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Using a Collective Impact Model in Communities
to Improve the Physical Environment

Miriam Tardif-Douglin, Chris Collins, Emily Roland, LaPonda Edmondson

The physical environment—the places where individuals
live, work, and play—can cause or prevent serious health
conditions including chronic diseases and obesity. In North
Carolina, the Collective Impact Model serves as the founda-
tion on which multisector community coalitions can address
environmental and policy barriers for improved health.

Physical Activity and its Impact on Health in North
Carolina

The physical environment shapes movement, which is
beneficial for health on multiple levels. The Centers
for Disease Control and Prevention (CDC) recommends
150 minutes of physical exercise per week for adults to
reduce risk of chronic conditions including Type 2 diabe-
tes and heart disease [1]. Exercise can reduce symptoms
of anxiety and depression, as well as certain cancers [1].
Not only is there considerable morbidity to be avoided with
regular exercise, it also improves daily performance through
enhancing attention at work, school, and home [2]. All sec-
tors of the community stand to benefit from more physically
active populations.

Behaviorally, obesity and leading chronic diseases (such
as COPD, diabetes, and heart failure) are caused in part by
poor diet and lack of exercise [3, 4]. Obesity costs the US
health care system $147 billion peryear [5]; in North Carolina,
the cost is more than $4.5 billion, 40% of which is paid for by
Medicare and Medicaid [6]. North Carolina's adult obesity
levels have increased by more than 20 percentage points
since 1990, to 33.6% [7]. Currently, one-third and one-tenth
of North Carolinians live with hypertension and diabetes,
respectively [7]. Among children, for whom chronic disease
may not yet have developed, obesity is rising and not evenly
distributed across populations. Nationally, almost one-quar-
ter of Black youth aged 10-17 are obese, whereas the overall
percentage of youth of that age with obesity is 16.2% [8].
Such stark differences in obesity between populations cre-
ate a need to not only understand but also address the role
of unhealthy physical environments [9] (Figure 1).

Healthy People, Healthy Carolinas Coalitions
Improve the Environment for Physical Activity

The Duke Endowment’s Healthy People Healthy Carolinas
(HPHCQC) initiative brings communities together to modify

the physical environment and promote more physical activ-
ity. HPHC uses the Collective Impact Model, first described
in 2011 in the Stanford Social Innovation Review, as a way for
cross-sector partners to solve complex social problems. The
key components include a common agenda, shared mea-
surement, mutually reinforcing activities, continuous com-
munication, and a strong backbone organization [10]. In
2015, The Duke Endowment began funding backbone orga-
nizations (frequently, local hospitals or health departments)
to provide full-time coordinators who advance the work of
local HPHC coalitions in concert with existing community
health assessments and community health improvement
plans. Coalitions are also part of an Endowment-funded
learning community that supports implementation through
coaching and sharing best practices.

The HPHC coalitions are focused on increasing physical
activity and nutrition opportunities where people live, learn,
work, play, and pray to reduce chronic disease and obesity.
Together, 10 multisector HPHC coalitions in North Carolina
focus on adopting evidence-based and evidence-informed
interventions, policies, systems, and environmental changes.
To date, North Carolina HPHC coalitions have implemented
86 evidence-informed programs that include significant
policy, environmental, and system changes within their local
communities [11].

Using Collective Impact to Improve the Physical
Environment

The availability of outdoor space that is easy and enjoy-
able to use promotes physical activity. Streets that are
well connected and aesthetically appealing is associated
with walking to get to work or walking for enjoyment [12].
Accessible streets are only part of an environment built for
physical activity. The proximity of parks to residents corre-
lates with their use for physical activity [13], and when park
trails are paved, they become still more conducive to physi-
cal activity [14]. The vital task of creating and maintain-
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FIGURE 1.
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ing optimal space for physical activity requires concerted
investment.

Even a well-connected trail may not be used if limited
maintenance creates risks such as tripping hazards. To reach
their common agenda, several coalitions use an established
framework of best practices for engaging local leadership in
policies that promote local health. One HPHC coalition in
Henderson County leveraged existing recreation advisory
board meetings to gain the county commissioners’ finan-
cial commitment to repave a local trail that was becoming
increasingly unusable. In this case, some coalition members
knew how the local built environment was limiting physical
activity, while others knew how to frame problems to moti-
vate local leadership. Instead of pursuing solutions indepen-
dently, partners across multiple sectors came together and
were mobilized to take action toward a common agenda, a
key element of collective impact.

Collective Impact Provides an Opportunity to
Reduce Disparities

Minority populations and those of lower socioeconomic
status face disproportionate barriers to accessing environ-
ments that encourage physical activity. These barriers are
often linked to the remnants of historical discriminatory
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practices, such as redlining in the 1930s and city planning
that led to highways separating the poor from more affluent
neighborhoods.

Reducing disparities in health requires uplifting the voices
of those in the community most impacted. An HPHC coali-
tion serving Robeson County prides itself on a membership
that represents the racial diversity of the community, which
is 42% American Indian and 30% White [15]. This coalition
united behind a common agenda to achieve a local environ-
ment that protects against chronic disease and obesity. The
coalition uses a measurement system shared across HPHC
coalitions, in which success is defined in part as the number
of evidence-informed changes to the local environment. In
keeping with this metric of success, the coalition identified a
community with great need. As the coordinator put it, “pre-
dominately Hispanic and American Indian, this community
has no parks, sidewalks, greenways, or other infrastructure
to provide safe places to exercise and encourage physical
activity” (personal communication, HPHC facilitator Cathy
Hunt, July 19, 2021). Critically, the coalition members knew
the local parks and recreation department was equipped to
fund and execute a change in the built environment in part-
nership with the public school district. The coalition pro-
posed creating a soccer pitch with a walking trail around it.
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Once built, a shared-use agreement gave non-school-aged
community members access after school hours and on the
weekends.

Working With Schools to Increase Access to
Exercise Opportunities

Lowering the risk of obesity in childhood is important
given the consequences for later chronic disease and qual-
ity of life [16]. Although there are several potential explana-
tions for growing obesity rates in children, a decline in daily
physical activity through practices like walking to school is
one proposed cause [17]. Policy makers look to schools to
improve the health of children at risk of obesity. A review
of childhood obesity prevention policies in states across the
country found the most commonly introduced topic areas
were nutrition standards and physical activity in schools
[18].

Physical activity for students fits naturally as a com-
mon agenda for HPHC coalitions and local schools. Getting
students moving is good not only for their physical health,
but also for their ability to pay attention in class. One
HPHC coalition based in the Rowan County Public Health
Department worked with the school district and the local
United Way to install tracks at 16 public schools and reserve
15 minutes of instructional time daily for students to walk
on the tracks. This evidence-based initiative is called the
Daily Mile. The coalition established a shared measurement
system, regularly reporting total student miles walked to
partners at meetings. The continuous communication and
common agenda attracted dedicated support for the Daily
Mile. One principal sought out the program for his middle
school. The coalition coordinator described the principal
as “passionate about promoting health for students who
previously were not allowed outside for any sort of recess
or break” (personal communication, Rowan County Health
Director Alyssa Harris, December 31, 2019).

Creating a Healthier Workplace

Reshaping settings where people spend much of their
time can substantially improve health outcomes. A study of
5000 adults in the United States found that small increases
in moderate to vigorous physical activity had large impacts
on risk of obesity [19]. Seeing coworkers engage in physi-
cal activity and believing their employer values their health
are associated with higher physical activity levels among
employees [20]. Not only physical activity, but weight and
BMI can be improved effectively with workplace interven-
tions [21].

Workplace policies can lower barriers hindering employ-
ees from increasing physical activity levels. One HPHC coali-
tion in Wilkes County established a common agenda with
workplace partners who agreed on the importance of survey-
ing employee needs and then establishing an action plan for
investment in workplace wellness. This prompted the lead-
ership of one town to hire a wellness nurse to serve multiple
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offices. The coalition coordinator later described this new
position as starting “a plethora of wellness programming
including a steps and water challenge, [and] yoga classes
with Public Works employees and the Police Department”
(personal communication, Jenn Wages, program direc-
tor, The Health Foundation, Inc, June 30, 2019). Reflecting
mutual reinforcement, other agencies and companies in the
community subsequently worked with their staff to adopt
evidence-based workplace wellness initiatives.

HPHC and Collective Impact: A Model That Works

The past six years of HPHC funding have made clear the
pivotal role of aligning community voices to work across sec-
tors. Initially, many HPHC coalitions worked independently,
which presented a problem for busy local leaders asked to
participate in multiple coalitions. Coalition members have
full-time jobs and need assistance operationalizing their
cross-sector initiatives. Endowment funding for backbone
organizations created a more sustainable way to leverage
the insightful contributions of leaders across the commu-
nity. Effective HPHC coalitions align multiple coalitions and
work groups behind a common agenda, such as community
health improvement plans. This use of the Collective Impact
Model ultimately empowers communities to improve the
local physical environment, encouraging healthy behaviors
for years to come.

The North Carolina Healthcare Foundation and its part-
ners at Population Health Improvement Partners can pro-
vide additional information about the Collective Impact
Model and access to technical assistance. Please refer
to the North Carolina Healthcare Foundation's web page
(https://www.ncha.org/healthy-people-healthy-caroli-
nas/) to learn more about each North Carolina coalition
and the HPHC initiative. NCN

Miriam Tardif-Douglin, MSPH research and policy analyst, CaroNova,
North Carolina Healthcare Foundation, Cary, North Carolina.

Chris Collins, MSW associate director, Health Care, The Duke
Endowment, Charlotte, North Carolina.

Emily Roland, BA state director, NC Programs, North Carolina Healthcare
Foundation, Cary, North Carolina.

LaPonda Edmondson, DrPH, MHS senior director, Evaluation, CaroNova;
vice president, North Carolina Healthcare Foundation, Cary, North
Carolina.

Acknowledgments

Financial support. The Healthy People, Healthy Carolinas initiative is
funded by The Duke Endowment.

Disclosure of interests. All authors report no conflicts of interest.

References

1. Physical Activity Prevents Chronic Disease. Centers for Disease
Control and Prevention. Published May 14, 2020. Accessed Novem-
ber 17, 2021. https://www.cdc.gov/chronicdisease/resources/info-
graphic/physical-activity.htm

2. Fernandes M de Sousa A, Medeiros AR, Del Rosso S, Stults-Kolehm-
ainen M, Boullosa DA. The influence of exercise and physical fitness
status on attention: a systematic review. Int Rev Sport Exerc Psychol.
2019;12(1):202-234. doi: 10.1080/1750984x.2018.1455889

3. HallKD, Sacks G, Chandramohan D, et al. Quantification of the effect
of energy imbalance on bodyweight. Lancet. 2011;378(9793):826-
837. doi: 10.1016/50140-6736(11)60812-X

109

NCMEDICALJOURNAL.COM



10.

.

12.

110

Holt J, Huston S, Heidari K, et al. Indicators for Chronic Disease
Surveillance — United States, 2013. MMWR. Published January 9,
2015. Accessed November 30, 2021. https://www.cdc.gov/mmwr/
preview/mmwrhtml/rr6401al.htm

Finkelstein EA, Trogdon JG, Cohen JW, Dietz W. Annual medi-
cal spending attributable to obesity: payer- and service-specific
estimates. Health Aff. 2009;28(5):w822-w831. doi: 10.1377/
hithaff.28.5.w822

Trogdon JG, Finkelstein EA, Feagan CW, Cohen JW. State- and pay-
er-specific estimates of annual medical expenditures attributable to
obesity. Obesity (Silver Spring). 2012;20(1):214-220. doi: 10.1038/
oby.2011.169

North Carolina. The State of Childhood Obesity. Accessed Novem-
ber 16, 2021. https://stateofchildhoodobesity.org/states/nc/
Obesity Rates for Youth Ages 10 to 17. The State of Childhood Obe-
sity. Updated October 2021. Accessed January 19, 2021. https://
stateofchildhoodobesity.org/children1017/

2017 BRFSS Survey Data and Documentation. Centers for Disease
Control and Prevention. Published October 11, 2018. Accessed No-
vember 30, 2021. http://www.cdc.gov/brfss/annual_data/annual
data.htm

Kania J, Kramer M. Collective impact. Stanford Social Innovation Re-
view. Winter 2011. doi: 10.48558/5900-kn19

HPHC Dashboard. The Duke Endowment. Updated January 13,
2022. Accessed January 13, 2022. https://public.tableau.com/
views/HPHCDashboard/Dashboard-Cover?:language=en-
US&publish=yes&:display_count=n&:origin=viz_share_link
Saelens BE, Sallis JF, Frank LD, et al. Neighborhood environment and
psychosocial correlates of adults' physical activity. Med Sci Sports
Exerc. 2012;44(4):637-646. doi: 10.1249/mss.0b013e318237fe18

. West ST, Shores KA, Mudd LM. Association of available park-

land, physical activity, and overweight in America's largest cities.
J Public Health Manag Pract. 2012;18(5):423-430. doi: 101097/
phh.0b013e318238ea27

. Kaczynski AT, Potwarka LR, Saelens BE. Association of park size,

distance, and features with physical activity in neighborhood
parks. Am J Public Health. 2008;98(8):1451-1456. doi: 10.2105/
ajph.2007.129064

. QuickFacts: Robeson County, North Carolina. U.S. Census Bureau.

Published 2019. Accessed January 18, 2022. https://www.census.
gov/quickfacts/robesoncountynorthcarolina#qf-headnote-a

. Biro FM, Wien M. Childhood obesity and adult morbidities. Am J

Clin Nutr. 2010;91(5):14995-1505S. doi: 10.3945/ajcn.2010.28701B

. Anderson PM, Butcher KF. Childhood obesity: trends and potential

causes. Future Child. 2006;16(1):19-45. doi: 10.1353/f0c.2006.0001

. Boehmer TK, Brownson RC, Haire-Joshu D, Dreisinger ML. Patterns

of childhood obesity prevention legislation in the United States. Prev
Chronic Dis. 2007;4(3):A56.

. Maher CA, Mire E, Harrington DM, Staiano AE, Katzmarzyk PT. The

independent and combined associations of physical activity and
sedentary behavior with obesity in adults: NHANES 2003-06. Obe-
sity (Silver Spring). 2013;21(12):E730-E737. doi: 10.1002/0by.20430

20.Tabak RG, Hipp JA, Marx CM, Brownson RC. Workplace social and

21.

organizational environments and healthy-weight behaviors. PLoS
One. 2015;10(4):e0125424. doi: 101371/journal.pone.0125424
Verweij LM, Coffeng J, van Mechelen W, Proper KI. Meta-analyses
of workplace physical activity and dietary behaviour interven-
tions on weight outcomes. Obes Rev. 2010;12(6):406-429. doi:
10.1111/j.1467-789x.2010.00765.x

NCMJ voL. 83, No. 2
NCMEDICALJOURNAL.COM



