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1.0 Executive Summary  

In 2016, the Provincial Health Services Authority (PHSA) funded six provincial community-based 
organizations in BC to provide HIV and Hepatitis C (HCV) programs and services over a three-year period. 
Over the long-term, the PHSA aimed for the collective work of these agencies to achieve the following 
outcomes:  

 improve HIV and HCV prevention, diagnosis, linkage to care, and treatment outcomes; 
 increase integration of HIV and HCV services across the continuum of care; 
 increase reach and coverage of HIV and HCV services across the province; 
 improve monitoring and evaluation of the impact of contracted agencies; 
 reduce duplication and improved collaboration between service partners; and 
 respond to the shifting needs of the community and epidemic over time. 

 
These intended outcomes represent a slight shift from past PHSA HIV/HCV funding for community-based 
organizations given that there is a focus on adopting a collaborative approach across funding recipients, 
which is heavily informed by the Collective Impact approach. The collaborative of community-based 
organizations funded by the PHSA is known as the Collective Impact Network (CIN).  
 
Overall, the purpose of this evaluation was to assess the collective work of the community-based 
HIV/HCV organizations funded by the PHSA. The information collected in this evaluation will be used to: 
(i) inform the strategic direction of the PHSA CIN; (ii) report to the PHSA on progress of projects; and (iii) 
inform the PHSA's decisions around funding and programming. We expect the findings resulting from 
this survey will be helpful to CIN organizations and promote the success of the PHSA CIN.  

Online surveys were designed to gather information from the following respondent groups: (i) staff of 
PHSA-contracted agencies who have engaged in the CIN; (ii) Executive Directors or lead Program 
Managers of PHSA-contracted agencies; and (iii) PHSA staff and leadership involved with the CIN over 
time. Across all groups, survey questions assessed the collective work of the contracted agencies.  
 
Overall, findings from this evaluation have demonstrated that the CIN is making moderate progress 
towards addressing its priority areas and ultimate goals. The network itself has  
successfully established a culture of openness and transparency, and decision-making processes that are 
transparent and inclusive. Furthermore, the CIN has fostered and further supported partnerships among 
members, which have involved a variety of activities such as the co-development of events and projects. 
Findings show that PAN has played a key role in guiding the network’s vision and strategy, supporting 
shared measurement processes, advocating for an aligned policy agenda and facilitating network 
meetings.  
 
PHSA-contracted agencies appear to adopt a wide range of strategies to gather information about the 
communities they serve to ensure their work remains responsive and relevant. Results also suggest that 
these organizations meaningfully engage people with lived experience (PWLE) in their work, have 
implemented strategies to address the social determinants of health, and are undertaking a wide range 
of advocacy, policy and stigma reduction activities.  
 
Based on findings from this evaluation, a series of suggestions for next steps have been proposed for the 
PHSA, PAN and the CIN to consider implementing moving forward.   
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2.0 Background  

In 2016, the Provincial Health Services Authority (PHSA) funded six community-based organizations in BC 
to provide HIV and Hepatitis C (HCV) programs and services over a three-year period. Funding recipients 
included: the Community-Based Research Centre for Gay Men’s Health; Pacific AIDS Network; Pacific 
Hepatitis C Network; Pivot Legal Society; Positive Living BC; and YouthCo. Over the long-term, the PHSA 
aimed for the collective work of these agencies to achieve the following outcomes:  

 improve HIV and HCV prevention, diagnosis, linkage to care, and treatment outcomes; 
 increase integration of HIV and HCV services across the continuum of care; 
 increase reach and coverage of HIV and HCV services across the province; 
 improve monitoring and evaluation of the impact of contracted agencies; 
 reduce duplication and improved collaboration between service partners; and 
 respond to the shifting needs of the community and epidemic over time. 

 
These intended outcomes represent a slight shift from past PHSA HIV/HCV funding for community-based 
organizations given that there is a focus on adopting a collaborative approach across funding recipients 
to improve HIV and HCV prevention, diagnosis, linkage to care and treatment outcomes. This new 
funding approach is heavily grounded in the Collective Impact framework. Collective Impact occurs 
when a group of organizations/agencies commit to achieving a common agenda for solving complex 
social or environmental problems (Preskill, Parkhurst & Juster, 2011). More than simply being a new way 
of collaborating, Collective Impact is a structured approach to solving problems that includes five core 
conditions for success: establishing a common agenda/goals; implementing mutually reinforcing 
activities; facilitating continuous communication among and between partners; implementing a shared 
measurement system to consistently measure results and impact; and dedicated staff to coordinate 
participating organizations (i.e. backbone function). The approach also included a sixth core condition - 
inclusive decision-making or including people with lived HIV and/or HCV experience (Klaus, 2014).  
 
The collaborative of community-based organizations funded by the PHSA is known as the Collective 
Impact Network (CIN). The Pacific AIDS Network (PAN) was contracted by the PHSA to serve as a 
backbone organization and implement a shared measurement system for the collaborative.  
 

3.0 Evaluation Objectives and Purpose 

Overall, the purpose of this evaluation was to assess the collective work of the community-based 
HIV/HCV organizations funded by the PHSA. The information collected in this evaluation will be used to: 
(i) inform the strategic direction of the PHSA CIN; (ii) report to the PHSA on progress of projects; and (iii) 
inform the PHSA's decisions around funding and programming. We expect the findings resulting from 
this survey will be helpful to CIN organizations and promote the success of the PHSA CIN.  

 

4.0 Methods  

Three online surveys were designed to gather information from the following respondent groups: (i) 
staff of PHSA-contracted agencies who have engaged in the CIN; (ii) Executive Directors or lead Program 
Managers of PHSA-contracted agencies; and (iii) PHSA staff and leadership involved with the CIN over 
time. Across all surveys, questions commonly assessed the collective work of the agencies. However, the 
actual question areas varied from survey to survey depending on the respondent group completing. 
Table 1 summarizes the question areas each respondent group was asked to provide feedback on.  
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Table 1. Survey question areas by target respondent groups  

Survey question areas 
Staff of PHSA-contracted 

agencies who have 
engaged in the CIN1 

Executive Directors or 
lead Program Managers 

of PHSA-contracted 
agencies 

PHSA staff and 
leadership involved 

with the CIN 

Organizational information  x x x 

PHSA HIV/HCV CIN 
Operations and Progress 

x  x 

Coordination x  x 

Shared measurement x  x 
Responsiveness and 
relevance  

x   

Network of people living 
with HIV and HCV 

x x  

Social determinants of 
health  

x   

PHSA Innovation Fund  x x x 
Advocacy, policy and 
stigma reduction  

 x  

 
The surveys for each of the respondent groups included closed- and open-ended questions. The number 
of questions included in each survey ranged by respondent group: staff of PHSA-contracted agencies (n 
= 40); Executive Directors or lead Program Managers of PHSA-contracted agencies (n = 13); and PHSA 
staff/leadership (n = 32). Individual survey responses from staff of PHSA-contracted agencies and PHSA 
staff/leadership were kept anonymous and confidential and did not ask for any individual-level or 
personally identifiable information about members or clients. The survey conducted with Executive 
Directors/lead Program Managers was not anonymous or confidential so that responses could be used 
as part of their reporting requirements to the PHSA.  

 
 

5.0 Findings 
 

5.1 Who did we talk to? 
 
A total of 22 individuals responses were collected in the online surveys. Table 2 illustrates the number of 
surveys completed by respondent group. The majority of responses were from staff of PHSA-contracted 
agencies who have engaged in the CIN, followed by Executive Directors or lead Program Managers of 
PHSA-contracted agencies and PHSA staff and leaders involved with the CIN.  
 
Table 2. Survey question areas by target respondent groups (n = 22)  

Surveys by respondent group  
Number of survey 

respondents 

Staff of PHSA-contracted agencies who have engaged in the CIN 55% (n = 12) 

Executive Directors or lead Program Managers of PHSA-contracted agencies  27% (n = 6) 
PHSA staff and leadership involved with the CIN 18% (n = 4)  

                                                           
1 Note that Executive Directors and Program Managers could have participated in the survey designed for “staff of 
PHSA-contracted agencies” and the survey for “Executive Directors or lead Program Managers”.  
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5.2 PHSA HIV/HCV CIN 
 
Staff of PHSA-contacted agencies and PHSA staff/leadership involved with the CIN were asked a series of 
questions about the current operations and progress of the network itself. Findings from these 
questions have been organized into a series of sub-sections, as follows.   
 
Usefulness of CIN Meetings  
 
Roughly half of the respondents reported that the CIN meetings are useful (44%), whereas the other half 
reported that the meetings are not useful (44%) (Figure 1). Two individuals provided neutral responses 
to this question. 
 

  
 
 
Staff of PHSA-contacted agencies and PHSA staff/leadership were asked to describe what could be done 
differently to make the CIN meetings more useful. Their responses included the following:  
 

 Create simpler and more focused meeting agendas (n = 9). 
Some suggested that the meetings should focus on discussing 
specific priority areas or intended outcomes, in which partners 
would be asked to highlight their respective progress towards 
that area, and facilitating discussion about opportunities for 
alignment and coordination.  

 Foster buy-in from all partners to experiment with the 
Collective Impact approach and explore opportunities for 
alignment, coordination and collaboration despite resource 
constraints (n = 4).  

 Refine the design of the meetings (e.g. shorter and less 
frequent, involve PWLE and Indigenous peoples, and 
eliminating time spent on ice breaker games) (n = 6).  

 The value of CIN meetings was questioned given that partners 
already collaborate with one another when needed (n = 2).   

 Usefulness of the meetings will improve with time (n = 1).  
 
 
 

6%

38%

13%

38%

6%

5 (Very useful)

4

3

2

1 (Not at all useful)

Figure 1. Staff ratings of the usefulness of the PHSA HIV/HCV CIN meetings (n = 16) 

“I would like to see people 
thinking more about how and 

what we can all work on 
together – rather than 

singularly working within our 
organization.” 

 

“It would be helpful if there 
was an identified short-term 

action to discuss, and if there is 
agreement, to take action on… 

limited scope actions would 
assist in building cohesiveness 

and a sense of success.” 
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CIN Communications, Operations & Leadership/Governance  
 
Staff of PHSA-contacted agencies and PHSA staff/leadership were asked a series of questions about the 
design of the CIN, including questions addressing the network’s communications, structure and 
operations. In regard to communications, over 90% of respondents reported that they were either 
somewhat satisfied or very satisfied with the amount and quality of communication within the CIN.  
 
All respondents indicated the CIN has either somewhat or well achieved: (i) a culture of openness and 
transparency; (ii) transparent decision-making processes; and (iii) partner inclusion in major decision-
making. Similarly assessing network operations, slightly over half of the respondents reported that the 
CIN has shared space for the members to easily connect and invites self-organized action (Figure 2). 
Respondents were less likely to provide positive ratings about the CIN’s: ability to anticipate and address 
conflict; its accountability mechanisms; and balance of top-down/bottom-up strategies. 
 

 
 
Respondents were asked to rate a series of statements about the CIN’s leadership and governance 
(Figure 3). Roughly half indicated that the CIN’s decision-making processes encourage members to 
contribute/collaborate, and that the network has defined a clear process for inclusive decision-making. 
Smaller proportions of respondents (i.e. one-third or less) agreed that: the CIN’s governance is reflective 
of the network and is transparent (33%); that leadership is shared (14%); and that people with lived 
experience have been engaged in decision-making processes (26%). Somewhat high proportions of 
respondents provided ‘neutral’ responses to these questions (20% to 53%), as outlined in Figure 3.  
 

 

23%

8% 23%

18%

15%

7%

46%

23%

36%

23%

29%

8%

31%

36%

38%

29%

23%

15%

9%

23%

36%

There is balance of top-down and bottom-up
strategies.

The network has accountability mechanisms.

The network anticipates and addresses conflict.

The network space invites self-organized action.

There is shared space for members to easily
connect.

Figure 2. Feedback on CIN operations (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally)

13%

7%

33%

20%

20%

20%

20%

53%

33%

33%

47%

13%

7%

20%

27%

27%

13%

7%

13%

20%

27%

7%

7%

13%

CIN has engaged PWLE in its decision-making.

Leadership is shared. Responsibility/contrrol area spread.

Governance is reflective of the network and transparent.

CIN has a clear process for inclusive deicsion-making.

Decision-making processes encourage members to
contribute/collaborate.

Figure 3. Feedback on CIN operations (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally) Don't know/Not applicable
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PAN’s Role and Support Provided 
 
Respondents assessed PAN’s role as the backbone organization in the CIN. The majority reported that 
PAN’s work either meets or exceeds their expectations, particularly in organizing the CIN meetings and 
guiding the CIN vision/strategy (see Figure 4). Roughly one-third indicated that PAN should aim to 
improve their work in the following areas: (i) partner alignment and pursuit of new opportunities 
towards the CIN’s priority actions; and (ii) identifying potential activities for advocacy policy change.  
 

  
 
Respondents were also asked to qualitatively describe how PAN can 
better support the CIN. Most recommended that PAN can play a 
stronger role in facilitating alignment and partnership opportunities 
among members (n = 3). One respondent also suggested that PAN could 
support network expansion to include other organizations. Others 
recommended that PAN should: narrow the focus of CIN meetings; 
facilitate more communication between meetings; support PWLE 
involvement; and advocate for the value of HCV work.  
 

CIN Partner Capacity Building Needs  
 
Staff of PHSA-contacted agencies and PHSA staff/leadership identified the following capacity building 
needs their organizations have in relation to the work of the CIN:  

 training in government and public relations expertise (n = 2);  

 learning how organizations can better respond to hepatitis C (n = 1);  

 learning how to better support agencies’ provincial reach (n = 1);  

 strategies to reduce the reporting burden while still collecting meaningful data (n = 1); and  

 supporting agencies to be nimble and adjust their work based ongoing shifts in needs (n = 1).   
 
When responding to this question, some respondents described general time and resource challenges 
their organizations face, which limit their ability to meaningfully participate in the CIN (n = 4).  

33%

27%

13%

7%

13%

13%

47%

67%

40%

67%

47%

53%

80%

60%

7%

33%

13%

33%

27%

7%

40%

13%

7%

13%

13%

7%

20%

Identifies potenital activities for advocacy/policy change.

Supports alignment & pursuit of new opportunities.

Supports activites related to the top two priority areas.

Advocates for an aligned policy agenda.

Facilitates the CIN meetings.

Supports the collection and use of data to promote
accoutability, learning & improvement.

Guides the CIN's vision & strategy.

Organizes CIN meetings.

Figure 4. Feedback on PAN's role within the CIN (n = 14) 

Unsatisfactory Improvement needed Meets expectations Exceeds expectations Don't know

“Analyzing the PHSA funded 
work occurring within 

organizations and 
proactively suggesting ways 
to synergize and integrate 

that work into the CIN.” 
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CIN Priority Areas: Satisfaction, Progress and Future Directions 
 
A series of online survey questions explored the CIN priority areas, including partner satisfaction with 
the selected priorities, progress to date and future directions. Overall, most respondents reported that 
they are either somewhat (50%; n = 7) or very satisfied (36%; n = 5) with the CIN priority areas. Two 
respondents indicated that they are not at all satisfied with the priority areas.  
 
Respondents were also asked to describe how PWLE were included in 
determining the CIN priority areas. The majority of respondents 
indicated that CIN members indirectly bring perspectives and 
experiences of PWLE to the table given that many of their organizations 
are peer-driven or peer-informed (79%; n = 11). Some also noted that 
the CIN membership directly includes some PWLE (43%; n = 6). In their 
responses, a couple argued that the network can do a better job of 
directly engaging PWLE in meetings in the future.  
 
Another survey question asked respondents to rate progress towards the five CIN priority areas. As seen 
in Figure 5, the majority indicated that there has been low or moderate progress towards each of the 
priority areas. Their responses show that most progress has been made towards increasing program 
equity and services for HIV and HCV, with 73% reporting moderate progress in this area and one 
indicating a high-level of progress. 
 
 

 
 
 
For ratings of moderate or high progress, respondents were asked to explain how their respective 
organizations contributed to such progress. Responses highlighted the wide diversity of work member 
organizations are conducting, from contributing research/evaluation expertise to advance priority areas 
to leading legal and political advocacy efforts with PWLE who are experiencing homelessness.  
 
Respondents indicated that outstanding CIN priority areas should be addressed in the following order. 

1. Reducing stigma 
2. Harm reduction 
3. Increasing program equity and services across BC (urban, suburban, rural and remote locations) 

 

47%

40%

40%

33%

20%

40%

60%

60%

47%

73% 7%

13%

20%

Reducing Stigma

Increase involvement of PWLE

Harm reduction

Increase program equity and services across BC

Increase program equity and services for HIV/HCV

Figure 5. Staff ratings of progress towards CIN priority areas (n = 15) 

Low progress Moderate progress High progress N/A

“We have not actively 
worked to provide 
space and time for 
people who are not 

staffers at organizations 

to contribute…” 
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They were asked to describe the types of work the CIN should focus on in the priority areas listed above. 
For reducing stigma, respondents suggested that the following activities should be focused on:  
 

 better inform government, health care providers, frontline 
workers and general population (n = 4)  

 develop an anti-stigma campaign with public outreach (n = 3)  

 support stigma measurement activities already underway (e.g. 
stigma audit, HIV Stigma Index, etc.) (n = 3) 

 discuss how to address stigma more tangibly, both for individual 
organizations and for the CIN as a whole (n = 2)  

 involve peers in how stigma can be reduced (n = 1)  

 address stigma between the population groups partners serve (n = 1)  

 advocate for policy changes (n = 1) 
 
 
In terms of harm reduction, it was suggested that the following activities could be focused on: 
 

 incorporate harm reduction activities into partners’ work (e.g. drug 
user support groups, increase awareness, advocate for policy 
change, establish safe consumption services, engage with medical 
professionals/law enforcement to discuss barriers) (n = 8);  

 support opioid crisis efforts (n = 2);  

 identify funding for harm reduction work (n = 1); 

 recognize intersections and lessons learned from HIV (n = 1);  

 enhance services in communities where harm reduction continues 
to be stigmatized (n = 1); and  

 determine CIN role with PrEP implementation (n = 1).  
 

It is important to note that two respondents indicated that harm reduction should not be a priority area 
given that this area of work is already sufficiently focused on by other agencies outside of HIV/HCV.  
 
 
Finally, respondents suggested that the following activities should be focused on to make progress 
towards the priority area of increasing program equity and services across BC: 
 

 increase involvement of community organizations and peers (e.g. connecting with organizations 
working in remote communities to determine their vision for more equitable access) (n = 3) 

 better understand service access challenges in remote rural locations (e.g. mapping of service 
availability) (n = 2)  

 explore how urban programs can be adapted and tailored to rural settings (n = 2)  

 develop an outreach plan (n = 1)  

 bring in outside partners to help identify priority area activities (n = 1)  

 increase funding to support increased equity (n = 1)  
 
 
 
 

“Put pressure on the 
decision makers to make 
PrEP widely and readily 
available, and advocate 
for nurses to be active 

agents in prescribing and 
distributing.” 

“I would like all agencies to 
commit to devising an anti-

stigma campaign with 
public outreach.” 
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CIN Resources & Performance 
 
The surveys included a series of questions to assess CIN resources and performance to date. As seen in 
Figure 6, respondents rated statements related to resources within the network. Almost three-quarters 
of respondents indicated that CIN members know where resources are within the network, such as 
knowledge and skills (74%). Almost half also reported that the network has sufficient funding and 
human resources to support the priority areas over a multi-year period (47%). Interestingly, roughly a 
quarter of respondents disagreed that all members are contributing time and resources to the CIN (20%) 
and that the network is able to attract additional network funding, as needed (26%). It is important to 
highlight the high proportion of respondents that provided neutral or don’t know/not applicable 
responses to the remaining statements related to CIN resources.  
 

 
 
 
 
Figure 7 illustrates respondents’ ratings different statements addressing the network’s purpose. The 
majority of survey respondents (67%) reported that CIN members have the skills, experience, diversity 
of knowledge and capacity to advance CIN goals. Slightly over half also indicated that the network has 
common goals (54%) and the ability to respond to shifting needs of the community and epidemic over 
time (53%).  
 
 

 
 

13%

7%

7%

13%

13%

7%

27%

27%

13%

13%

13%

13%

27%

67%

20%

20%

7%

33%

20%

33%

7%

CIN is able to attract additional network funding, as needed.

All members are contributing time & resources to the CIN.

The network has sufficient funding and human resources to
support the priority areas over a multi-year period.

Members know where resources are within the network
(e.g. knowledge, skills).

Figure 6. Ratings of statements related to the CIN resources (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally) Don't know/Not applicable

7%

13%

13%

27%

20%

27%

33%

47%

47%

20%

7%

20%

7%

7%

7%

The network has the ability to respond to shifting needs of
the community and epidemic over time.

The network has common goals.

Members have the skills, experience, diversity of knowledge
and capacity to advance CIN goals.

Figure 7. Ratings of statements related to the CIN Purpose (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally) Don't know/Not applicable
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Figure 8 illustrates respondents’ ratings of statements related to the CIN membership. Just over half of 
the respondents indicated that the CIN membership is appropriate given the focus of the network (53%). 
However, less than half provided such positive ratings for all other statements related to the CIN 
membership (see Figure 8). One-third of the respondents indicated that CIN membership is not adjusted 
to meet the changing needs of the work. It is important to point out the high proportions of neutral or 
don’t know/not applicable responses that were provided when answering this question.  
 

 
 
 
The CIN’s performance was also assessed. As seen in Figure 9, 60% of respondents indicated that the 
network: regularly evaluates its impact to refine its goals and activities; and is making progress on its 
stated goals and objectives. However, less than half of the respondents reported that the network: is 
achieving more as a collective than members could independently (47%); and is creating value for its 
members (46%) and the members’ constituents (20%).  
 

 

33%

7%

7%

7%

13%

13%

33%

27%

13%

40%

40%

53%

40%

20%

20%

40%

20%

7%

7%

20%

33%

27%

27%

20%

20%

7%

13%

7%

13%

13%

13%

33%

13%

40%

20%

13%

7%

7%

13%

Membership is adjusted to meet changing needs of work.

The network is resillient. If some connected participants
leave, the CIN remains strong.

Members honour their commitments to the network.

There is a high level of trust between members of the
network.

Members are adding value to each other's work.

Members regularly seek feedback/advice from one another.

Members are working together to advance goals.

Membership is appropriate given the work.

Figure 8. Ratings of statements related to the CIN membership (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally) Don't know/Not applicable

33%

20%

20%

7%

13%

13%

7%

13%

13%

20%

7%

20%

33%

7%

33%

27%

60%

47%

13%

13%

20%

13%

20%

20%

7%

The network is creating value for the members' constituents

The network is creating values for its members.

Members are achieving more together than alone.

The network is making progress on its stated goals.

The network regularly evaluates its impact to refine
goals/activities.

Figure 9. Ratings of statements related to CIN performance (n = 15) 

1 (Not so much) 2 3 (Neutral) 4 5 (Totally) Don't know/Not applicable
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Figure 10 shows survey respondents’ agreement with a series of statements assessing progress towards 
PHSA’s long-term outcomes for the funding and overall goals of the CIN. Over 80% of respondents either 
somewhat agreed or agreed that:  
 

 members understand each other’s work and how it supports CIN priority areas (86%); 

 members understand how their work contributes to priority areas/common goals (86%); and  

 members are working towards long-term outcomes for this funding from the PHSA (86%).  
 
On the other hand, half to a third of the respondents either somewhat disagreed or disagreed with the 
following statements about CIN long-term outcomes and overall goals of the collective:  
 

 members have identified new strategies to address gaps/reduce duplication (50%); 

 my organization has changed some activities to better align with CIN priority areas, fill gaps or 
reduce duplication (36%); 

 together, the CIN has an enhanced ability to affect public policy (36%); and  
 together, the CIN has an enhanced ability to address important priority issues (36%).  

 

14%

7%

7%

7%

7%

7%

7%

36%

29%

29%

36%

21%

21%

14%

14%

14%

14%

7%

36%

36%

43%

36%

43%

64%

43%

50%

43%

36%

50%

14%

29%

21%

29%

29%

7%

29%

21%

43%

50%

36%

7%

7%

7%

Members have identified new strategies to address
gaps/reduce duplication.

Together, the CIN has an enhanced ability to address
important priority issues.

Together, the CIN has an enhanced ability to affect public
policy.

My organization has changed some activities to better align
with CIN priority areas, fill gaps or reduce duplication.

Members are working towards a collective plan of action.

Together, the CIN has an enhanced ability to meet the
needs of our consituency, clients or members.

Individual members are all contributing to the common
goals of the CIN.

Together, the CIN has an enhanced ability to make a
contribution to the community.

Members are working towards PHSA long-term outcomes
for this funding.

Members understand how their work contributes to the
priority areas and common goals of the CIN.

Members understand each other's work and how it supports
CIN priority areas.

Figure 10. Respondents' agreement with statements about CIN goals/outcomes (n = 14) 

Disagree Somewhat disagree Somewhat agree Agree Don't know
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5.3 Partnerships & Coordination  
 
All staff of PHSA-contracted agencies and PHSA staff/leadership that responded to the surveys reported 
that their organizations have collaborated with other members of the CIN. Respondents explained that 
these collaborations have involved:  
 

 co-development of capacity building events and projects (n = 3); 

 collaboration on funding proposals and advocating for funding reallocations (n = 3);  

 knowledge sharing between organizations, including access to technical expertise (n = 3);  

 support in the development of organizational communications materials (e.g. websites) (n = 2);  

 collaboration on the design and implementation of research and evaluation projects (n = 2);  

 collaboration on developing and implementing advocacy efforts (n = 1); and   

 sharing of contacts and networks (n = 1).  
 
 

When asked to describe the value of CIN partnerships, 
respondents commonly described having access to 
expertise and networks of people/organizations (n = 4). 
Respondents also noted that such partnerships enhance 
organizations’ abilities to address issues related to 
HIV/HCV and to make a bigger impact (n = 3). Other 
benefits of CIN partnerships noted by respondents 
included: knowledge sharing opportunities (n = 2); 
reduced duplication of effort (n = 1); and the creation of 
a trusting community (n = 1).  
 
 
Figure 11 illustrates the specific types of supports organizations have access to as a result of their 
involvement in the PHSA CIN. Survey respondents most commonly reported having access to 
information and resources (77%; n = 10), followed by access to advocacy/policy tools (38%; n = 5) and 
funding opportunities (31%; n = 4). Some respondents noted other supports provided through CIN 
partnerships (15%; n = 2), such as opportunities to expand programming for target populations.  
 
 

 

15%

15%

15%

31%

38%

77%

Other

Expert/consulting support

Tapping into partners' expertise

Funding opportunities

Advocacy/policy tools

Information and resources

Figure 11. Supports organizations have access to as a result of CIN involvement (n = 13) 

“We have access to expert input 
that we would not otherwise have, 

and access to additional networks of 
people and organizations.” 

 

“Achieving greater impact, e.g. on 
advocacy and policy. Leveraging 

partnerships reduces duplication…” 
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5.4 Shared Measurement & Evaluation  
 
All staff of PHSA-contracted agencies and PHSA staff/leadership that completed the surveys were asked 
to rate their level of agreement with a series of statements related to CIN shared measurement. All 
respondents either somewhat agreed or agreed that: (i) a participatory process was used to determine 
shared measures for the CIN; and (ii) their organizations feel accountable for progress towards CIN 
priority areas (see Figure 12). More than 75% of the respondents also agreed that: (i) their organization 
values the establishment of shared measures for the CIN (78%); and (ii) the CIN regularly uses data to 
refine their strategy (78%). Respondents were least likely to agree that their involvement with the CIN 
has increased their capacity to understand and use data to inform strategies (64%). 
 
 

 
 
 
 
When asked if they intend to use findings from this survey, two-
thirds of respondents indicated that they would (67%; n = 8) 
whereas one-third did not plan to (33%; n = 4). Most of those that 
planned to use the survey findings explained that they were keen to 
utilize the results to inform adjustments to CIN work and areas for 
network improvement (n = 6). For instance, these respondents are 
interested in using findings to refine the CIN meeting structure, 
goals and collaborative working approach. One respondent was 
keen to use the survey findings to ensure network accountability, 
and another wanted to assess the CIN’s progress to date. Some of 
those that did not plan to use the findings explained that they were 
unsure of how the results would be relevant to their work. One 
respondent explained “I am not sure how this data may play into 
our work.”   
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7%
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7%

14%

21%

57%

14%

29%

21%

43%

21%

64%

71%

79%

7%

7%

My involvement with the CIN has increased my capacity to
understand and use data to inform strategies.

The CIN regularly uses data to refine their strategy.

My organization values the establishment of shared measures
for the CIN.

My organization feels accountable for progress towards the
CIN's priority areas.

A participatory process was used to determine shared
measures for the CIN.

Figure 12. Staff agreement with statements related to CIN shared measurement (n = 14) 

Disagree Somewhat disagree Somewhat agree Agree N/A

“Want to make the meetings 
more effective and help 

refine goals.” 

“I think each member must 
be accountable to this 

network and one of the ways 
to achieve accountability is to 

identify areas that we can 
improve as a member to 

support the larger collective.” 



 15 

5.5 Responsiveness and Relevance 
 
Staff of PHSA-contracted agencies were asked a series of questions to 
explore how their organizations remain responsive and relevant to the 
communities they serve. For instance, respondents were asked to 
describe how their organizations assess the needs of their clients or the 
target community they aim to impact. All organizations explained that 
their client/target community needs are assessed through a variety of 
formal data collection methods, including consultations, surveys, 
interviews, focus groups, and monitoring organizational records (n = 12; 
100%). Half of the organizations also described informal mechanisms to 
assess the needs of clients/target communities, such as the involvement 
of people with lived experience on organizations’ boards (n = 6; 50%).  
 
When asked how their organizations assess client/target community satisfaction with services, all 
organizations reported using formal evaluation methods, such as surveys, focus groups and 
consultations (n = 12; 100%). Interestingly, one organization also noted that they monitor the uptake of 
services and program materials to determine areas of higher demand.  
 
Staff of PHSA-contracted agencies were also asked to describe how their organizations’ policy and 
advocacy work shifts based on the current context and evolving needs. Similar to the responses outlined 
above, most noted that their organizations use formal and informal data collection methods to inform 
future policy and advocacy directions (58%; n = 7). Others explained that their organizations participate 
in meetings with policy and decision makers to remain up-to-date about future directions (25%; n = 3). 
One respondent explained that their organization monitors changes in laws and policies to identify 
concerns for their target communities and to ensure they are aware of upcoming changes. Another 
respondent noted that their conduction of research projects often guides their advocacy efforts. Two 
respondents did not specifically mention how their organizations’ policy and advocacy work shifts based 
on current context/needs.  
 
All respondents reported that their organizations build the capacity of partner agencies to be more 
responsive, relevant and effective in providing community and health care services for those affected (n 
= 12; 100%). When asked to explain their capacity building supports, the majority described the types of 
support offered, such as the provision of information and materials, training opportunities, assistance 
with research and evaluation activities, and addressing laws and policy barriers to providing HIV and 
HCV services (92%; n = 11). One organization noted that they act as the agency of record for two other 
community-based organizations in BC.  
 
 
  

“We conduct regular 
surveys at all our events. 
As we work directly with 
PLHIV, we also collected 
an enormous amount of 

anecdotal data which 

informs our work.” 
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5.6 Network of People Living with HIV and HCV 
 
Staff of PHSA-contracted agencies were asked a series of questions about the involvement of people 
with lived experience (PWLE) in their work. The majority of staff respondents reported that their 
organizations do well or very well at offering different engagement opportunities and supportive 
environments for PWLE (see Figure 13). At least 85% of respondents reported that their organizations 
do well or very well at offering the following to PWLE: capacity building opportunities; opportunities to 
design, implement and evaluate programs/services; an environment committed to GIPA/MIPA and 
“Nothing About Us, Without Us” principles; and an environment that supports their needs.  
 

 
 
 
When staff were asked to describe how involving PWLE has impacted 
their organizations, most explained that involving those with lived 
experience allows them to stay true to their missions and core approaches 
(58%; n = 7). Some described how PWLE are engaged in their 
organizations’ work, such as board members, staff, volunteers and 
participants (42%; n = 5). Two respondents noted that the impact of their 
work has generally improved as a result of involving PWLE (i.e. greater and more meaningful impact) 
(18%; n = 2). One respondent explained that the nature of their work makes it challenging to engage 
PWLE in leadership roles, but that their organization is working to improve the engagement of 
community at every stage of the work (n = 1).  
 
On average, Executive Directors/lead Program Managers reported that 51 PWLE participated in their 
organizations’ program planning and delivery, research, evaluation, leadership, decision-making and/or 
policy development in the last 12-months. It is important to note that the number of PWLE involved 
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58%
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33%

17%
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Opportunities to assume frontline service delivery roles

Financial support/compensation

Enabling environment to facilitate participation

Opportunities to take leadership/decision-making roles

Mentorship support

Environment that supports health and related needs

GIPA/MIPA & "Nothing About Us, Without Us"

Opportunities to design/implement/evaluate programs

Capacity building opportunities

Figure 13. Staff ratings of how well their oragnizations offer different supports, 
opportunities and environments for PWLE (n = 12) 

Very poorly Poorly Somewhat Well Very well N/A

“Our agency’s mission 
is precisely about the 

inclusion of PLHIV. We 

work no other way.” 
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ranged substantially between organizations, from 4 to 250 individuals and that unique PWLE may be 
double counted given the possibility of them working with more than one organization.  
 

5.7 Social Determinants of Health 
 
Staff of the PHSA-contracted agencies were asked to assess the extent their organizations focus on 
different activities to address the social determinants of health. As seen in Figure 14, advocating for 
public policy action on the social determinants of health and addressing systematic barriers to accessing 
health services are a strong focus for most organizations (92% and 75%, respectively). Half to two-thirds 
of respondents indicated that their organizations have a strong focus on: building community capacity to 
address the social determinants of health; research/evaluation work that educates decision-makers 
about social determinants of health; and providing direct services to address individuals’ social 
determinants of health.  
 

 
 
 
Staff provided some examples of the activities their organizations maintain a ‘strong focus’ on to 
address the social determinants of health, including:  

 research and evaluation projects related to the social determinants of health (e.g. community-based 
research on HIV and housing, legal research, etc.) (n = 4); 

 educating decision-makers about the social determinants of health and how to better respond to 
them (n = 4); 

 direct service provision to address the social determinants of health (e.g. food, clothing, etc.) (n = 2); 

 empowering clients struggling to access health and social service resources (n = 1); 

 building the capacity of people with lived experience and social service providers (n = 1); and  

 general communication to raise awareness about the social determinants of health (n = 1). 
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8%
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42%

25%

8%

42%

67%

58%

75%

92%

8%
Providing direct services to address individuals' social

determinants of health.

Research/evaluation work that educates decision-
makers about social determinants of health.

Building community capacity to address the social
determinants of health.

Addressing systemic barriers to accessing health
services.

Advocacy for public policy action on the social
determinants of health.

Figure 14. Contracted agency ratings of the extent their organizations focus on activities 
to address the social determinants of health (n = 12)

Not at all a focus Somewhat of a focus Strong focus N/A
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5.8 PHSA Innovation Fund 
 
All survey groups were asked a series of questions about the PHSA Innovation Fund. Two-thirds of the 
Executive Directors and lead Program Managers indicated that their organizations were awarded an 
Innovation Fund from the PHSA (n = 4), while the remaining third did not (n = 2). Those awarded funds 
were asked to describe the progress they have made with their projects to date, which varied 
substantially from project to project. While some indicated that their projects were still in 
developmental or design phases, others reported that they were close to completing their work. Key 
successes of Innovation Fund projects to date were reported to be high levels of interest from target 
groups in their work and the ability to refine their approaches based on data collected. In terms of key 
Innovation Fund challenges, funding recipients described issues related to how to best engage and work 
with target populations (e.g. how to refine the target audience, gaining trust from target groups and 
gathering data in culturally appropriate ways). 
 
Survey questions also explored respondents’ perceptions of if and how PHSA Innovation Fund projects 
are truly innovative. Interestingly, similar proportions of staff respondents agreed (53%) and disagreed 
(40%) that the awarded Innovation Fund projects are truly innovative. Executive Directors and lead 
Program Managers that were awarded funds were asked to describe how their projects are innovative. 
Respondents discussed the novelty of their interventions, their adoption of innovative strategies or 
methods, and efforts to build a rigorous knowledge base in areas where information has been largely 
anecdotal to date.  
 
A series of questions also assessed the contribution Innovation Fund projects are making to the CIN. 
Overall, 73% of staff respondents of PHSA-contracted organizations agreed that the fund is an effective 
funding model that helps maximize CIN member organizations to address HIV and HCV, while 14% 
disagreed with this statement. Eighty percent also agreed that the awarded projects add value to the 
overall work of the CIN.   
 
Staff respondents assessed the contribution Innovation Fund projects are making towards CIN priority 
areas (Figure 15). At least 80% agreed that these projects add value to all CIN priority areas, with the 
exception of the harm reduction priority area where only 54% agreed with this statement.  
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Innovation Fund projects add value to reducing stigma
(Priority Area 4).

Innovation Fund projects add value to harm reduction
(Priority Area 3).

Innovation Fund projects add value to increase program
equity and services across BC (Priority Area 2b).

Innovation Fund projects add value to increasing program
equity and services for HIV and HCV (Priority Area 2a).

Innovation Fund projects add value to increasing the
involvement of PWLE (Priority Area 1).

Figure 15. Staff agreement with the value Innovation Fund projects add to priority areas (n = 15) 
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Similarly, staff respondents were also asked to rate the extent to which Innovation Fund projects have 
contributed to achieving PHSA long-term outcomes for this funding (see Figure 17). Respondents were 
most likely to agree that the funds have contributed towards the long-term outcome of increasing the 
reach and coverage of HIV and HCV services across the province (64%). At least 50% of respondents also 
agreed that the Innovation Fund projects are contributing to the other PHSA long-term outcomes.  
 

 
 
 
Executive Directors and lead Program Managers of CIN member organizations that were awarded 
Innovation Funds were asked to describe how their projects have contributed to PHSA CIN long-term 
outcomes. Respondents commonly noted how their projects have/will contribute(d) to improving the 
prevention of HIV and hepatitis C within specific target groups (n = 3). Some explained how their 
projects are focusing on assessing needs of target groups, which will provide CIN member organizations 
with the ability to better understand and respond to shifting needs of the community and epidemics 
over time (n = 2). One respondent also noted that their project is being implemented BC-wide, and 
therefore increases the reach and coverage of services across the province.  
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Improve monitoring and evaluation of the impact of
contracted agencies.

Reduce duplication and improved collaboration between
services partners.
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Increase integration of HIV and HCV services across the
continuum of care.

Improve HIV and HCV prevention, diagnosis, linkage to care
and treatment outcomes.

Increase reach and coverage of HIV/HCV services across BC.

Figure 16. Staff agreement with Innovation Fund contribution towards PHSA long-term outcomes 
(n = 14) 

Strongly disagree Disagree Agree Strongly agree Don't know
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5.9 Advocacy, Policy and Stigma Reduction 
 
Executive Directors and lead Program Managers were asked a series of questions about their 
organizations’ advocacy, policy and stigma reduction efforts. When asked to describe the advocacy, 
policy and stigma reduction activities their organizations are undertaking, respondents listed a wide 
range of initiatives underway, as outlined in the following list.  
 

 Advocacy efforts focused on specific topics (e.g. access to PrEP, changes in federal funding for 
HIV and HCV programming, access to safe consumption services, etc.) (n = 6). 

 Convening of stakeholders to advocate for change and ensure peer voices are heard (n = 5). 

 Meetings with key decision-makers and participation in committees/working groups to influence 
policy changes (e.g. government bodies) (n = 4).  

 Educational activities (e.g. workshops about youth cultural competency, campaign about the 
importance of sexual health education in schools, etc.) (n = 4). 

 Creation of tools and resources to assess and reduce stigma and discrimination (e.g. tool to 
assess stigma present in laws and polices) (n = 3).  

 Partnerships with other community-based organizations to create policy change (n = 2).  

 Offering peer-led programs and services (n = 1).  

 Research studies to learn more about stigma and discrimination in the province (n = 1).  
 
 
Survey respondents were also asked to describe any favourable policy 
actions that have been supported by their organizations and/or the 
PHSA CIN. Their responses illustrated the diverse ways PHSA-contracted 
agencies have contributed to key policy developments. For instance, 
three organizations described that their collective efforts have 
supported the Ministry of Health’s recent announcement to make PrEP 
available to British Columbians at high risk of HIV infection (n = 3). Some 
described policy changes related to HIV testing and treatment, such as 
gaining financial support from health authorities to fund MSM testing 
nights and having the ‘evidence-of-disease criteria’ lifted for accessing HCV treatment (n = 2). Other 
policy developments noted by organizations included: advocacy efforts for Health Canada to approve 
safe consumption services; a technical briefing on municipal bylaws that prohibit or hinder the provision 
of harm reduction services in BC; progress towards new decriminalization prosecutorial guidelines in BC; 
amendments to the Human Rights Code to better protect marginalized people; wide distribution of the 
Good Samaritan Drug Overdose Act; development to improve access to health services and the social 
determinants of health for people without housing and at-risk for overdose; and changes to the BCCDC 
syphilis campaign. 
 
Executive Directors and lead Program Managers were also asked to assess the extent to which their 
relationships with policy developers (i.e. decision-makers/legislators, health authority staff) have been 
strengthened since their involvement with the CIN. While half reported that these relationships have 
been strengthened (n = 3), the other half reported that they have stayed the same (n = 3).  

 
  

“The success of getting 
the PrEP initiative has 

followed years of work … 
and various supportive 

advocacy letters to MoH.” 
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6.0 Conclusions and Suggestions for Next Steps   

Overall, findings from this evaluation have demonstrated that the PHSA HIV/HCV CIN is making 
moderate progress towards addressing its priority areas and ultimate goals. The CIN itself has  
successfully established a culture of openness and transparency, and decision-making processes that are 
transparent and inclusive. Furthermore, the CIN has fostered and further supported partnerships among 
members, which have involved a variety of activities such as the co-development of events and projects. 
All member organizations also reported feeling accountable for progress towards the network’s goals 
and priority areas. Findings show that PAN has played a key role in guiding the network’s vision and 
strategy, supporting shared measurement processes, advocating for an aligned policy agenda and 
facilitating network meetings.  
 
PHSA-contracted agencies appear to adopt a wide range of strategies to gather information about the 
communities they serve to ensure their work remains responsive and relevant. Results also suggest that 
these organizations meaningfully involve PWLE in their work, have implemented strategies to address 
the social determinants of health, and are undertaking a wide range of advocacy, policy and stigma 
reduction activities. Finally, most evaluation participants agreed that the PHSA Innovation Fund is an 
effective funding model that supports member organizations to address HIV/HCV and is adding value to 
the overall work of the CIN.  
 
Based on findings from this evaluation, the following suggestions for next steps have been proposed for 
the PHSA, PAN and the CIN to consider implementing moving forward.   
 

1. Continue to experiment, learn and adapt the collaborative CIN approach  
Findings from this evaluation have clearly highlighted initial benefits of the collaborative CIN 
approach, such as members having improved access to information and resources and activity 
coordination among members. Most evaluation participants also indicated that as a collective, the 
CIN has an enhanced ability to make a contribution to the community.  
 
While this initiative is still in its early days, the deeper benefits of the collaborative, Collective Impact 
approach have yet to be totally realized by all. One third of staff survey respondents reported that 
the network is not creating value for its members. Furthermore, half of the staff survey respondents 
disagreed that: (i) CIN members are adding value to each other’s work; and (ii) members have 
identified new strategies to address gaps and reduce duplication. Evaluation participants suggested 
that PAN could play a key role in encouraging partner alignment moving forward.  
 
It could also be beneficial to revisit the basics of the Collective Impact approach with member 
organizations to ensure common understanding and encourage buy-in. A third of staff survey 
respondents reported that they were unsure if the CIN has common goals and another third 
indicated that they did not plan on using findings from this evaluation to inform their work.  
 

2. Adjust the design of CIN face-to-face meetings 
While approximately half of the staff survey respondents reported that the CIN meetings are useful, 
the other half indicated that they are not. Other findings offer a number of helpful suggestions for 
how to improve these meetings in the future, such as the creation of more focused agendas, 
improved engagement of PWLE in meetings and decision-making processes, and reducing meeting 
duration.  
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3. Continue to facilitate progress towards CIN priority areas   
Most evaluation participants indicated that there has been moderate progress towards CIN priority 
areas to date. Moving forward, CIN members have indicated that they would recommend 
addressing the priority areas in the following order: (i) reducing stigma; (ii) harm reduction; and (iii) 
increasing program equity and services across BC. Survey respondents provided a range of ideas for 
activities the CIN should focus on within these areas, which should be utilized for future planning 
purposes.  

 
4. Aim to address capacity building needs  

Evaluation participants identified specific capacity building needs their organizations have in relation 
to the work of the CIN, such as training in government and public relations. PAN and the PHSA could 
consider offering training in some of the areas identified by member organizations to propel the 
work of the collective overall.  
 

5. PHSA Innovation Fund  
While the PHSA Innovation Fund appears to be an effective funding model that supports 
organizations to address HIV and HCV, 40% of staff survey respondents indicated that the awarded 
projects are not truly innovative. The Innovation Funding requirement shifted for the 2018 round of 
applications in that successful applications needed to meet a minimum threshold for innovation. 
The CIN could examine how this implementation of threshold impacts next year’s evaluation 
results.  

 
6. Disseminate evaluation findings to inform learning and adaptation 

Findings from this evaluation should be shared back with the CIN to inform learning and adaptation 
within the network. Network successes should be built upon; and challenges identified should be 
considered an opportunity for learning and improvement. Network members should be reminded 
about the purpose of establishing and measuring shared measures within the Collective Impact 
approach. One third of staff survey respondents indicated that they did not plan to use findings from 
this evaluation because they were unsure of how the results would be relevant to their work.  
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