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Abstract
Background  Communities across the U.S. and globally confront the challenge of transforming negative social 
determinants of health (SDOH) into positive ones. To address this complex social problem, the collective impact (CI) 
approach has promise but has been critiqued for insufficiently challenging structural inequities. Research applying CI 
to SDOH is limited. This mixed-methods study examined early adoption of CI in the 100% New Mexico initiative that 
aims to address SDOH population-wide in a state with strong cultural identity and assets but also persistent socio-
economic inequality.

Methods  A web-based survey, interviews and focus groups were conducted with initiative participants in June and 
July 2021. Survey participants rated agreement on a 4-point scale with six items assessing CI foundation adapted from 
the Collective Impact Community Assessment Scale. Interviews and focus groups centered on motivation to engage, 
progress achieved in model components, CI core conditions, and contextual factors influencing experiences. Surveys 
were analyzed using descriptive means and proportions. Qualitative data were analyzed using thematic analysis 
and an inductive approach followed by stratified analyses and co-interpretation of emergent findings with model 
developers.

Results  Fifty-eight participants completed the survey, and 21 individuals participated in interviews (n = 12) and 
two focus groups (n = 9). Survey mean scores were highest related to initiative buy-in and commitment, and lower 
related to shared ownership, having multiple perspectives and voices involved, and adequate resources. Qualitative 
results showed that the framework’s cross-sector emphasis helped motivate participation. Participants embraced 
the focus on leveraging existing community assets that is characteristic of CI and the current framework. Counties 
implemented effective engagement and visibility strategies including mural projects and book clubs. Participants 
expressed communication challenges across county sector teams which influenced feelings of accountability and 
ownership. Participants did not report challenges lacking relevant, available, and timely data or tension between 
funder-driven and community-driven desired outcomes, in contrast with previous CI research.

Conclusion  Multiple foundational conditions of CI were supported in 100% New Mexico, including evidence for 
support of the common agenda addressing SDOH, shared measurement framework, and mutually reinforcing 
activities. Study results suggest that efforts to launch CI to address SDOH, which is by nature multi-sector, should 
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Background
Research increasingly demonstrates the complexity in the 
social determinants of health over the life course. Health 
development is a complex interplay of biology and epi-
genetics, and one’s environment at the family, commu-
nity, and system levels that interact throughout the life 
course to influence health [1]. There are differences in 
the likelihood of health (e.g. birth outcomes, communi-
cable and noncommunicable diseases, and mental health) 
that are primarily due to social factors [2–4]. Consid-
ered social determinants of health  (SDOH), these are 
the conditions where people are born, live, learn, work, 
play, worship, and age that affect a wide range of health, 
functioning, and quality of life outcomes and risks [5], 
and thus are very important to address effectively. Trans-
forming adverse social determinants of health into posi-
tive ones lies in diverse service sectors across community 
environments, requiring a systemic, collective, and long-
term approach.

There is no common definition of SDOH, nor a com-
mon research framework or evidence for how to address 
SDOH as a multi-faceted problem. The strategy explored 
in this article elevates a solution that is centered in 
addressing structural inequality and operationalizes posi-
tive SDOH as access to ten vital services necessary for 
surviving and thriving, a framework based on socio-eco-
logical theory developed by the Anna, Age Eight Institute 
in 2018 [6]. Survival services are food, housing, medical/
dental care, behavioral health care, and transportation. 
Thriving services are parent supports, early childhood 
learning programs, fully resourced community schools, 
youth mentor programs, and job training [7]. The 100% 
New Mexico initiative, based on the 100% Community 
Model [7] assesses access to each of the ten service sec-
tors within a community, disaggregates data to under-
stand disparities, and engages a wide range of community 
partners to address a common agenda of transforming 
negative SDOH and experiences of adversity into positive 
SDOH and health. The approach uses collective impact 
[8]. This study examines the application of collective 
impact (CI) core conditions among eight counties that 
were early adopters of 100% New Mexico. The study uses 
mixed methods, developmental evaluation including a 
participant survey, interviews and focus groups.

Collective impact
The collective impact approach was specifically designed 
for complex social conditions. Originally developed in 
response to a lack of system-wide progress in U.S. edu-
cation, collective impact refers to, “the commitment of 
a group of important actors from different sectors to a 
common agenda for solving a specific social problem” [8]. 
It is described as distinct from other multi-sector collab-
orations by nature of having centralized infrastructure, 
dedicated staff, and a structured process that is mutu-
ally reinforcing in aligning, re-routing or re-investing 
resources or scaling what already works [8]. Its seminal 
illustration, Strive (now StriveTogether) by 2019 had been 
implemented in 68 U.S. communities, with one-quarter 
to one-half showing improvements in reducing primary 
education disparity gaps [9].

There have been two primary critiques of collective 
impact. First, the model has insufficiently challenged 
structural inequity and is more top-down in its approach 
than harnessing the depth, value, and interests of com-
munity members [10, 11]. Second, its focus on collabo-
ration locally has been thought to contribute to shifting 
responsibility for deep, systematic change away from gov-
ernment systems while at the same time under-resourc-
ing fragmented sectors to implement the approach [12]. 
In 2022, the model is continuing to evolve, with its most 
robust attention to addressing equity, justice, and inclu-
sion [13, 11]. To this end, communities implementing 
CI in the U.S. and internationally have led the effort to 
understand and resolve limitations of CI related to equity. 
CI efforts integrating equity center on shifting power, 
building equity leadership and accountability, using 
data to target solutions, acting with the community, and 
focusing clearly on systems change [11]. These five strat-
egies for centering equity now complement CI’s original 
five essential conditions of a common agenda, shared 
measurement, mutually reinforcing activities, continuous 
communication, and a backbone team [8].

As is characteristic of many new approaches, CI, with 
eleven years in its history at this writing, lacks robust 
research evidence. Ennis and Tofa (2020) [10] con-
ducted a systematic review of peer-review research of 
CI from 2011 to 2017. In 19 studies reviewed, just two 
reported on impacts. The remaining provide an imple-
mentation narrative drawn from participant perspec-
tives and, to a more limited degree, document analysis. 
The results indicate strengths of CI in its adaptability to 

include robust strategies to address communication needs of local teams. The use of community-administered 
surveys to identify gaps in SDOH resource access contributed to ownership and a sense of collective efficacy that may 
portend sustainability; however, relying on volunteers in the absence of other resources extensively also threatens 
sustainability.
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different contexts and issues and being able to layer the 
framework onto existing strategies. Across studies, chal-
lenges include achieving data sharing, linking, and use, 
and the potential harm within this to have smaller or less 
sophisticated community organizations further margin-
alized [10]. Limited resources overall, which often favors 
larger organizations, represents another challenge [14]. 
It is clear that specific, resourced attention to inclusion 
and addressing structural inequities will be important to 
address in CI going forward.

Outcome studies include a national study of six U.S. 
Healthy Start CI Peer-Learning Networks [15] and an 
Australian study that compared costs and output between 
CI and an alternative model to oral health care in rural 
Aboriginal communities [16]. Both studies showed 
positive results. Healthy Start CI participants reported 
increased skills and knowledge in CI and most reported 
that the approach had an impact on five of eight desired 
outcomes including improving processes and navigation 
that supports families’ access to comprehensive care, 
mobilizing the community, and increasing capacity to 
address social determinants of health [15]. The approach 
was rated less favorably for three areas of impact—inte-
grating consumers into the planning of services; data sys-
tems; and family stability. Gwynne and Cairnduff’s [16] 
2-year study found that costs were significantly lower (by 
25%) with a CI service delivery model compared with 
services as usual that involved bringing in outside com-
munity resources. The study found that patients in the CI 
model received 47% more treatment than patients in the 
comparison condition. Authors attributed the differences 
to CI’s emphasis on drawing on the resources existing 
within the community and directing strategies to facili-
tate patients’ access to services, for example, publishing 
a service directory that included service hours, and offer-
ing services in multiple, convenient locations [16].

100% New Mexico collective impact framework
In 2019, the Anna, Age Eight Institute (AAEI) was 
formed as a higher education-sponsored program with 

the mission of ensuring that every family in New Mexico 
has equal opportunity to thrive (https://annaageeight.
nmsu.edu/), with access to ten vital services to address 
adverse childhood experiences (ACEs), family trauma, 
and adverse social determinants of health. Based on 
social-ecological theory and a public health approach, 
the AAEI developed and launched the 100% New Mexico 
initiative, which has at its base a CI data-driven strat-
egy meant to accelerate long-term, community-driven 
systems change. Within a county-based initiative, local 
representatives from these ten surviving and thriving 
services (Fig.  1) are organized as local Sector Action 
Teams that form the structure to implement CI, guided 
by the four-step phase of continuous quality improve-
ment (CQI): assessment, planning, action, and evaluation 
focused on removing barriers to services.

Counties voluntarily participate in 100% New Mexico, 
first contacting AAEI, inviting AAEI developers to facili-
tate presentations to local stakeholders, participating 
in training on CI and CQI, and beginning local plan-
ning to identify evidence-informed solutions guided by 
seven model steps (Fig. 2). The first step is to conduct a 
county-wide survey that asks community members about 
their need for each vital service, whether they have had 
difficulty accessing each service, and if so, the reason/s 
for their difficulty accessing the service. The initiative 
was explicitly designed to be tailored by each county, 
to respond to different values related to community 
mobilizing, beliefs about the role of local government 

Fig. 2  7-step implementation process of the 100% New Mexico 
framework
Courtney & Cappello, 2018

 

Fig. 1  Sector Action Teams
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in prioritizing and funding vital services, and their own 
community histories of trauma and service disparities.

Methods
This study examines the development of core CI condi-
tions as part of counties’ 100% New Mexico initiative 
implementation. Developmental evaluation was used 
in this study phase as it is intended to support pro-
gram decision makers’ strategic learning about program 
development and guide adaptation to local community 
contexts [17]. Developmental evaluation is well suited 
to the early stages of CI, where implementers are still 
defining how they will measure progress and evaluate 
effectiveness and impact [18]. Research shows that affect-
ing systems change related to health involves financial 
resources, interorganizational relationships, involvement 
of the public health agency, and political relationships 
[19]. Yet there is limited understanding of the processes 
to systematically foster the core conditions of CI, particu-
larly to bolster positive SDOH.

To address this gap, this investigation employs a con-
current mixed methods design to describe CI core condi-
tions among a set of early adopter counties. New Mexico 
is a largely rural state and the eight early adopter coun-
ties included two rural, four mixed urban and rural, and 
two that included metropolitan or small metro areas. The 
interdisciplinary research team included three individu-
als with a mix of graduate training and research experi-
ence in psychology, education, and social welfare and 
one individual with experience delivering youth-focused 
prevention services. We describe results of a survey 
administered to 100% New Mexico participants, then 
examine counties’ experiences developing local initia-
tives. Research questions are: (1) What motivated par-
ticipation in the local CI initiative?; (2) What was the role 
of cross-sector communication in the first implementa-
tion year?; (3) What progress was made in mindset shifts 
and action to address identified needs (as compared with 
problem identification)?; and (4) What do participants 
report about inclusivity and partnership in the long-term 
CI work?

Survey sample
The survey was distributed by county leads to all indi-
viduals participating in 100% New Mexico in June 2021. 
In total, 69 individuals accessed the survey, of whom 66 
consented. Of 66, 10 did not complete any items, result-
ing in a final sample of 58 responses. At survey distribu-
tion, most of the 7 counties for survey distribution were 6 
to 12 months into implementation.

Participants represented a range of sectors: non-profit 
(23%); state government (21%); city government and 
higher education (9% each), private sector (4%), and 
county government (2%). Remaining participants did not 

indicate a sector (17%) or were classified as other (15%). 
Participants’ Sector Action Teams were community 
schools (22%), behavioral health (19%), early childhood 
education (19%), housing (9%), medical care (9%), men-
toring (9%), parent supports (6%), food, transportation 
(3% each), and job training (1%).

Interview and focus group sample
Over the same time period, we recruited the local CI 
champions in seven counties to participate in interviews. 
In an eighth county we conducted a qualitative case study 
that did not include the CI survey because they were 
undertaking the county-wide survey at the time. In this 
county, we invited the local CI champion and five indi-
viduals serving on the Core Team (who also led Sector 
Action Teams) to participate in interviews and members 
of two additional Sector Action Teams to participate in 
focus groups.

Data collection
Survey participants rated six items on a 4-point scale: (1) 
do not agree, (2) agree a little, (3) agree somewhat, or (4) 
agree a lot. Items were based on the Collective Impact 
Community Assessment Scale as indicators of CI foun-
dation [20]. This is a scoring matrix that was designed 
to assess CI initiatives on 14 core CI dimensions from 
establishing a common agenda to achieving systems 
change in advocacy and public policy. In its typical use, 
CI initiatives are rated on a 9-point scale from no impact 
to high impact drawing from multiple data sources. For 
this study, we designed a survey to include indicators of 
core CI conditions suitable for an emerging initiative. CI 
items assessed shared commitment to mission, shared 
commitment to goals, shared ownership for follow-
through, resource adequacy, inclusivity, and that the right 
core partners are involved to make an impact. The scale 
demonstrated high internal consistency (α = 0.87).

We conducted 45-minute semi-structured interviews 
with CI champions in seven counties (n = 8 total, two co-
leads were interviewed in one county). In the case study 
county, we conducted 45-minute interviews with the 
CI champion and Sector Action Team leads (n = 4) and 
1-hour focus groups with two Sector Action Teams (n = 2, 
9 participants total). Importantly, our qualitative data 
collection included the time spanning the 2020–2021 
COVID-19 pandemic, allowing us to explore the frame-
work’s applicability during a public health emergency. 
Interview and focus group instruments addressed the 
following: motivation to engage with 100% New Mex-
ico, progress achieved by their Sector Action Team and 
across sectors, progress fostering CI core conditions, and 
contextual factors influencing their experiences.
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Data analysis
Descriptive analyses using means and proportions were 
used for survey results. For qualitative data, we employed 
a codebook approach to thematic analysis [21]. A team of 
two researchers generated initial codes drawn from the 
three main topic areas for interviews and focus group 
topics and used Atlas.ti 8 qualitative analysis software 
to code and search for themes related to CI core con-
ditions and contextual factors. We refined the themes 
using the constant comparative method, exploring alter-
native interpretations using matrices (by sector and by 
county) and comparison with survey findings. A single 
researcher then recoded the data to systematically cap-
ture contextual factors related to mindset shifts and the 
volunteer nature of the local CI initiatives [22]. To check 
the trustworthiness of the analysis process, we met sepa-
rately with the model developers and local CI champions, 
incorporating in particular feedback about capacity and 
resources for local CI initiative implementation.

Results
Study participants reported embracing 100% New Mexi-
co’s community-led approach which allowed counties to 
leverage existing strengths while also having 100%’s guid-
ing framework and the focus on data drawn from com-
munity members to understand local service gaps and the 
reasons behind them. Participants reported that the flexi-
bility supported by the model was critical to engaging key 
community leaders and sectors effectively and develop-
ing their initiatives in ways that incorporated local con-
text and assets. The 100% New Mexico model’s emphasis 
on vital services, which represent critical positive SDOH, 
resonated strongly during the COVID-19 pandemic and 
economic crisis. Initiative members indicated that this 
framework supported their efforts to conceptualize and 
coordinate community COVID-19 emergency responses.

Collective impact survey results
Analyses of survey, interview, and focus group data indi-
cated high levels of commitment to the local CI initiative. 

Mean scores on the six CI survey items are presented in 
Fig. 3.

Participants reported the highest agreement that a core 
group of partners in their county is committed to mak-
ing a measurable impact (M = 3.8, SD = 0.54), and that 
their action team is committed to building greater align-
ment and connection to ensure service access (M = 3.6, 
SD = 0.73). Agreement was lower that their action team 
had the shared ownership needed to follow through on 
projects (M = 3.2, SD = 0.78), that the right core partners 
were involved to ensure multiple perspectives and voices 
(M = 3.2, SD = 0.74), and that the right core partners 
were involved to make progress to ensure service access 
(M = 3.3, SD = 0.80). Participants reported the lowest level 
of agreement that their action team had the resources 
needed to follow through on projects (M = 2.7, SD = 0.78).

The following present results of interviews and focus 
groups structured according to our research questions, 
specifically: (1) generating motivation to participate; 
(2) role of cross-sector communication, ownership, and 
accountability; (3) progress in mindset shifts and action 
to address identified needs; and (4) inclusivity and 
partnership.

Generating motivation to participate
The common agenda component of CI is defined by hav-
ing a shared vision for change, a common understanding 
of the problem, and a joint approach for problem-solving. 
Interview and focus group participants from the eight 
counties consistently emphasized the model’s focus on 
ten vital services and on action together as helping moti-
vate their commitment to the vision at the county and 
Sector Action Team levels. One participant explained, 
“People who need food, they often need other things: like 
housing, like behavioral health, like childcare. It’s com-
pounding [problems]…this is going be effective because 
it’s compounding help” (County 2). This reflects CI’s 
mutually reinforcing essential component. The model’s 
intentionality about reaching across sectors, coupled 
with specific action steps to address family burden of 
navigating a decentralized system of services, also moti-
vated participants. Participants embraced the vision of 
building a family-centered service approach that is more 
responsive to the community.

Local CI initiative members used two specific expe-
riential, community-building and knowledge-building 
strategies—book clubs and mural projects—that moti-
vated their community members to convene around a 
shared vision. These strategies spread quickly to other 
counties. Some participants described being inspired by 
reading Anna, Age Eight: The data-driven prevention of 
childhood trauma and maltreatment and/or 100% Com-
munity: Ensuring 10 vital services for surviving and thriv-
ing then starting a book club as a catalyst to bring others Fig. 3  Respondent’s agreement with six foundational CI elements (n = 58)
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together to discuss their county-wide survey data. They 
noted that the two books differed in their purpose; Anna, 
Age Eight was a quick, compelling read that helped moti-
vate the cross-sector focus that is important to the issue, 
while 100% Community offered specific steps for moving 
into implementation. Public awareness events, for exam-
ple, 100% Mural projects, were described as emerging for 
two reasons—as a way to recruit for Sector Teams, and 
to create visibility and engagement through expressive 
arts, which participants reported would resonate with 
community residents passionate about the issue, but not 
as interested in a book club. One explained, “That’s what 
invigorated me…that we were going to do something that 
was risky and fun. I think the energy just compounded 
after that” (County 3).

Participants reported that differences in the extent of 
Sector Action Teams’ existing networks posed a chal-
lenge to mobilizing more widespread interest. Particu-
larly, early childhood learning and behavioral health 
teams often had strong existing coalitions, while others 
were establishing new partnerships. However, partici-
pants also noted that some Sector Action Teams with 
established networks also reported less robust progress 
and participation, suggesting that multiple factors played 
a role in achieving initial momentum.

Role of cross-sector communication, ownership, and 
accountability
Implementing local 100% New Mexico initiatives bol-
stered counties’ cross-sector communication and use 
of continuous improvement strategies overall, but there 
was varied progress. In this section, we discuss how these 
growth areas contributed to greater coordination across 
a range of activities, including both those led by local CI 
initiative members and by existing local coalitions.

Cross-sector communication. Continuous communi-
cation in CI is characterized as having consistent and 
open communication across participants to build trust 
and create common motivation. Participants viewed the 
strong communication within their own Sector Teams as 
an achievement, but also indicated the need for greater 
knowledge about other teams’ activities. In most coun-
ties, communication improved over time. They high-
lighted that despite communication challenges, the 
initiative was helping them better understand what other 
community agencies were doing and find areas of com-
monality—which were important early benefits. An 
interviewee noted, “I don’t think [before] we had a lot 
of opportunity to come to the table and say, ‘How can I 
help you in your challenge, and how can you help me?’” 
(County 1). Participants also stressed the value of cross-
sector planning, supported by the 100% New Mexico 
framework, to amplify outreach about events like hot 

meals and personal protective equipment giveaways dur-
ing the COVID-19 pandemic.

Ownership and accountability. Participants stressed 
that the community-based coalition approach has 
helped foster local ownership. Agenda-setting guided 
by the community’s strengths and needs, rather than 
funder interests, was an asset. One interviewee recalled, 
“We had just done our health council priorities and we 
thought ‘Okay, here’s actually something– an initiative–
that we could take on, that hits our priority areas [and] 
focuses on the one that the community told us that they 
want … most” (County 6). The community-led approach 
meant that counties had flexibility to prioritize concerns 
that were most pressing locally, as well as open to com-
munity leadership and interpretation, which was particu-
larly important in more rural counties that tended to be 
very critical of outsiders. Without this community-led 
approach, participants noted it was unlikely that the local 
CI initiative would have been much different from other 
efforts led and defined by external groups that had ulti-
mately failed to achieve envisioned changes.

The community-based coalition approach however, 
also meant that the local CI initiatives did not share a 
common backbone structure. They were housed at insti-
tutions of higher education, local public health councils, 
and mayor’s offices, among others and frequently with 
two or three co-chairs of the Core Team. Sector Team 
members reported being unclear about supports they 
could expect from the backbone structure as they moved 
to action. For example, they expressed that it could be dif-
ficult to understand who was accountable for doing what 
part of a project. A focus group participant explained, 
“One of the challenges at the beginning [was] ‘Where 
do we fit it?’…trying to identify what is a [Sector Action 
Team] role” (County 4). Limited communication across 
sectors and initiative participants also had contributed to 
frustration and losses of momentum at points for some 
communities: “People that are participating are not feel-
ing like there is anything happening and that’s frustrat-
ing, right?” (County 7).”

Progress in mindset shifts and action to address identified 
needs
In this section, we discuss mindset shifts and action 
taken to address identified needs. We describe the role of 
the local backbone infrastructure as a facilitator and bar-
rier to ongoing progress across counties.

As shown in Table  1, the eight early adopter counties 
made demonstrable progress developing their local CI 
initiative during the first year, including administering 
the county-wide survey.

Several of the urban and mixed urban/rural coun-
ties had strong, existing coalitions or prior experience 
attempting to address community service access; this 
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generally contributed to readiness for change and prog-
ress. For example, in some counties, many members 
of the local CI initiative had been and continued to be 
involved in their local public health planning councils 
and they brought these connections and knowledge to 
the current CI initiative. However, individuals that were 
part of existing structures could also be reluctant to 
engage with the local CI initiative because they perceived 
it as failing to sufficiently value other efforts. Circum-
stances of limited capacity and scarce resources contrib-
uted to skepticism that adopting the 100% New Mexico 
framework would result in change.

Champions and others that became involved early on 
reported that strategies like individual outreach and 
incorporating leadership of existing structures into local 
CI initiatives helped navigate these contextual factors. 
Many emphasized that the local CI champion’s passion 
and commitment were major strengths playing a role in 
their and others’ engagement: their “vision for the group 
and having the professional relationships with individuals 
in all those sectors…is really what brings the opportunity 
to the table” (County 1). In one county, initial engage-
ment challenges decreased when an individual who was 
well-known and from the community took on the CI 
champion role. Participants across the counties observed 
that many of their local CI champions and Core Team 
members were recognized advocates and mentors. This 
reinforces the importance of relationships and social cap-
ital in building momentum in local contexts where “poli-
tics come into play all the time—there’s always somebody 
angling for something” (County 4). Interviewees across 
counties discussed the importance of recognizing their 
community’s history (rather than dismissing it) in their 
coalition-building.

With respect to mindset shifts and action to identify 
needs, participants emphasized that the 100% Commu-
nity book and materials, with clear action steps, time-
lines, and priorities were critical. One leader drew a 
contrast between how their community had moved for-
ward after a 100% Community book club and how quickly 
the momentum stalled after an earlier Anna, Age Eight 
book club. In other counties, local champions’ commu-
nity knowledge and their skill communicating how the 

100% New Mexico framework offered solutions needed 
in their specific community helped build the movement. 
One focus group participant explained, “These are people 
that I’ve probably sat on committees with, groups with, 
talking for years and years…This group is actually doing 
the action behind the talk” (County 4).

Participants reported that greater structure and clar-
ity was needed to support their action steps, particularly 
among Sector Action Team members that did not par-
ticipate in the Core Team meetings. They wanted more 
guidance and support for two reasons in particular—to 
align their work with the goals and activities undertaken 
by other Sector Action teams, and to bolster resources 
and accountability for their own teams. Teams also began 
to experience capacity gaps as 100% New Mexico’s vol-
unteer-led initiatives worked to shift from identifying 
needs through the county-wide survey to action. Relying 
on volunteer capacity, particularly during the COVID-19 
pandemic, resulted in uneven progress between sectors 
in many counties.

Role of backbone infrastructure. Regardless of where 
their local backbone infrastructure was housed, par-
ticipants elevated the need to further develop this infra-
structure. As described by a participant, “There’s no focal 
point through which all the information flows” (County 
1). Participants identified challenges that included 
articulating a set of steps to engaging potential partners 
and community members to sustaining momentum 
and direction between monthly Sector Team meetings. 
Participants commented that the current diffusion of 
administrative duties posed challenges for archiving pro-
cess-related discussions and decisions for future use.

Participants emphasized that community resources, 
particularly city and county investments, were criti-
cal to establishing needed backbone infrastructure and 
accountability. As one survey respondent commented, 
“Currently we are playing off of social capital and per-
sonal connection. It is a great start with tons of poten-
tial. We have built tons of momentum and can continue, 
provided the right resources.” Respondents emphasized 
the need to make purchases such as data systems or 
portions of staff time. Many initiative members viewed 
support through their local government agencies as indi-
cators of the buy-in that would be critical to long-term 
sustainability.

Inclusivity and partnership. In contrast to the lim-
ited inclusivity and power dynamics that are common 
critiques of CI, participants drew connections between 
the community-based coalition approach and their suc-
cesses. However, despite the high level of agreement that 
their local CI initiative was broadly inclusive (Fig.  3), 
many participants discussed the importance of specific 
strategies to bring particular local government agencies 
and higher education institutions to the table.

Table 1  Actions undertaken by early adopter counties in Year 1
Action Num-

ber of 
counties

Held public engagement and initiative recruitment activities 8

Conducted county-wide survey 8

Engaged local CI initiative members to review assessment 
results

7

Developed and published a cross-sector resource directory 4

Developed local government buy-in for the initiative’s 
mission

1
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Participants expressed needing strategies for exter-
nal communication to bolster inclusivity. They reported 
wanting to continue and expand outreach to the com-
munity to bolster participation, particularly from com-
munity members. Multiple participants cited raising the 
visibility of the local CI initiative as a big challenge to 
their efforts to engage more service providers, the busi-
ness sector, city and county agencies, and other key com-
munity partners. Participants also identified informing 
state- and administrative-level policy change as a criti-
cal communication opportunity. This included strategies 
to communicate the critical needs of very rural areas to 
secure crisis housing and other resources where state 
responses has historically been “your population isn’t big 
enough for us to justify putting money into your county,” 
(County 8).

Discussion
In eight counties implementing 100% New Mexico’s CI 
model, we found that the cross-sector framework acted 
as a strength and a challenge. Participants consistently 
reported that the cross-sector vision was unique in its 
approach to transforming the negative SDOH experi-
enced by residents into positive ones. On one hand, the 
emphasis on de-siloing access to services and reaching 
across sectors resonated with local CI initiative mem-
bers and served as an anchor for assessing community 
member needs and identifying promising strategies. The 
cross-sector emphasis allowed these local CI initiatives 
to complement other sector-specific initiatives in their 
communities, particularly once the local vision became 
clarified. On the other hand, the sectors varied in their 
degree of engagement and initiative participation. This 
was particularly visible at the level of Sector Action 
Teams, where some teams remained under development 
as the initiative closed out its first year. This tended to be 
more common among sectors that had not traditionally 
been active in public health or other collective impact 
initiatives. Like O’Neill’s (2020) [23] finding that organi-
zational identity plays a critical role in shaping engage-
ment and the CI approach, our findings suggest that 
individual sector identities may influence engagement 
and the CI approach. There may be particular opportu-
nities for this and other CI initiatives to further leverage 
community organizing approaches [12], particularly to 
enhance practices in cross-sector collaboration.

The findings demonstrated that supporting local cham-
pions to develop their initiatives by leveraging county 
assets, relationships, and supports, including conduct-
ing a county-wide survey and applying results, contrib-
uted to progress in mindsets to one of collective action. 
Counties often made strong progress through conducting 
the county-wide survey and engaging local leaders and 
community around the results; across more urban and 

rural counties, progress slowed at the point of determin-
ing what strategies to pursue. In part, the consistency of 
this experience shines a light on the limits of volunteer 
capacity. The progress achieved is particularly striking 
given that this local CI work is primarily conceptualized 
and led by local volunteers; this departs from the more 
traditional model of projects initiated via time-limited or 
sector-specific grants or efforts that emphasis fidelity to 
a standard approach. However, the findings also suggest 
that continued progress may require establishing dedi-
cated staff positions or finding other ways to resource the 
focused project management needed to bring ambitious 
strategies to fruition, which may be particularly challeng-
ing in more rural contexts where capacity and resources 
have historically been scarce.

Also notable were the participants’ reflections on the 
sense of partnership and inclusivity. Our findings con-
trast with a common critique in the growing CI evidence 
base. In considering what factors may distinguish the 
100% New Mexico experience from other CI initiatives, 
the framework’s flexibility around the specific organiza-
tion and structures were appealing according to many. 
At the same time, there was also widespread recognition 
that key stakeholders were not yet at the table, both with 
respect to particular sectors and with regard to the rep-
resentation and co-leadership of marginalized communi-
ties and community members facing the service gaps and 
barriers that 100% New Mexico seeks to solve.

Conclusion
Collective impact is a type of cross-sector partnering 
to harness the strengths of multiple organizations and 
community members towards a common agenda. In the 
case of issues that are complex and multiply determined, 
applying CI should magnify impact on desired outcomes. 
Similar to other research, this study found that strong 
foundational elements of CI were implemented among 
the eight communities. This included identifying com-
munity backbone organizations; engaging a wide range 
of participants and community leaders, including visual 
artists and musicians, who committed to a common 
agenda; and mobilizing teams across the state to collect 
and review community data to then target solutions to 
service barriers. Participants resonated with the Anna, 
Age Eight and 100% Community books and felt that the 
structure of sector action teams and focus on access to 
vital services for 100% of New Mexicans fit their com-
munities, particularly during the COVID-19 pandemic. 
Clear strengths of CI reflected in this study aligned with 
three of the five strategies for centering equity that are 
part of CI’s 2022 evolution [11]. There is grounding of 
the work in data; agreement among participants that the 
focus is on systems change and collectivity in action; and 
shaping of the work by communities, as evinced by mural 
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projects and book clubs that have grown into key features 
of 100% New Mexico. The county-wide survey represents 
shared measurement, feeding into communities’ use of 
CQI that includes re-administering the survey over time 
to assess progress. Through the county-wide survey, we 
did not find challenges experienced in other applications 
of CI stemming from not having relevant, available, and 
timely data, or tension between funder-driven and com-
munity-driven desired outcomes [14].

Similar to other research [20], counties in this study 
varied in the level of satisfaction reported with the core 
CI component continuous communication. Barata-
Cavalcanti, in their assessment of five CI program sites 
(2020), found that communication strategies at the outset 
of CI tended to be too simplistic and not focused suffi-
ciently on communication that promotes mutually rein-
forcing activities. Research is lacking concerning effective 
communication strategies in CI specifically, but research 
on communication in other coalitions demonstrates that 
communication quality impacts coalition effectiveness 
[24, 25]. This is a key takeaway from the current work; 
CI implementers may need extra support to anticipate 
communication needs and implement effective and fea-
sible strategies. In the current study, strong communica-
tion may have been lacking initially in several counties 
because there were few resources to support CI leaders at 
the time and may also relate to professional development 
needs or specialized expertise needed. Subsequently, sev-
eral counties increased utilization of social media such as 
Facebook and Twitter, began county webpages with the 
support of the AAEI, and developed shared calendars of 
county 100% activities. Websites, in particular have been 
used to share county-wide survey results.

Overall, our results point to a 6 month to 1 year launch 
process in communities to develop CI foundational infra-
structure to address SDOH, within which communica-
tion, resources, and engaging the right partners present 
the most opportunities to strengthen implementation.
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