administered a year ago?
1. No

2.Yes
3. Don’t Know
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Appendix C - Self-Assessment Template for Coalition Feedback

Coalition Self Assessment Summary Reporting Guide

General Guidelines

- Thisis only a summary of the answers, not an analysis, so make sure the language reflects this
and make sure you don’t draw attention to something by highlighting or bolding the font, for
example

- Something to keep in mind when deciding whether or not to report responses as a percentage or
as the # of votes is confidentiality. If there are only a handful of members in the coalition and 1
person is reporting something negative, for example, it would be better to report as a percentage
s0 that person doesn’t feel singled out (see Q13 for an example)

- For questions with the strongly disagree-strongly agree choices, I lumped agree and strongly
disagree together and disagree and strongly disagree together and reported percentages. For
example in Q14...”100% of members agree or strongly agree that the decision process is fair and

that the coalition makes good decisions™. It would not be necessary in this case to keep them
separate and say “90% strongly agree and 10% agree that...”

- Responses are reported in present tense

- For the questions in table format (see Q14b), if there happens to be a wide variety of answers, it
may be important to actually copy the table and write in the number or % of responses. In the
example below, some people saw personality clashes as causing “a lot™ of conflict in the group,
while others felt it caused none at all.

None Some A Don't | Average
Lot  Know
Differences in opinion about the mission and goals 3 3 0 3 23
Differences in opinion about specific ob jectives 4 3 0 2 20
Differences about best strategies to achieve goals 3 4 0 0 21
Personality clashes 5 1 1 0 20
Fighting for power, prestige and/or influence 6 1 0 0 18
Fighting for resources 5 1 1 0 2.0
Differences in opinion about who gets public exp osure and recognition 6 1 0 0 1.8
Procedures for completing the work 3 3 0 0 2.3
People aren’t sufficiently included in coalition processes/decision making Kl 3 0 0 20
Members who dominate the meetings and imp ede collaboration S 2 0 0 19

The following document is a copy of the entire Coalition Self Assessment Survey with comments next to
each question on how to report them in the summary.
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ROLE IN COALITION

Q1. What is your role in the coalition? Circle more than one response, if] lappropriatd

a. Member of the steering or executive committee

b. Coalition chair or officer

¢. Chair/co-chair of a coalition committee or task force
d. Committee member

e. Member (no other responsibility)

f. Staff

g. Other

Q2. Are you part of the coalition as an individual member or as a representative of an

organization? Please circle either 1 or 2, or both, if appropriate.

1. Individual Member, not representing an organization
2. Representative of an organization
3. Both

Q2a. If you are an individual member not representing an organization, please specify your role

(for example, “parent™)

Q2b. If you are an individual member not representing an organization, how long have you been
an individual member of the oalition}?

YEARS MONTHS DON’T KNOW NOT APPLICABLE

Q3. If you represent an organization, please indicate the one that best describes the Organization
you represent in this coalition. Please circle only [oni

e [ID1]: Report the % for cach

C [ID2]: Report the range and average
length of participation

)

1. Community Health Center/Community clinic
2. Community/neighborhood group

3. Ethnic and minority group organization

4. Youth organization

5. Parent organization

6. Women’s organization

7. Religious/Faith-based organization

8. Housing organization

9. Environmental advocacy group

10.
ine
12
13;
14.
15.
16.
17
18.
19.
20.
21:

22

Environmental agency

Voluntary agency that has obesity as a key part of their mission
Other voluntary agency

Other community-based organization
Other coalition

After school program/Parks and recreation
Day care/Preschool/Head Start center
School (any grades K-12)

Academic institution (college/university)
HMO and other managed care organization
Medicaid and other insurers
Pharmaceutical company

. Hospital see next page for continuation

87

“The coalition has representation from Higher
Education (n=2), Youth Organizations (n=3), ctc.”

C [ID3]: Report the organizations. E.G.

|




23. Health care provider organization (non-hospital)
24. Physician practice

25. Local health department

26. State health department

27. Business

28. Media

29. Legislative office

30. Other (please specify)

Q4. If a representative of an organization, how long has your organization been
represented in the coalition?

YEARS MONTHS DON’T KNOW NOT APPLICABLE

Q5. Please circle the role that fits you best. Circle only [ond. C [ID4]: Report roles. E.G. “Members
describe their job roles as Case Manager (n=2),
Health Educator (n=1), etc.”

1. Physician, please specify
2. Physician assistant

3. Nurse/nurse practitioner
4. Respiratory therapist

5. Social worker/case worker

6. Case manager

7. Community health worker

8. Outreach worker

9. Health educator

10. Other health professional, please specify
11. Day care/Head Start provider

12. After school/parks and recreation provider
13. Government official/staff

14. Parent/caregiver

15. Staff from non-profit

16. Administrator

17. Researcher/evaluator
18. Other, please specify

INCLUSION, RECRUITMENT, MEMBERSHIP

Q6. In your opinion, does your coalition have sufficient representation from [groups{, /{ Co nt [ID5]: Repott the % who believe there }
organizations, and/or schools in your community to accomplish the objectives of the coalition? isinsufficient representation
1. No
2. Yes
3. Don’t Know

Q6a. If you answered “no” above, in your opinion, which type of the following El'oup§P
organizations and/or schools listed are NOT well represented on the coalition? Circle all that
apply.

missing. E.G. “The groups voted as not being well
represented are, Parents (n=2), K-12 schools (n=3),
ete.”

(< [ID6]: Report the groups that are

1. Community Health Center/Community clinic

2. Community/neighborhood council or advisory group
3. Ethnic and minority group organization

4. Youth organization

5. Parent organization
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6. Women’s organization

7. Religious/Faith-based organization

8. Housing organization

9. Environmental advocacy group

10. Environmental agency

11. Voluntary agency that has childhood obesity as a key part of their mission
12. Other voluntary agency

13. Other community-based organization

14. Other coalition

15. After school program/Parks and recreation

16. Day care/Preschool/Head Start center

17. School K-12

18. Academic institution (college/university)

19. HMO and other managed care organization

20. Medicaid and other insurers

21. Pharmaceutical company

22. Hospital

23. Health care provider organization (non-hospital)

24. Physician practice

25. Local health department

26. State health department

27. Business

28. Media

29. Legislative office

30. Parents/caregivers of 4-year old children

31. Other (please specify)
32. None of the above

Q6b. If you have circled one or more groups above as being not well represented, k)leasd C [ID7]: State the top 1 or 2 groups that J
select the SINGLE group you think is most important to add to the coalition at this time. Write are most reported
the number of the group on this line

Q6¢. Why do you think the group identified as most important to add to the coalition is not well
represented at this time? (CIRCLE ALL THAT [APPLY): _« [IDB]: State the most reported reason )

1. The coalition never tried to involve them

2. The coalition invited them but they chose not to participate

3. They used to participate but dropped out

4. The coalition cannot get access to representatives of this group

5. The coalition as a whole is not sure that this group should be asked to join
6. Resources are lacking to recruit new members

7. Some coalition members do not want to share power with this group

8. Don’t know
Q7. Is your coalition actively recruiting new knembers]? & [ID9]: State the %...for one of our
coalitions, over half did not know the answer so I
1IN reported it as “55% did not know if the coalition was
-:INO actively recruiting new members”
ly g
2. Yes
3. Don’t know
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Q8. In your opinion, do new members receive adequate orientation to be effective members of
the fccalition?

1. No
2. Yes
3. Don’t know

Q9. Of those that represent organizations, please circle the number which best represents your
opinion about the number of members who participate in your coalition who have enough
authority to make commitments of resources or other support for the coalition.

1. Less than one-quarter of the members
2. Less than half of the members

3. More than half of the members

4. Nearly all of the members

5. Doesn’t apply/Don’t know

DECISION-MAKING, CONFLICT RESOLUTION

Q10. Please circle the number below that shows how much influence you think the person [ou']

C [ID10]: State the # of members that
report“no”, “yes”, and “I don’ t know”

[ID11]: In our coalitions, most said

group has in deciding on the actions and policies for your coalition

C

that all of these people/groups had a “lot of
influence” so Ireported that %.

E.G. “86% of members said that all roles (chair,

No Influence Some A Lot of N/A staff, etc) have ‘alot of influence in making
Influence Infl & decisions”
a) Coalition Chair 1 2 3 4
b) Officers or Committee Chairs 1 2 3 4
¢) Lead Staff 1 2 3 4
d) Coalition Members 1 2 3 4

Q11. Please circle a number to show how much influence you personally have in making
coalition [decisions,

—

[ [ID12]: Report the %

No Influence Some Influence A Lot of Influence
1 2 3

Q12. How are decisions usually made regarding coalition priorities, policies and [actions’?

C [ID13]: State the most reported

Circle the number of the main way(s) you think decisions are usually made.
(CIRCLE NO MORE THAN TWO):

1. Coalition members vote, with majority rule

2. Coalition members discuss the issue and come to consensus

3. The coalition chair makes final decisions

4. The coalition executive or steering committee makes final decisions
5. The lead agency for the project makes the decisions

6. Don’t know

Q13. Please circle a number to show how comfortable you are overall with the coalition
decision-making [proce s§.

/{

item...state the second most reported ifit’s close

=

C [ID14]: State the % for each. E.G.

Not at All Comfortable Somewhat Comfortable Very Comfortable
1 2 3
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[ID15]: For the following questions

Q14. Please circle a number to show how much you agree or disagree with the following

C

with this kind of format, I lumped the agree and
strongly agree together and the disagree and strongly
disagree together and reported them as
percentages...see below

btatements [¢ [ID16]: E.G. “100% of members
Strongly Disagree Agree Strongly Don’t agree or strongly agree that the decision process is
Disagree Agree Know ?;;am; tha:n:lc c::\huon nt;nlktefshgood declnsmx:;d
‘o of me: ers disagre e that cre are clear
a) The coalition has clear and explicit 1 2 3 4 5 explicit procedures for making important decisions,
procedures for making important decisions :‘;’::::“”‘:‘sf,d°°“i°“s Eetil R st g
b) The coalition follows standard procedures 1 2 3 4 5
for making decisions
¢) The decision making process used by the 1 2 3 4 )
coalition is fair
d) The decision-making process used by the 1 2 3 4 5
coalition is timely
¢) The coalition makes good decisions 1 2 3 4 5
Ql4a. Circle the number that represents the amount of conflict in your [coalitiod, /{t‘ [ID17]: Report as % for cach item ]
1. More conflict than I expected
2. Less conflict than I expected
3. About as much conflict as I expected
Q14b. Circle the number that best represents your opinion of how much conflict within the
coalition was caused by each of the following [factorﬂ: C [ID18]: See example in my
§ummary...For this one I copied the table and ﬁll?d
None | Some | A Lot Don’t i fn'.:'f.;b;; b et s vk e e
Know rather than an average or % because the responses
a) Differences in opinion about coalition mission and goals 1 2 3 4 poasicdlen poh
coalition goals and objectives
b) Differences in opinion about specific objectives 1 2 3 4
¢) Differences in opinion about the best strategies to achieve 1 2 3 4
d) Personality clashes 1 2 3 4
¢) Fighting for power, prestige and/or influence 1 2 3 4
f) Fighting for resources 1 2 3 4
g) Differences in opinion about who gets public exposure and 1 2 3 4
recognition
h) Procedures used for completing the work 1 2 3 4
i) People aren’t sufficiently included in coalition 1 2 3 4
processes/decision making
j) Member(s) who dominate the coalition meetings and 1 2 3 4
impede proper collaboration

QI5. Please circle the main strategy your coalition has used to address conflicts that occur.

(CIRLCE NO MORE THAN [TW0)):

1. Open dialogue about opposing viewpoints

2. Postponing or avoiding discussions of controversial issues
3. Having a third party mediate between those with opposing viewpoints

4. Having the opposing parties negotiate directly with each other

5. One party to the conflict gives in
6. Don’t know
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LEADERSHIP, STAFFING, RELATIONSHIPS

Q16. Who do you think is most significant in providing leadership for your coalition? (CIRCLE

ONLY ONE NUMBERJ):

C [ID20]: State the % for the top

1. Coalition Chair

2. Coalition Officers or Committee Chairs

3. Lead Staff

4. Coalition Members
5. Other

6. Don’t Know

QL17: The leadership of our [coalitionl:

response. E.G. “The majority of members report the
Chair as being the most significant in providing
leadership for your coalition”

C [ID21]: For our coalitions, there was

really no differences in responses so I just stated “All
members agree or strongly agree that their leader has
a clear vision, is respected in community and
coalition, gets things done, secks others’ views,
builds consensus, is ethical, keeps group focused on
goals, works collaboratively, and utilizes the skills of

However, if the responses are varied and you feel it
isimportant to point out the differences, you can
copy the table (like in Q14b) or state % or # for cach
item where there is no consensus. Just keep

in mind though if there is a clear
leader they are reporting on

Strongly | Disagree | Agree Strongly Don’t
Disagree Agree Know
a) Has a clear vision for the coalition 1 2 3 4 5
b) Is respected in the community 1 2 3 4 5 many”
¢) Gets things done 1 2 3 4 5
d) Is respected in the coalition 1 2 3 4 5
¢) Controls decisions 1 2 3 4 5
f) Intentionally seeks other’s views 1 2 3 4 5 fidentiali
g) Utilizes the skills and talents of 1 2 3 4 5
many, not just a few
h) Creates an appropriate balance of 1 2 3 4 5
responsibility between leaders, staff
and members
i) Advocates strongly for its own 1 2 3 4 5
opinions and agendas
j) Builds consensus on key decisions 1 2 3 4 5
k) Works collaboratively with coalition 1 2 3 4 5
1) Keeps the coalition focused on tasks 1 2 3 4 5
and objectives
m) Is skillful in resolving conflict 1 2 3 4 5
n)Is ethical 1 2 3 4 5

Q18. Who actually sets the agenda for meetings of the coalition and its committee/task forces?

(PLEASE CIRCLE ALL THAT [APPLY):

/[r

[ID22]: State the # or %

1. Coalition Chair

2. Coalition Officers or Committee Chairs

3. Lead Staff
4. Coalition Members
5. Don’t know
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Q19. Please circle a number to show how much you agree or disagree with each ktatement].

C [ID23]: E.G. “Members agree or

Strongly
Disagree

Disagree

Agree

Strongly

Agree

Don’t
Know

strongly agree that the coalition is well managed and
that members take responsibility. 1 member
disagreed that people know their roles”

a) The coalition is well managed

il

2

3

)

b) The work of the paid staff
supports the work of the coalition

i

2

3

)

¢) People know the roles of staff as
compared to coalition members

1

2

3

4

d) Coalition members take
responsibility

1

2

3

1

TRUST

Q20. Please circle a number to show how much you agree or disagree with the following

lstatementd.

C [ID24]: Again, if thereis alot of

agreement in responses, you can state the
folloo

Strongly
Disagree

Disagree

Agree

Strongly
Agree

Don’t
Know

a) Relationships among coalition members
go beyond individuals at the table, to include
member organizations

1

2

3

4

b) [ am comfortable requesting assistance
from the other coalition members when I feel
their input could be of value

g...E.G. “All members agree or strongly
agree that; they can talk openly and honestly, are
comfortable expressing point of view and new ideas,
that members respect ¢ach other, and that their
opinion is listened to and considered by others”.

However, if the responses are varied and you feel it
isimportant to point out the differences, you can
copy the table (like in Q14b) or state % or # for each
item where there is no consensus

¢) I can talk openly and honestly at the
coalition meeting

d) I am comfortable expressing my point of
view even if they might disagree

¢) [ am comfortable bringing up new ideas at
coalition meetings

f) Coalition members respect each others”
points of view even if they might disagree

2) My opinion is listened to and considered
by other members

Continue next page
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MISSION STRATEGIES AND ACTION PLANS

Q21. Please circle a number to show whether the following functions are major, minor, not a

function, or you don’t know.

The functions of our coalition are ftd: © [ID25]: T used the whole tablc here
- T like in Q14b because the responses were so varied
i | oo || o ||
’t agree on the ction of their coalition.
a) Network with other professionals 1 2 3 4 - e i . it
0 T lowever, if there is consensus in your coalitions,
b) Network with c_oncernet_i citizens 1 2 3 4 you can report the same as you did for previous
¢) Conduct strategic planning 1 2 3 4 questions
d) Make decisions about priority needs and problems 1 2 3 4
¢) Recommend or make decisions to allocate 1 2 3 4
resources
f) Operate particular programs or activities 1 2 3 4
g) Advocate for local public policy objectives 1 2 3 4
h) Advocate for state public policy objectives 1 2 3 4
i) Provide funding for current programs 1 2 3 4
j) Raise funds to sustain long-term coalition activities 1 2 3 4

Q22. Please circle a number to show how much you agree or disagree with the following btatement .

Comment [JD26]: Same as above...if no
consensus in responses, then copy the table.

Ifthere is consensus, you can state something like
this..” 85% of members agree or strongly agree that
coalition has a shared understanding of the problem
being addressed, that there is agreement on the
mission, priorities, and strategies used. 1 member
strongly disagrees that the action plan defines the
roles and responsibilities of members”

Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
a) Our coalition has a clear and shared 1 2 3 4 5
understanding of the problems we are trying to
address
b) There is a general agreement with respect to 1 2 3 4 5
the mission of the coalition
¢) There is general agreement with respect to the 1 2 3 4 5
priorities of the coalition
d) Members agree on the strategies the coalition 1 2 3 4 5
should use in pursuing its priorities
) Our action plan defines well the roles,
responsibilities and timelines for conducting the 1 2 3 4 5
activities that work towards achieving the stated
mission of the coalition

Q23. Please circle a number to show how much you agree or di

sagree with the following ktatements]. _—{ Comment [ID27]: Same as above

Strong s
IS)t.rongly Disagree | Agree ly Dor’t
isagree Agree Know

a) Notification of meetings is timely 1 2 3 4 5
b) Background materials needed for meetings are
prepared & distributed in advance of meetings 1 2 3 4 5
(agendas, minutes, study documents)
¢) Informative committee and/or task force 1 2 3 4 5
reports are routinely made to the entire coalition
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PARTICIPATION
Q24. Over the past year, how involved have you been in coalition [activities}‘? C [ID28]: Report# or % for each. E.G.
1. Not at all involved “50% of members believe they were "a little
N involved” in activities the past year, 10% "not at all
2. Alittle involved involved", 30% "fairly involved", and 10% "very
3. Fairly involved involved".
4. Very involved
Q25. Please circle a number to show how many times over the last year you personally have
done the following for the coalition:
Never | Rarely Sometimes | Often N/A
(1-2 (3-4 times) | (S+times)
times)
a) Recruited new members 1 2 3 4 5
b) Served as a spokesperson 1 2 3 4 5
¢) Attempted to get outside support for 1 2 3 4 5
coalition positions on key issues
d) Worked on implementing activities or events 1 2 3 4 5
sponsored by the coalition
¢) Acquired funding or other resources for the 1 2 3 4 5
coalition
Q26. Please circle a number to show how much you agree or disagree with the following Etatement B Comment [ID29]: E.G. “All members agree or
strotllg}y agree that they have a voice in what the
Strongly | Disagree | Agree | Strongly | Don't Sy e by e
Disagree Agree Know operates”
a) [ feel that I have a voice in what the 1 2 3 4 B
coalition decides
b) I go to coalition meetings only because it 1 2 3 4 )
is part of my job
¢) [ am satisfied with how the coalition 1 2 3 4 5
operates
d) I feel a strong sense of “loyalty” to the 1 2 3 4 5
coalition

Q27. Please circle a number to show how much you agree or disagree with the following statements. If

ﬁrou consider yourself an individual member (and circled #1 in Q2), please do not answer this question

and go to question Q28. C [ID30]: I did not report this item
becausle mostApeople were individual members and

Strongly | Disagree | Agree Strongly | Don’t il
Disagree Agree Know

a) Staff from my organization contribute time 1 2 3 4 o)

to the coalition

b) Volunteers from my organization 1 2 8 4 5)

contribute time to the coalition

¢) My orgarnization supports the positions of 1 2 3 4 5

the coalition publicly

d) Overall, my organization is committed to 1 2 3 4 5

the work of the coalition

) My organization contributes funds to 1 2 3 4 o)

support the coalition
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Q28. Please circle a number to show to what extent each of the following has been a benefit to

your participation or your organization’s participation on the Psoa]ilioﬂr

11

[ [ID31]: For onec of our coalitions there

was alot of variety in responses that I felt was
important to show so I copied the whole table (sce

For our other coalition the responses were similar so
I reported it like this...” The following are reported
as having a "great benefit” to their participation... 1)
developing collaborative relationships with other
agencics, 2) helping their org move towards goals, 3)
increase professional skills and knowl edge, and 4)

sense that others share goals/concemns™

C [ID32]: I wouldn’t copy the table for

this question just in case it effects confidentiality
since they are reporting something negative. I just
stated overall what some of the problems were
without giving numbers or percentages...

E.G. “Members report the following problems due to
their participation in the coalition; their org does not
get enough public recognition for their work on
coalition, skills are not well-used, my or my org's
opinion is not valued, the coalition is competing with
my org, and I am often the only voice representing

No A Little Some Great N/A example)
Benefit Benefit Benefit Benefit
a) Developing collaborative relationships with
. 1 2 3 4 5
other agencies
b) Helping my organization move toward our
1 2 3 4 5
goals
¢) Getting access to target populations with 1 2 3 4 5
whom we have previously had little contact
d) Getting funding for my organization 1 2 3 4 5
¢) Getting services for our clients 1 2 3 4 5
f) Getting client referrals from others 1 2 3 4 5
g) Increasing my professional skills and
1 2 3 4 5
knowledge
h) Staying well informed in a rapidly changing 1 2 3 4 5
environment
i) Getting access to key policy makers 1 4
j) Increasing my sense that others share my
1 2 3 4 5
goals and concerns
k) Getting support for policy issues our 1 2 3 B 5
organization feels strongly about
Q29. Please circle a number to show to what extent each of the following have been problems
for your participation or your organization’s participation in the }:oalitio X
Disagree < Don’t
Agree Slightly Disagree Kivow
a) Coalition activities do not reach my primary constituency 1 2 3 4
b) My organization doesn’t get enough public recognition 1 2 3 4
for our work on the coalition
¢) Being involved in policy advocacy 1 2 3 4
d) My skills and time are not well-used 1 2 3 4 my viewpoint”
e) My (or my organization’s) opinion is not valued 1 2 3 4
f) The coalition is not taking any meaningful action 1 2 3 4
g) T am often the only voice representing my viewpoint 1 2 3 4
h) The financial burden of traveling to coalition meetings is
. 1 2 3 4
too high
i) The financial burden of participating in coalition 1 2 3 4
activities (barring travel) is too high
) The coalition is competing with my organization 1 2 3 4

Q30. From your organization’s perspective (if applicable), do the benefits of

participation in the coalition appear to outweigh the costs at this [poin ?

1.No
2. Yes
3.1 do not represent an organization on the coalition
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Q31. From your own professional and/or personal perspective, do the benefits of
participation in the coalition appear to outweigh the costs at this point?

1. No
2. Yes
3. Don’t know
COMMUNICATION
Q32. Please circle a number to show how much you agree or disagree with the following statements| Comment [ID34]: State the % that agree or
strongly agree. E. G. “100% of members agree or
strongly agree that coalition uses effective strategics
Strongly | Disagree | Agree | Strongly | Don’t to communi cate with broader public, that members
N can communicate among themselves, that they are
— Disagree Agree | Know effidientlynotfied of mechngs; that staf¥ fasilitate
a) The current method for communication communication between members, and that the
between coalition staff/leadership and its 1 2 3 4 5 current method of communication is effective”

members is effective

b) Members can communicate between
themselves as necessary or desired

¢) The coalition staff facilitates communication
between coalition members

d) The coalition staff effectively and efficiently
notifies me of meetings, agenda items, ete. 1 2 3 4 5

3) The coalition utilizes effective strategies to
communicate with the broader public

CHILDHOOD OBESITY KNOWLEDGE

Q33. Do you feel you have adequate knowledge about childhood obesity to [ﬁmctiori C [ID35]: State the % that agree. E.G.

effectively in the coalition? “86% of members feel they have adequate
Y knowledge of childhood obesity to function

effectively in the coalition”

1.No
2. Yes

Q34. Has the coalition helped you learn more about childhood bbesity}? /{ C [ID36]: State the % that agree ]

1. No
2.Yes

COALITION MATURITY, READINESS, SUSTAINABILITY

Q35. Has your coalition been responsible for activities or programs that otherwise would not
have occurred?
1. No
2. Yes
3. Don’t know

Q36. Has your coalition brought benefit to your [communityj‘? /[ C [ID37]: State the % that agree ]

1. No
2. Yes
3. Don’t know
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Q37. Please circle a number to show how much you agree or disagree with the following btatements]. ——

13

Comment [ID38]: You can report Q37, Q38,
and Q39 together to save space. State the % that

— agr gly agree...or disagree/strongly disagree.
Strongly | Disagree | Agree | Strongly | Don’t EG.
Disagree Agree Know “71% of members agree or strongly agree that the
a) The coalition is making progress in Sositionts s g protces ndie naking
s ; 5 ng POsk . sustainability plans once funding runs out”
implementing the activities that have potential 1 2 3 4 5
to improve childhood obesity “54% disagree that the coalition is essential to the
e e imp; of pediatric obesity, that the coalition
b) The coalition is improving health outcomes 1 2 3 4 5 Iai g s healdh oksies For shildéen scviak oF
for children who are at risk of obesity obesity, and that resources are being identified to
support programmatic issues”
Q38. Please circle a number to show how much you agree or disagree with the following statements.
Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
a) The coalition is making plans to continue 1 2 3 4 5
operating after current funding is terminated
b) The coalition has begun to find resources to
continue operating after current funding is 1 2 3 4 5
terminated
¢) Resources are being identified to support the
systemic, programmatic changes implemented 1 2 3 4 S
through the wark of the coalition
Q39. Please circle a number to show how much you agree or disagree with the following statements.
Strongly | Disagree | Agree | Strongly | Don’t
Disagree Agree Know
a) The coalition is essential to the improvement 1 2 3 4 5
of pediatric obesity
b) One or a small number of people or agencies 1 2 3 4 5
could make significant progress in pediatric
obesity without the coalition
¢) In general I am satisfied with the coalition 1 2 3 4 [5 Comment [ID39]: I reported this answer
ly as a %...e.g. 95% of members agree or

Q40. What issues should the coalition leadership and staff be paying more attention to?

Q41. Are there any critical events over the past year that have had an impact on the coalition? Please

describe on the next page.
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Annendix D- HealthKind’s Executive Summarv

HealthKind

taining Health
mmunity.

Executive Summary

Maternal and child health is of particular concern in the newly formed Republic of South Sudan. 28% of
children under 5 years are severely or moderately undernourished and only 20% are immunized against
measles. The maternal mortality rate is 2,054 deaths per 100,000 live births which is the highest in the
world. Only 10.2% of all deliveries are attended by skilled birth attendants. Threats to maternal and
child health care include protracted civil conflict and unrest, low human resource capacity, poor
infrastructure, weak economy, high rates of illiteracy (especially women), limited opportunities for
education, and socio-cultural beliefs and practices inimical to women and children. HIV/AIDS, malaria
and other diseases are of great concern in this country and the World Health Organization (WHO) has
asked the South Sudanese government to give special emphasis and priority to disease control
interventions. The Ministry of Health’s 20 year plan involves building a decentralized three-tier health
care system in each of the Republic of South Sudan’s 10 states. WHO recommends one health center
per every 5,000 citizens. Current estimates of rural states, including Jonglei, show one health clinic per
every 75,000 citizens and one hospital per 400,000 citizens.

To increase the availability of trained health workers in rural South Sudan and set in place a system for
on-going support and continuing professional education of health workers on the ground leading to the
establishment of a sustainable community health clinic in Jonglei, one of the most impoverished states
in the Republic of South Sudan. Our project includes fundraising, training of community health care
workers and staff, and construction of facilities. Furthermore, we intend to develop a model that can be
replicated in other parts of South Sudan.

Our project is specific to Jonglei because of our relationship with co-founder and refugee of this state,
Kuier Atem Deng. Kuier was trained as a nurse in Sudan and has first-hand knowledge of the health care
needs in this area of the Republic of South Sudan.
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We are implementing a proven “train the trainer” model which allows us to provide prenatal care while
facilitating medical training of people from the South Sudanese diaspora, IDPs, and in-country contacts
to become in-country providers in Kuier’s village, Kongor, Twic East County. Kongor is one of the many
villages in the Republic of South Sudan where basic health care is minimal to non-existent. We envision a
community-based health care worker training model that meets the specific needs of the local
community while incorporating best practices in health care implementation services in other
developing nations. We will also be building a secondary care facility which provides maternal and
child health care services specifically (but not exclusively) and which will begin to build a foundation for
health and wellness in Kongor.  Although village specific, we are collaborating with others who are
working on health care infrastructure in South Sudan, including existing NGOs and local resources.

Democracy is in its infancy in the newly (as of July 9, 2011) independent Republic of South Sudan. In
2005, a Comprehensive Peace Agreement (CPA) was signed by the leadership in northern and southern
Sudan which was an effort to put a halt to civil strife between the two parts of what, until July 9, 2011,
was the largest country in Africa. The CPA served as a springboard for developing important national
infrastructures for this diverse nation, including providing education and health care for their citizenry.
South Sudan’s population is multi-ethnic and multicultural, composed of Christians and hundreds of
ethnic and tribal divisions and languages. Their health care needs are great but not insurmountable.As
the leadership and citizens of this new country develop their democratic governing structure, the
Ministry of Health will work to create a viable health care infrastructure. Indeed, the MOH believes this
is a critical part of achieving the goals of the Comprehensive Peace Agreement. Those of us working at
HealthKind will do our part to help sustain the health and strengthen the communities of citizens in the
Republic of South Sudan.

For more information contact:

Rhonda R. Parmley, Program Director
rrparm @healthkind.org
970-581-8827
1031 33" St., Denver, CO 80205
Or
Kuier Atem, Republic of South Sudan Country Liaison

720-917-6915

Find us on the web at wwv

HealthKind is a U.S. 501(c)(3) Charitable organization.
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