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About the Paper
This paper addresses a prevailing view that a lack of coordination, collaboration, and 
collective purpose among veteran and military-family serving organizations—public, 
private, and nonprofit—poses a serious risk to long-term veteran and family wellbeing. 
Given the quantity and fragmentation of actors across the veterans’ services landscape, 
local communities confront a challenge and opportunity to maximize and sustain positive 
impacts on their veterans and military families through improved, evidence-based 
coordination of resources, services, and care. We argue that collective impact, an innovative 
and proven approach to cross-sector collaboration on complex social problems, presents an 
opportunity for communities, in partnership with the VA, other government agencies, and 
private industry, to improve outcomes for veterans, transitioning servicemembers, and their 
families. 

This paper serves two purposes. First, it leverages an extensive foundation of public 
health and public management research to underscore the need for and value of 
community-based collective impact models of service delivery in veterans’ services. Second, 
the paper outlines the Institute for Veterans and Military Families’ (IVMF) ongoing collective 
impact initiative, AmericaServes, and highlights preliminary outcomes from its first pilot 
network in New York City (NYCServes). The first-of-its kind in the nation, NYCServes is a 
public-private coordinated network of comprehensive services, resources, and care for 
separating service members, veterans, and their families.

Acknowledgments
This work was prepared with the support of the New York State Health Foundation and 
Accenture.

The authors express their sincere appreciation for the detailed and helpful comments by 
expert reviewers from government, industry, academia, philanthropy, and the nonprofit 
sector on a previous draft of this paper.

COMMUNITY



This work was prepared with the support of the New York State Health Foundation and Accenture.

THE CASE FOR LOCAL, 

EVIDENCE-BASED 

COORDINATION IN VETERAN 

AND MILITARY FAMILY 

SERVICES AND THE 

AMERICASERVES INITIATIVE

Nicholas J. Armstrong, Ph.D.

COL James D. McDonough Jr., USA (Ret.)

Daniel Savage, M.P.P.

April 2015

This work was prepared with the support of the New York State Health Foundation and Accenture.

COMMUNITY
DRIVING

 IMPACT



2 DRIVING COMMUNITY IMPACT

VETERAN DEMAND FOR COORDINATED SERVICES

Week 1 sample of individual veteran referral requests to the NYCServes coordinated 
care and services network in New York City in winter 2015.

I need help with many things. I’m all alone and cannot really depend on anyone.

I have been looking for employment. Have not been successful finding any. I don’t have a 
place to call home. I’m pretty much homeless and my GI bill benefits are exhausted. I have 
no means of income. I am very depressed. I don’t know what to do.

Need help finding a job to support me and my 6 year old daughter, I need to find out what 
services can be offered to me. I had SNAP benefits but that was taken away from me I 
need to find out how I can receive them again.

I am in need of financial assistance mostly with food for my children.

In desperate need of housing. Will need assistance with security deposit. Currently working 
full time however saving is difficult due to delinquent bills when I was unemployed.

I’m having issues at my residence with family and I have two months to save and find a 
place to live. Being that I am unemployed, I depend on my GI Bill to support myself and 
my son. … I’m not sure where to turn because I also need childcare and I pay for my den-
tal and health needs out of pocket. I’m overwhelmed with the HRA [child support enforce-
ment] offices here in NY. I just need some guidance and God willing some help.

I was hurt but was discharged for a different reason. How do I get help for my injury? I need 
housing of my own. Staying with family because I’m hurt right now.
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Introduction

A
clear gap in services for veterans and military families 
persists across America. Contrary to what most might expect, 
however, this gap is far from a lack of public concern, 
resources, or programmatic effort. The “Sea of Goodwill” 

(Copeland & Sutherland, 2010) toward those who have voluntarily 
chosen to wear our nation’s cloth appears deep and teeming with life—
for now. Rather, the gap lives between the public, private, and nonprofit 
organizations that serve them. Put simply, the leading gap in veterans 
and military family services is not a lack of resources or capacity, but a 
lack of collaboration, coordination, and collective purpose. 

Indeed, American support for veterans is truly remarkable and 
comprehensive. The federal government offers a wide range of medical 
and health services, educational programs, and transition supports for 
our 22 million veterans (VA, 2014b) and 1.4 million servicemembers 
(DoD, 2015) and their families. The 2016 budget request for the 
Department of Veterans Affairs (VA) alone nears a record $170 billion. 
Likewise, a nonprofit sector bursting with advocates, service providers, 
philanthropic institutions, passionate professionals, and volunteers 
working across nearly 45,000 organizations dedicated to veteran and 
military family support further complements these resources. Moreover, 
in recognition of the unique skills and character that military service 
imparts, private industry actively seeks out veterans for employment and 
training opportunities.

Still, despite the wealth of resources and opportunities, some veterans 
lag behind the general population in key health and wellness indicators 
and remain vulnerable to financial, employment, relationship, and legal-
related difficulties, as well as homelessness and substance abuse in their 
transition back to civilian life (GAO, 2014a). The government’s efforts, 
while necessary and valuable, do not fully position veterans for success 
following their military service. Many challenges and are influenced 
by social and local factors—i.e., the “social determinants of health” 
(Wilkinson & Marmot, 2003)—and are beyond the health care system’s 
reach. The private and nonprofit sectors are often better positioned to 
address such challenges. 

But notwithstanding the combined goodwill and determination across 
all sectors of our economy, collective efforts remain largely fragmented 
in addressing veteran and military family challenges. As Berglass and 
Harrell (2012) clearly stated, “only a partnership of stakeholders—
informed by a common goal, committed to best practices and operating 
in a scalable way in the communities to which veterans return—can 
satisfy our national imperative” to ensure veterans’ long-term health and 
wellbeing.

With challenge comes opportunity, however. Due to great diversity 
and fragmentation of actors across the veterans’ services landscape, local 
communities confront a challenge and an opportunity to maximize 
and sustain positive impacts on their veterans and military families 
through improved, evidence-based coordination of resources, services, 
and care. Collective impact—an innovative and proven approach to 



cross-sector collaboration (Kania & Kramer, 
2011)—represents a paradigm shift in how 
organizations tackling complex social 
problems can accomplish what no single 
organization can alone. We argue that 
collective impact presents an opportunity 
for communities, in partnership with the 
VA, other government agencies, and private 
industry, to improve outcomes for veterans, 
transitioning servicemembers, and their 
families. 

This paper serves two purposes. First, it 
leverages an extensive foundation of public 
health and public management research 
to underscore the need for and value of 
community-based collective impact models 
of service delivery in veterans’ services. 
Given the recent emergence of several 
important collaborative models in veterans’ 
services (e.g., Altarium Institute, 2015; 
Augusta Warrior Project, 2015; NAVSO, 
2015; Nevada Dept. of Veterans Services, 
2015; Points of Light, 2015; USC-CIR, 2015; 
Zero8Hundred, 2015), it is important to 
demonstrate how the collective impact 
model and its organizing principles may 
further inform and encourage best practice 
and enhance the outcomes of these and 
future community-based collaborative 

initiatives. Second, the paper outlines 
the Institute for Veterans and Military 
Families’ (IVMF) ongoing collective impact 
initiative, AmericaServes, and highlights 
preliminary outcomes from its first pilot 
network in New York City (NYCServes). The 
first-of-its kind in the nation, NYCServes 
is a public-private coordinated network 
of comprehensive services, resources, 
and care for separating service members, 
veterans, and their families. 

This paper is intended for all 
stakeholders in the veterans’ services 
community—veterans, families, providers, 
and funders—with a keen interest in 
improving long-term health and wellness 
outcomes for veterans. The collective 
impact approach to services coordination is 
significant to a number of stakeholders in 
veterans’ services.

• For transitioning servicemembers, 
veterans and military families as 
consumers of supportive services, 
collective impact models may 
potentially lead to a number of 
improvements. Users are likely to find 
faster, more simplified navigation across 
service providers; more personalized, 

COLLECTIVE IMPACT AS CHALLENGE AND OPPORTUNITY
Jacob Harold, President and CEO, GuideStar USA, February 18, 2015, Serving Our  
Post-9/11 Veterans and Military Families Summit, George W. Bush Institute, Dallas TX

Collective impact starts with collective purpose, and the nonprofit sector always has to 
remind itself that we’re a means to an end, we’re not an end in and of ourselves; that may 
mean that we’re often referring a client or a funder to someone else.

There’s a lot of work to be done, on multiple levels to ensure that veterans are able to 
get to the service they need…the idea of No Wrong Door…you enter Organization A and 
you’re in search of job training, it turns out that Organization A is focused on mental health 
services, but Organization B across the street has job training. And how can we ensure 
that Organization A shifts that veteran over to Organization B in a fluid way? That requires 
a sense of collective purpose. And it also requires a sense of actually knowing what 
organization B is all about and what their processes are, even at a very high level.

supportive case management and 
referrals; and the ability to provide 
regular customer satisfaction feedback.

• For service providers, participation in 
a collective impact initiative should 
provide instant access to a centralized 
and specialized databank of providers 
and consumers to facilitate multi-need 
case management, referrals, and follow-
up, and consequently, increase trust and 
satisfaction among veteran and military 
family consumers. Enhanced data 
collection and feedback will also help 
providers refine service approaches and 
demonstrate achievement and impact 
to funders.

• For funders, supporting collective 
impact networks with specific quality, 
data collection, and evidence-based 
practice requirements will encourage 
organizations to adhere and perform 
to specific standards of service. The 
collective approach will achieve local 
outcomes more efficiently and with 
more impact than that of individual 
organizations.

The pages that follow are organized 
into four main sections and a conclusion. 
In the following section, we highlight the 
national challenge to meeting veterans’ 
myriad health and wellness needs and 
emphasize the importance and shortfalls 
in addressing the social factors that affect 
veteran wellness. Next, we provide a 
primer on the rising use of cross-sector 
collaborations, public-private partnerships, 
and collective impact models to address 
complex social challenges. Here we 
highlight the opportunity that collective 
impact presents for improved coordination 
and outcomes in veterans services. The 
final two final sections highlight the 
IVMF’s approach to supporting collective 
impact and feature preliminary results 
from its pilot initiatives in New York City, 
Pennsylvania, and North Carolina. 
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The Challenge: Veteran Health and Wellness 
RESPONSIBILITY FOR VETERAN HEALTH AND WELLNESS EXTENDS WELL 
BEYOND GOVERNMENT
By law, the VA is responsible for assisting veterans upon leaving the military via benefit 
programs and health care services totaling over $169 billion, according to the latest 
executive branch budget submission for fiscal year 2016. The health care arm of the VA—
the Veterans Health Administration (VHA)—comprises the bulk of the VA’s day-to-day 
operations. It is truly the nation’s largest integrated health care system, covering more 
than 1,250 hospitals, local clinics, and vet centers (VA, 2015). 

Yet, not all veterans receive their health care through the VA. Of the 22 million veterans 
alive today (VA, 2014b), only about 9 million are enrolled in the VHA and 1.1 million of the 
1.8 million post-9/11 veterans eligible for VA health care have accessed VHA services from 
2002 to 2013 (VA, 2014a). The VHA serves only 40 percent of all veterans and 61 percent 
of eligible post-9/11 veterans (since October 2001). Indeed, while not all veteran enrollees 
use VHA services, others depend greatly on the VHA reflected in the rising use of health 
care services among veteran enrollees (VA, 2013). Even so, about three in five veterans (and 
two in five post-9/11 veterans) receive their health care through other public or private 
providers (or not at all).

This is not surprising given how we designed the system. Despite VHA’s size and scope 
today, Congress originally intended the system to serve as a safety net specifically for 
honorably discharged veterans with service-related injuries and disabilities or limited 
means (Kizer & Dudley, 2009, p. 314). It is therefore reasonable to expect that not all 
veterans will seek VA health care. Granted, even today, the VA is undergoing major 
department-wide reforms (VA, 2014c) to address its recent struggles related to waiting 
times and access to specialty care (VA, 2014d; GAO, 2014b). However, in terms of health 
care quality and effectiveness, studies still show that, since its reforms in the mid-1990s, 
VHA has performed comparably to, if not better than, the broader national healthcare 
system (Asch, McGlynn, Hogan, et al., 2004; Kizer & Dudley, 2009; Oliver, 2007).

Even so, the recent outrage over falsified records and waiting times in veteran hospitals 
clouds the broader issue that veteran and military family demand for services extends 
well beyond traditional health care—and thus beyond VHA’s statutory responsibility. The 
U.S. Government Accountability Office (GAO) recently conducted a systematic review of 
academic literature from 2001 to 2013 focused on post-9/11 veteran reintegration (GAO, 
2014a). From this analysis, five broad themes emerged that capture veterans’ top transition 
difficulties and needs: financial and employment; relationships; legal; homelessness; 
and substance abuse. Disability compensation and other VA benefit programs—e.g., the 
Post-9/11 GI Bill and VA home loan guarantee—provide some critical financial resources 
to assist transitioning veterans. Training and employment programs across the VA and 
departments of Labor and Defense provide support too, though they have been widely 
cited as redundant and poorly coordinated (IVMF & INSCT, 2012; GAO, 2013).

Indeed, the VA assumes incredible responsibility—arguably undue responsibility in 
some aspects—for veterans’ overall health and well-being. But wellness encompasses far 
more than sustaining physical health and fulfilling material need. It includes building 
quality social and community relationships and finding and sustaining a sense of 
purpose and belonging (Berglass & Harrell, 2012, p. 14). The VA was never designed to 
reintegrate veterans in to civilian society, repair their existing social relationships, or 
build new ones in the communities in which they ultimately settle. Likewise, VA is not 
a civilian workforce development program, nor was it ever intended to find veterans a 
new, meaningful purpose in life. Our country encompasses an immense federal system 

The factors that make real impact 

on veterans’ lives—families, friends, 

colleagues, jobs, schools, housing, 

and related service providers, to 

name a few—are all found in local 

communities. And it’s on exactly 

these factors that attention and 

resources must be focused.
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of 50 states, 3,031 counties, and 35,879 
local municipalities or townships (Hogue, 
2013). It is foolish to think that one 
federal agency, or even a few, can or 
should shoulder absolute responsibility 
for veteran wellness and reintegration—
especially for health and wellness 
concerns that are both societal and local 
in nature. 

SOCIAL FACTORS AND 
COMMUNITIES INFLUENCE  
HEALTH AND WELLNESS 
Public health involves preventing injury, 
reducing disease, and increasing quality of 
life. From this, a traditional view of health 
follows through which policymakers 
and practitioners seek improvements in 
the quality, accessibility, and efficiency 
of care and service delivery. Health and 
wellness are also highly sensitive to social 
and economic factors as much as they 
may be individual, clinical, or scientific 
pursuits. This is why many leading public 
health experts and organizations such as 
the World Health Organization (WHO), 
Robert Wood Johnson Foundation (RWJF), 
and Institute of Medicine (IOM) strongly 
advocate for broader approaches that also 
address the many social and structural 
factors—i.e., determinants—affecting 
health outcomes beyond individual 
attributes and sufficient access to medical 
care.  

The social determinants of health are 
“the conditions in which people are born, 
grow, live, work, and age” and include a 
range of factors outside of the health care 
system such as employment, education, 
housing, social cohesion, crime, and 
environmental conditions (WHO, 2015). 
More than two decades’ worth of research 
suggests that these factors are strongly 
correlated with health outcomes (Bartley 
& Plewis, 2002; Berkman & Syme, 1979; 
Kawachi & Berkman, 2003; Marmot & 
Wilkinson, 2006; Moser, Fox, & Jones, 

1984; Stansfeld & Marmot, 2002). Taken 
as a whole, this body of research shows 
that communities that “enable citizens 
to play a full and useful role in the social, 
economic, and cultural life of their 
society will be healthier than those where 
people face insecurity, exclusion, and 
deprivation” (Wilkinson & Marmot, 2003, 
p. 11; Wizemann & Thompson, 2014).

These social factors are critical areas 
for policy and health interventions since 
they influence both health risk and 
resilience for individuals and groups—
families, neighborhoods, communities, 
and nations alike. Notably, the RWJF is 
making major investments in programs 
that focus on better addressing patients’ 
social needs, as it recognizes the “growing 
consensus” for culture change across 
the health care community (Hill, 2014; 
RWJF, 2014). For example, in a 2011 RWJF 
survey of 1,000 primary care physicians, 
85 percent agreed that patients’ unmet 
social needs are leading to worse health 
and 87 percent said these are problems 
for everyone of all walks of life, not just 
low-income communities (RWJF, 2011). Yet 
in the same study, four in five physicians 
doubted their ability to meet their 
patients’ social needs.

Certainly, public experts recognize 
the need for a broader, holistic approach 
to meeting health and wellness needs. 
Boston’s Health Leads enables providers 
to prescribe basic resources such as food 
and heat for low-income patients. Rebecca 
Onie, its co-founder and CEO, says, “As 
recently as two years ago, the conversation 
in the health care sector was about 
whether the health care system should be 
responsible for its patients’ social needs. 
Now the question is not whether, but 
how—how do we make this a reality for 
our patients” (RWJF, 2014)? 

The same question applies here: How 
do we make this a reality for our veterans 
and military families? We know that 
transitioning service members often 

encounter a number of challenges (GAO, 
2014a) and, for those stuck between 
military and civilian cultures, experience 
great distress, alienation from family and 
friends, and identity troubles (Demers, 
2011). Yet, in a recent RAND survey of 
community-based mental health care 
professionals, only 19 percent were 
assessed as having a high degree of 
military cultural competency overall and 
only one in four felt familiar with general 
and deployment-related stressors for 
veterans or family members (Tanielian, 
Farris, et al., 2014, p. 11). We can certainly 
do better in terms of access to high quality 
and culturally sensitive care for veterans. 
But we also know from evidence that, 
for the general population, health is also 
improved through better education, safe 
and socially supportive environments, and 
meaningful employment (Marmot, 2006, 
p. 4). The factors that make real impact 
on veterans’ lives—families, friends, 
colleagues, jobs, schools, housing, and 
related service providers, to name a few—
are all found in local communities. And 
it’s on exactly these factors that attention 
and resources must be focused.

MEETING THE DEMAND CALLS FOR 
A COLLECTIVE, COMMUNITY-BASED 
APPROACH 
Over the past several years, leading figures 
and experts in veterans affairs have 
made numerous appeals for improved 
collaboration within and across the public, 
private, and voluntary sectors to advance 
veteran and military family well-being 
(Berglass, 2010; Carter, 2012, 2013; CJCS, 
2014; Copeland & Sutherland, 2010; IVMF 
& INSCT, 2012). Beyond policy-oriented 
scholarship, research on collaboration 
between government and veteran serving 
organizations is sparse and tends to reach 
the similar, predictable conclusion that 
more and better collaboration is needed. 
This work mainly addresses specific issues 
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such as benefit claims assistance (Keiser 
& Miller, 2013), substance abuse (Chaney 
et al., 2011), service delivery efficiency 
(Auerbach, Weeks, & Brantley, 2013), 
and mental health (Burnam, Meredith, 
Tanielian, & Jaycox, 2009; Tanielian, 
Martin, & Epley, 2014). Few studies (GWBI 
& IVMF, 2015) have explored, in depth, 
how community-based, veteran-serving 
organizations collaborate in practice.

Returning veterans rarely experience 
transition challenges in isolation. Rather, 
the challenges they face are often multiple 
and confounding (Castro, Kintzle, & 
Hassan, 2014). For any combat veteran 
seeking mental health assistance, there is 
a strong chance that veteran is troubled by 
not only deployment-related experiences, 
but also financial, legal, housing, or 
family reintegration challenges. When 
seeking treatment or assistance with 
these issues, veterans often need help 
identifying and locating available services, 
navigating eligibility requirements, 
and making appointments. The RAND 
Corporation found that veterans, perhaps 
overwhelmed by the sea of resources, 
sought an expert knowledgeable on the 
various benefits and services and able 
to provide effective guidance as well as 
a “here’s-what’s-available-for-veterans.
com” type website (Schell & Tanielian, 
2011). Although a veteran may view 
challenges as isolated, the adept service 
provider would understand their 
interrelated nature and would facilitate 
and coordinate a holistic approach to the 
veteran’s care through a network of local 
service providers. To navigate the sea of 
45,000 organizations serving veterans and 
military families, technological solutions 
can help advocates and coordinators move 
beyond their local (often informal or 
personal) networks to locate the best and 
most timely resources available. 

While few examples of this exist 
today in the world of veterans’ services, 
public and private health care systems are 

continually developing leading models 
from which to draw lessons. At the 
national level, Medicare’s Accountable 
Care Organizations feature opt-in 
networks of doctors who communicate 
among themselves and with patients to 
share medical records and test results. 
These doctors make collective health 
care decisions that reduce costs, increase 
efficiencies, and produce better health 
outcomes for patients (Medicare.gov, 
2015). At a local level, in response to the 
Illinois General Assembly’s 2001 Medicaid 
Reform law, Chicago’s Together4Health 
network coordinates not only health care 
but also access to supportive services 
relevant to the social determinants of 
health (e.g., housing) to fight poverty, 
improve community health, and reduce 
state budget costs—a critical outcome for 
a state experiencing crisis-level deficits 
(Together4Health, 2015).

We propose a model that provides 
improved access to resources and 
personalized case management and 

assistance. Empowered by a technology-
fueled network of providers, case 
managers will be able to identify veterans’ 
multiple issues, locate the necessary 
resources and service providers, and 
manage services, resources, and care 
across organizations. But this effort 
requires the willingness of organizations 
to join service provider networks and to 
coordinate veteran and family member 
access to services, resources, and care 
with one another. Competition for 
scarce resources can either prevent or 
incentivize a community of coordination. 
Competition may also motivate 
organizations to seek funding to provide 
additional services beyond their core 
expertise or to develop administrative 
capacity to manage coordination 
among other organizations in their 
community. A successful community 
model of coordinated care must avoid a 
funding arms race and, instead, focus on 
organizational specialization. 

Additionally, organizations must 

Figure 1. Needs Addressed By a Veteran and Military Family Services Collective Model

Through a coordinated network of public, private, and independent 
services providers, organizations can effectively, efficiently, and articulately 

address the societal and social determinants of health and wellbeing for 
veterans and military families.

What are the societal and social determinants of health and wellbeing?

Neighborhood & 
Environment

Health & 
Health Care

Social & Community 
Context

Economic 
Stability

Education
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establish relationships of trust; that is, 
if I refer a veteran to you, for example, 
I must know that you will not damage 
my relationship with that veteran by 
providing low-quality services or a poor 
interaction. We want providers to focus on 
doing what they do best, while identifying 
specific performance requirements and 
supporting transparency in sharing 
information among the network. And 
we want providers to trust that veterans 
will receive an appropriate service of the 
best possible quality within a pre-defined 
timeframe. Service and care coordination 
thereby ensure that veterans receive 
transparent and unencumbered support 
across a high-performing, collaborative 
network that meets their multiple, 
overlapping needs at once.

Figure 2. A Coordinated Network Delivery System of Veteran and Military Family Service 
Providers

We acknowledge that strong, selfless 
community leaders are needed to create 
the conditions for coordination. By 
leveraging the private sector’s desire to 
innovate and the compelling evidence 
in favor of increased coordination, 
community leaders are well positioned 
to effect local adoption of such service 
and care coordination models. The value 
proposition of coordinated care networks 
is simple: they will produce a greater 
collective impact on veterans and military 
families in their community than the 
overall impact of individual providers 
operating independently without 
coordination and collaboration.
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Collective impact presents an 

opportunity for communities, in 

partnership with the VA, other 

government agencies, and private 

industry, to improve outcomes 

for veterans, transitioning 

servicemembers, and their families. 
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A Primer on Cross-Sector Collaboration 
and Collective Impact

C
ollaboration provides considerable returns across the public and private 
sector through enhanced learning, resource efficiency, planning capacity, 
competitiveness, and service delivery (Provan & Kenis, 2008). Organizations seek 
collaboration opportunities for a number of troublesome reasons, including issue 

complexity (e.g., homeland security, emergency management, climate change, and obesity), 
limited resources or expertise, risk and uncertainty, and unique stakeholder or consumer 
needs (Alter & Hage, 1993). 

This is particularly evident today in the rising use of collaborative governing 
arrangements and networks of public and private organizations that co-produce and 
deliver public goods and services (Agranoff & McGuire, 2001, 2003; Bingham & O’Leary, 
2008; Bingham, O’Leary, & Carlson, 2008; Emerson, Nabatchi, & Balogh, 2012; Goldsmith & 
Eggers, 2004; McGuire, 2006; Vangen, Hayes, & Cornforth, 2014). Privatization, the digital 
age, and consumer demand have fashioned new concepts such as “government by network” 
(Goldsmith & Eggers, 2004), “public-private partnerships” (Osborne, 2000), and integrated 
public service delivery, or “e-government” (West, 2004). 

In the public health sector, the need for and benefits of collaboration are especially 
great. Public health is a complex, multidisciplinary, and multisector undertaking due 
to its technical, social, and environmental nature. Simultaneously tackling immediate 
clinical need, preventing and confronting emergent pandemic threats, and reducing the 
long-term structural and systemic social drivers of illness require an integrated, holistic 
approach. That approach involves continuous coordination across a complex maze of health 
care professionals and providers, government agencies, private and community-based 
organizations, and others. 

Consequently, health policy and management trends reflect a clear move toward 
planning and delivering services through collaborative networks of care that integrate both 
public agencies and nonprofit organizations (Calman, Hauser, Lurio, Wu, & Pichardo, 2012; 
Elliott et al., 2014; Gilbody, Bower, Fletcher, Richards, & Sutton, 2006; Mays & Scutchfield, 
2010; Provan, Beagles, & Leischow, 2011; Zahner, Oliver, & Siemering, 2014). Likewise, 
the Robert Wood Johnson Foundation, the nation’s largest public health philanthropic 
organization, has recognized the advantages and potential impacts of cross-sector 
collaboration between the health care system and community development organizations 
to reduce or stamp out nonmedical causes of poor health (Arkin, Braveman, Egerter, & 
Williams, 2014; Hill, 2014; Israel, Schulz, Parker, & Becker, 1998; Mettessich & Rausch, 
2013). 

FROM COLLABORATION TO COLLECTIVE IMPACT
Within this broader movement toward increased cross-sector collaboration, organizations 
and their funders are now placing greater emphasis on the combined social value, or 
collective impact, that collaborative activities produce (Austin & Seitanidi, 2012; Edmondson 
& Hecht, 2014; Kania & Kramer, 2011; Weaver, 2014). Broadly defined, collective impact 
initiatives unite groups of actors from different sectors through a formalized, long-term 
commitment and common agenda to address a particular social problem (Kania & Kramer, 
2011, p. 39). Unlike public-private partnership models that are often confined to the delivery 
or production of a single public good or service (Bel, Brown, & Marques, 2015; Brown, 
Potoski, & Van Slyke, 2013; Osborne, 2000), collective impact models engage the full range of 
stakeholders around a specific social issue of great need. 

Simultaneously tackling immediate 

clinical need, preventing and 

confronting emergent pandemic 

threats, and reducing the long-term 

structural and systemic social drivers 

of illness require an integrated, 

holistic approach. 
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The idea of collective impact is 
motivated by the assumption that its 
alternative—i.e., the isolated impact 
of one or a few high performing and 
well-funded nonprofit organizations—is 
often insufficient for solving complex 
social problems that demand continuous 
learning and adaptation (Kania & Kramer, 
2011, pp. 38-39). The Foundation Strategy 
Group’s Collective Impact Forum has 
highlighted a number of successful and 
noteworthy examples of collective impact 
initiatives tackling various challenges 
such as secondary education (Pace & 
Edmondson, 2014), environmental 
reclamation (The Elizabeth River Project, 
2015), and childhood obesity (Chomitz 
et al., 2012). Several of Bloomberg 
Philanthropy’s collaborative efforts in New 
York City also model a collective impact 
approach (Freedman Consulting LLC & 
Bloomberg Philanthropy, 2013).

At least five conditions are known to 
drive success in collective impact initiatives 
(Kania & Kramer, 2011, pp. 39-40). The first 
condition is a shared commitment to a 
common agenda. Individual organizations 
have their own visions of the world around 
them and interests to pursue. For collective 
impact to work, however, all participants 
must find consensus around a set of shared 
goals, objectives, and actions. 

Second, the group must develop common 
performance measurement system. Defining 
collective success and developing a set 
of measures and data for collection and 
monitoring safeguard both long-term goal 
alignment and accountability within the 
group (Provan, Veazie, Staten, & Teufel & 
Shone, 2005). 

and exchange of information are necessary 
to (1) build and sustain trust, a well-
established element of network success 
(Klijn, Edelenbos, & Steijn, 2010), and (2) 
foster group learning and problem solving, 
also known as “communities of practice” 
(Wenger, 1998, 2015; Wenger, McDermott, 
& Snyder, 2002). Communication and 
evidence-based learning are critical 
to group innovation and finding new 
solutions to complex and evolving 
problems (Kania & Kramer, 2013).

The fifth and final key to 
achieving collective impact is the 
central administrative, or backbone, 
organization that governs collaboration 
and coordination across the group 
(Provan & Kenis, 2008, p. 236). Backbone 
organizations provide the necessary 
staffing and infrastructure to facilitate 
continuous communication, planning, 
data collection and evaluation, and related 
administrative tasks associated with 
making the initiative function effectively. 
Driven by the common agenda, backbone 
organizations guide vision and strategy, 
support aligned activities, establish shared 
measurement practices, build public will, 
advance policy, and mobilize funding for 
the group as whole (Turner, Merchant, 
Kania, & Martin, 2012).

 

The idea of collective impact is 

motivated by the assumption that its 

alternative—i.e., the isolated impact 

of one or a few high performing and 

well-funded nonprofit organizations—

is often insufficient for solving com-

plex social problems that demand 

continuous learning and adaptation.

Third, each individual organization’s 
activities must be mutually reinforcing. 
That is, shared data and evidence must 
inform a common plan or framework 
that, in turn, guides participants’ activities 
in an integrated and coordinated way 
(Hanleybrown, Kania, & Kramer, 2012, p. 8). 

Fourth, continuous communication is 
essential for the collective impact initiative 
to function effectively. Constant interaction 
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IVMF Approach to Collective Impact 

T
he IVMF is heavily engaged in collective impact initiatives supporting veterans 
and their families. Developing and enhancing trusted partnerships is the VA’s 
number two strategic goal (VA, 2015e) and it is unmistakably clear that meeting 
veterans’ social needs demands a collective, whole-of-nation approach to veteran 

reintegration (CJCS, 2014; IVMF & INSCT, 2012). A collective approach requires increased 
engagement, collaboration, goal alignment, and investment among the public, private, 
and independent sectors toward the advancement of veteran health and wellness. With 
approximately 45,000 nonprofit organizations serving veterans and military families 
and tens of thousands more providing social services to the general public, tremendous 
opportunity exists for the private and independent sectors—in partnership with 
government—to step in to fill the gap in meeting the wellness needs of veterans and by 
extension, their families.

Over the past two years, the IVMF has provided ground-level technical assistance to 
collective impact initiatives in communities across the country. In this time, using the 
Foundation Strategy Group collective impact model (Kania & Kramer, 2013), the Institute has 
adopted five guiding principles that inform our approach and support to communities in 
these efforts:

1. COMMUNITY-DESIGNED, OWNED, AND LED.
All communities are unique. Each has its own distinct needs and challenges. Each also has 
its own natural and material resources and preexisting human and social capital. As decades’ 
worth of global research on community and international development suggests (Donais, 
2009; Israel et al., 1998; Mansuri & Rao, 2004; Minkler & Wallerstein, 2008; Smith, 2005), the 
best and most sustainable initiatives are locally driven, adapted to the surrounding context 
(e.g., need and capacity), long-term, inclusive, and incorporate meaningful monitoring and 
evaluation processes. 

Figure 3. IVMF Principles for Supporting Collective Impact in Veterans Services

Community Designed, Owned, and Led

Selfless Backbone Organization Support

Leverage Community and Organizational Strengths

Shared Commitment to Learning and Improvement

Evidence-Based Evaluation and Decision-Making

With approximately 45,000 nonprofit 

organizations serving veterans 

and military families and tens of 

thousands more providing social 

services to the general public, 

tremendous opportunity exists for the 

private and independent sectors—in 

partnership with government—to 

step in to fill the gap in meeting the 

wellness needs of veterans and by 

extension, their families.
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As supporting partner to a number of 
growing collective impact initiatives, the 
IVMF recognizes that, resources aside, the 
means—i.e., the people and organizations—
through which impact will be delivered 
already exist in communities. Likewise, 
solutions for meeting the needs of veterans 
are likely to vary across communities as 
well. Rather than reinventing the wheel 
or prescribing a one-size-fits-all model, 
our approach is one of partnership, of 
community stakeholder authority and buy-
in, and of leveraging existing capacity and 
efforts already under way.

More than any other organizing 
principle, the need to attract adaptive 
leaders into any community’s efforts to 
better serve the needs of its veterans and 
their families is key. These leaders will 
create a culture and an environment 
that value building and sustaining their 
community’s collective approaches that 
respond to veteran and family needs. 
Without principled and pragmatic 
leadership, building capacity across the 
public, private, and independent sectors 
to serve veterans and their families in 
a coordinated way will remain beyond 
the community’s reach. Leaders who can 
push beyond entrenched parochialism 
and endure the burden of the veterans’ 
sector, will be required to serve in their 
community if collective efforts are to take 
hold. That means finding and retaining 
leaders who can act without prejudice and 
bias toward all organizations, not just the 
few, regardless of whether or not they are 
defined as Veteran Service Organizations. 
These leaders can come from anywhere in 
the public, private, independent, or even 
philanthropic sectors. They must have 
authority to convene, guide planning and 
implementation, and retain technical 
assistance to help. They must also possess 
resources capable of supporting all three of 
these leader responsibilities.

2. SELFLESS BACKBONE 
ORGANIZATION SUPPORT.
An effective backbone organization is 
essential for a collective impact initiative 
to succeed (Turner, Merchant, Kania, & 
Martin, 2012). A backbone organization’s 
role, however, is less about directing 
and far more about governing through 
facilitation, coordination, and evaluation. 
The ideal backbone organization possesses 
a combination of strengths to serve in such 
a capacity: respect from the community; 
organizational maturity; humble and 
selfless leaders above self-interest and 
competition; and, beyond all else, a core 
capacity and focus to foster communication, 
joint planning, accountability, and 
transparency. In the ecosystem of veteran-
serving organizations, an organization 
like Services for the Underserved (S:US)—
enabled by technology provided by Unite 
US and whose primary function is to 
support from behind—stands out. S:US and 
similar organizations have unprecedented 

opportunity to envision the potential social 
value they may create by serving other 
organizations that serve veterans and their 

families directly.

3. LEVERAGE AND OPTIMIZE 
COMMUNITY STRENGTHS. 
Identifying participants’ key strengths 
and weaknesses in advance is vital to 
maximizing collective impact. The human 
services field is comprised of many 
loosely aligned actors and organizations. 
Each service area—e.g., employment 
and education; mental health; housing; 
family, child, and youth services; food 
and nutrition—is a critical element in the 
broader service delivery system that meets a 
community’s distinct needs. Yet, the many 
organizations that provide these services 
have their own strengths and limitations 
on a range of factors such as organizational 
mission, funding, program eligibility, and 
organizational boundaries. In addition, 

Figure 4. Backbone Organization’s Commitment to the Coordinated Network

BACKBONE 
ORGANIZATION

SERVICE

FOLLOW-UP

QUALITY MEASUREMENT
& OUTCOMES
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the breadth and scope of human and social 
services available at the community level 
exceed, with near certainty, those offered 
specifically to veterans and military families.

Successful collective impact initiatives 
are more than the sum of their parts. 
Leveraging the strengths and best aspects of 
all providers—including those that do not 
necessarily target veteran consumers—ensures 
that a community’s collective resources 
are put to their best and most efficient use. 
In addition, open sharing of strengths and 
limitations enhances provider transparency 
and awareness to make more precise, 
informed referrals across the network, thereby 
enhancing their combined impact.

4. SHARED COMMITMENT TO 
CONTINUOUS LEARNING AND 
IMPROVEMENT.
Members must commit to continuous 
learning through genuine engagement 

with other partner organizations in 
the group. This involves providing and 
receiving frequent and consistent feedback 
on observations related to individuals, 
external stakeholders, and within the 
collective itself. Continuous learning is 
developmental, present-minded, and 
prospective, as opposed to retrospective. 
Persistent communication and feedback 
build trust and support, but more 
importantly, resilience and adaptive 
capacity by enhancing the groups’ ability 
to hastily detect unanticipated changes, 
opportunities, or risks, and respond 
with new resources or solutions (Kania & 
Kramer, 2013). Learning through practice 
also elevates the performance of all. In 
the short term, it builds confidence and 
expertise through increased knowledge 
and resource sharing. In the long term, it 
builds reputation and innovation (Wenger 
et al., 2002).

5. EVIDENCE AND DATA-DRIVEN 
PRACTICE.
The use of research and evidence to 
inform practice is critical to ensuring 
that professionals prove optimal services 
and care to individuals and families 
seeking assistance (Roberts & Yeager, 
2006). Although communities may vary 
in size and other attributes, services of 
care and support should be informed 
by the best scientific or observational 
knowledge possible, applied consistently, 
and measured thoroughly nationwide 
(Institute of Medicine, 2001). Nevertheless, 
an apparent void remains in measurement 
and evaluation practices among veteran and 
military family serving organizations (GWBI 
& IVMF, 2015; Tanielian, Farris, et al., 2014).

Adding a new component to the 
Foundation Strategy Group collective 
impact approach, the IVMF is promoting 
evidence and data-driven care and 

Figure 5. Designing the Solution: Drawing Comparisons to Health Care Coordination Models

Leveraging procedures, standards, and success of health care’s integrated care, care coordination, 
and managed care models to develop the framework for a collective impact model
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services through implementation of a 
community of practice model supported 
by a technology-based knowledge and 
data management system. Importantly, 
the technology streamlines individual 
case management and referrals and tracks 
individual, provider, and network outcomes 
over time—most notably, data and evidence 
grounded by the social determinants of 
health and well-being. Beyond creating an 
open-door case management and referral 
system for community providers, this 
system encourages continuous learning, 
transparency, accountability, and increased 
social value. In addition, beyond anticipated 
performance gains, the enhanced data 
measurement and learning practices 
provide funders and partners additional 
risk mitigation. Combining a community 
of practice learning model with a 
technology-empowering case management 
infrastructure presents an innovative 
platform for community-based service 
providers to draw upon and increase quality 
and impact.

A SUPPLEMENT ON THE 
IMPORTANCE OF MEASUREMENT 
AND EVALUATION
Once participating public, private, and 
nonprofit actors agree to a set of shared 
goals and objectives, it is imperative 
to develop and implement a robust 
measurement and evaluation effort to 
capture collective return on investment 
(ROI) and to assess and communicate 
network effectiveness and impact. Cross-
sector collaboration in the veteran and 
military family sector is challenging; market 
saturation coupled with diminishing 
funding opportunities has led to increased 
competition. As a result, once a collective 
impact effort overcomes these barriers to 
change, it becomes critically important to 
demonstrate that the network’s value is 
greater than the sum of its parts. 

After recognizing that a shared 

measurement and evaluation system is key 
for success, the providers within a collective 
impact network must identify relevant 
and important performance indicators to 
be captured and evaluated. This ensures 
collective buy-in, participation, and 
adherence to a set of agreed-upon standards 
and metrics.

While convincing providers to agree 
on a shared set of goals and objectives 
sounds challenging, identifying a 
collection methodology that enables the 
coordinated network to measure and track 
progress can be the most daunting task. 
Since most providers adhere to existing 
tracking requirements, they must also 
be willing to contribute to the additional 
qualitative and quantitative data points 
that the coordinated network requires. The 
backbone organization must be committed 
to reporting results to all to demonstrate 
the outputs and outcomes to providers 
and to demonstrate that the return from 
inputting the data is worth the additional 
time required to share it within the 
network. Each participating organization 
gains additional awareness of others’ in 
the network through a simplified reporting 
process.

 By identifying and integrating 
the right qualitative and quantitative 
measurement standards, a coordinated 
network can demonstrate the performance 
of its collective efforts, identify areas 
for improvement, set and monitor 
targets and goals, and increase trust and 
transparency through regular reporting to 
service providers and funders. Identifying 
measurement standards can be developed 
in collaborative working sessions with 
participating providers. But the challenge 
is in the change management: convincing 
and training organizations to integrate any 
additional data collection requirements into 
their day-to-day activities.

In addition to traditional methods of data 
collection such as common data fields and 
surveys, the network technology platform 

provides effective data aggregation. For 
example, an individual veteran record can 
provide the spectrum of services requested 
and utilized; time to serve from each 
domain of need; and quality outcomes 
generated for the veteran and military family 
member. By assessing these performance 
indicators, providers can identify internal 
process improvements, recognize potential 
redundancies, and see potential market 
expansion opportunities. If veterans in a 
given geography are consistently seeking 
and unable to receive educational benefit 
navigation services due to lack of provider 
presence, a local provider can document and 
establish a business case for expansion. This 
eliminates expansion based on assumptions 
about the market or redundant services and 
provides a rich context when making the 
case for funding. Using a single, integrated 
data tracking system across the network 
ensures the accepted use of commonly 
defined and understood indicators to 
measure and monitor outcomes.

The approach to measuring impact in 
collective efforts must follow a tangible life 
cycle (e.g., McLaughlin & Kaluzny, 2006): 

1. Define the intended impact and how that 
impact is achieved; 

2. Collect, measure, and verify data; 

3. Refine insights, identify achievements 
and improvements; 

4. Capitalize and report on achievements, 
agree on proposed approach for 
implementing improvements.  

Most importantly, measurement and 
evaluation methods and performance 
indicators may need to evolve to encompass 
a network’s needs and requirements as it 
grows in size and increases in complexity. 
The expectation should not be to get it right 
immediately, nor to see immediate growth 
and results, but to measure initial progress 
and use those findings to improve the 
network.
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AmericaServes:  
IVMF Collective Impact in Motion

THE VALUE PROPOSITION
Collective impact is emerging in the veterans’ services space. As its principles of 
collaboration, inclusive design, and social impact become increasingly appealing to 
communities, the model’s long-term success depends not only on its demonstrable 
quality of impact on veterans and their families, but also on the measurement and 
evaluation tools employed to communicate funder and participant return on investment. 
Consequently, collective systems of veterans’ services, resources, and care are gaining 
momentum, largely due to the growing support of funders and government entities 
that recognize the value of embedded measurement and evaluation systems and their 
supporting technology.

Recognizing the model’s value and opportunity to advance veteran wellness, the IVMF 
has designed and is supporting collective impact initiatives—comprehensive, accountable 
models of services, resources, and care to serve veterans and their families—in a 
growing number of American communities. AmericaServes is the Institute’s multi-state, 
multi-year initiative to position American communities at the forefront of delivering 
impactful, transformative, and inclusive services to veterans and family members through 
coordinated, evidence-based service delivery networks. The initiative is fueled in part by 
private philanthropic interests to achieve greater scale and impact in communities already 
serving those who served.

Figure 6. Building a Collective Impact Model

Gain commitment from key public, private, and independent stakeholders 
to jointly endorse and support a common agenda that improves resource 

and service delivery for veterans and military families.
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Our work in a growing number of 
communities—including Charlotte, North 
Carolina; Pittsburgh, Pennsylvania; and 
New York, New York—draws heavily 
upon these developments and focuses 
on generating unprecedented returns 
on investment. These returns measure 
not only individual organizational 
value, but also collective value within 
the community—i.e., the organization’s 
contribution to a broader system of 
services, resources, and care.

The chief goal of AmericaServes is to 
generate greater organizational impact 
and improved individual outcomes 
for transitioning service members, 
veterans, and their families. The model 
is designed to infuse higher levels of 
quality, qualification, and professionalism 
in coordinated networks of services, 
resources, and care in communities 
across America. It also aims to produce 
a sufficient return on investment (RoI) 
within the networks to seed and sustain 
new forms of investment and trusted 
public-private partnerships between local 
communities and government.

The value generated for veterans 
and their families is inherent in the 
AmericaServes collective impact 
framework. Those seeking services have 
unprecedented access to a technology-
supported network of high-quality, 
community-based service providers, 
which enables them greater access to 
resources than ever before. For veteran 
service providers, this value comes in 
the form of an enhanced ability to serve 
those at the core of their mission and 
better understanding of veteran needs 
throughout their community. The 
AmericaServes initiative further qualifies 
this benefit for providers by aligning 
the network’s collective mission with 
providers own organizational goals, 
thereby conveying the important message 
that participation does not require 
mission change or creep. It ensures that 

providers are able to continue doing what 
they do best to generate greater outcomes.

Although value is more clearly 
visible to consumers and providers, 
the importance of collecting and 
communicating these outcomes to 
private funders and governments cannot 
be overlooked. The proliferation of 
collective impact models for veterans’ 
services could potentially prompt 
a proportionate increase in funder 
demand for strategies that demonstrate 

military consumers, we conduct a 
market scan of VA expenditures and 
public, private, and nonprofit providers 
serving veterans and their families in the 
communities. Upon identifying a small 
philanthropic investment for planning, we 
begin working in a community, in-person, 
in biweekly increments. We convene 
public, private, and nonprofit providers, 
who are often initially spurred to attend 
out of either interest or skepticism. Over 
the course of six months (e.g., Phase I 
Strategic Planning), we identify critical 
needs and gaps in service delivery, gather 
stakeholder feedback and observations, and 
form an expert roundtable of providers to 
design the requirements for a coordinated 
network. We form key relationships with 
stakeholders and often add new partners 
along the way. After six months, IVMF 
provides a final deliverable to the funder; 
the tangible deliverable is a requirements 
document for a localized coordinated 
network and an opportunity to approve 
transition into secondary implementation 
phase. Most notably, the intangible 
deliverable is the buy-in from community 
partners to challenge the status quo, their 
commitment to improving the delivery of 
services, resources, and care. 

During the two-year Phase II 
Implementation, we work with the 
competitively identified Coordination 
Center and Unite US to welcome each 
provider into the network. Welcoming 
starts with a nine-point Provider 
Qualification that aggregates the 
organizations’ programs and mission areas 
dedicated toward veterans and military 
families, their GuideStar rating, any 
accreditations, and the service domains 
that they cover. After the Provider 
Qualification is completed, providers 
complete participation and technology 
licensing agreements and commit to 
utilizing an informed consent document. 
Once their staff is trained on the use 
of technology, they become a working 
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stewardship of and return on investment. 
Meeting this demand most likely requires 
a technology solution that provides the 
network with case management, referral, 
and data collection capabilities that 
support a comprehensive measurement 
and evaluation plan. To facilitate RoI, 
partnerships with Unite US and Metis 
Associates/Gotham Culture provide 
AmericaServes with data collection and 
analysis resources that allow return on 
investment metrics to be easily tailored 
and shared with funding partners.

A COMMUNITY CENTRIC-APPROACH
Before entering into a community, the 
IVMF research team reviews local veteran 
population and demographic data such 
as unemployment rates, Point in Time 
(PIT) counts, proximity of military 
installations, and representation by era 
served. After analyzing the veterans, 
transitioning service members, and 



Identify Critical 
Needs and 

Service Gaps

provider within the network. During the 
two-year demonstration, the Coordination 
Center strives to add providers when there 
is an identified need and, if necessary, 
removes nonperforming providers from 
the network. Results are measured in 
real time, to demonstrate value to the 
consumers (veterans, transitioning service 
members, and military families), service 
providers, and funders. The quantitative 
and qualitative data collected will be used 
to advocate for sustainable funding from 
the federal government. The ultimate aim 
of the AmericaServes demonstration is to 
articulate the value of this to the public 
sector to seed and sustain.

NYCSERVES: NETWORK FORMATION

The IVMF launched its initial efforts 
to plan, design, build, and deploy a 
coordinated network of veteran service 
providers—including the VA’s health care 
resources—in New York City in late 2013. 
Powered by a grant from the Robin Hood 
Foundation, IVMF convened public and 
private service providers in New York 
City to design and develop new ways of 
providing more accessible, navigable, and 
coordinated services to veterans across 
New York City’s five boroughs. These 
discussions led to the development of 
a strategy for piloting the NYCServes 
coordinated network that would integrate 
private- and public-sector resources to 
increase efficiency and reduce redundant 
effort in veteran focused services.

NYCServes is a first-of-its-kind, 
privately funded network of more than 

40 providers of human services that 
address the various social determinants 
of health and wellbeing for veterans (e.g., 
physical and mental health, employment, 
and housing). These organizations are 
connected via a technological platform 
provided by Unite US, through which 
they are able to efficiently and securely 
share information across the network. 
This network is coordinated by a 
backbone coordination center supported 
by Services for the Underserved (S:US), 
which plays a role similar to that of an 
Administrative Services Organization 
(ASO) in managed health care. The S:US 
assesses providers’ capacities and assigns 
referrals accordingly, thereby lifting 
the coordination burden off the service 
providers so they can focus on delivering 
a high-quality service and experience to 

Figure 7. The IVMF Approach to Supporting Collective Impact in Communities
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their veterans and family member clients. 
NYCServes commenced an 18-month 

pilot phase in December 2014, supported 
by a blend of private funders, during 
which it aims to serve more than 3,000 
veterans and family members. NYCServes 
has two goals. The first is proving the 

Figure 8. The NYCServes Referral: An Example

concept’s viability. The second, and 
greater, goal is to demonstrate that 
the new value proposition in veterans’ 
services, resources, and care is found in 
the collective outcomes of the parts rather 
than the parts themselves. NYCServes is 
the initial example of the future public-

private partnership model that sets the 
standard for how America’s veteran 
families are served: community- and 
evidence-based, collectively organized 
networks of service providers, resources, 
and caregivers. 
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Jason, a Post 9/11 veteran, has been struggling to find financial and legal help. He submitted an online assistance request to  
NYCServes stating, “I need help with many things, I’m all alone and cannot really depend on anyone.” 

Jason’s activities NYCServes Coordination Center 
activities

NYCServes Service Provider activities

Jason’s needs are still being addressed by IAVA and S:US. The NYCServes Coordination Center 
successfully identified two providers that can serve his needs based on preference, eligibility, and 
location. The NYCServes Coordination Center will continue to monitor his case until all needs are met.

Jason searches the web 
and finds the NYCServes 
self-referral page at  
nycserves.org

He requests legal and 
financial assistance

He electronically signs 
an informed consent 
document and submits his 
request for assistance

Jason provides his 
information, preferences 
and eligibility criteria to the 
NYCServes Coordination 
Center

With this info, the 
NYCServes Coordination 
Center creates an 
electronic VetFile for Jason

The NYCServes Coordination 
Center monitors Jason’s 
case via case notes on the 
NYCServes platform

The NYCServes Coordination 
Center assesses Jason’s 
needs and contacts him 
to complete the intake 
assessment

The NYCServes 
Coordination Center uses 
Jason’s information to 
develop a customized plan 
of action

Jason works with IAVA and 
S:US for legal and finacial 
assistance

Jason’s request is 
immediately routed to the 
NYCServes Coordination 
Center for action

The NYCServes Coordination 
Center refers his Finance 
VetFile to IAVA and his Legal 
VetFile to SUS for acceptance

IAVA and S:US accept the 
referral and contact Jason 
to further assess his needs 
and provide assistance 



DRIVING EVIDENCE-BASED 
PRACTICE THROUGH DATA 
Driving evidence-based practice through 
robust data collection and application 
of lessons learned is paramount to 
NYCServes sustained impact and 
continuous improvement. In the early 
stages of the NYCServes pilot, it became 
apparent that embedding a culture of 
regular dialogue and feedback would 
be crucial to the network’s long-term 
success. Accordingly, network participants 
agreed to establish a series of quarterly 
In Progress Reviews (IPRs), conducted 
both in-person and virtually, to promote 
learning and rapid improvement in 
process and service delivery. A key 
component of these periodic IPRs is to 
review the network data collected by 

satisfaction. Though still in its early 
phases, this complementary assessment 
is underway and will help to inform 
improvements in the NYCServes and 
future networks’ processes and practices.

NYCServes demonstrated a remarkable 
intake of veterans demanding services 
in the first quarter (Q1) of 2015. While 
this is presently the network’s first and 
only snapshot in time, the Q1 data, 
summarized in a real-time dashboard 
(Figure 9), reveals an intake of 218 unique 
veterans served across the network. 
Beyond these basic inputs, the individual 
data collected (with informed consent) 
provide rich detail of demographic 
characteristics (e.g., gender, service era, 
branch of service, type of discharge, etc.) 
of the veterans accessing the network. 
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Figure 9: The NYCServes Dashboard

For the first time ever, providers are able to track coordination in ‘real-time’ via the transparent, accountable, and time-bound NYCServes Network.

Insight into total unique 
veterans being served by the 
NYCServes network

Understanding 
of consumer 
demographics

Transparency into number of 
referrals per provider within 
NYCServes

Identify trends for how 
veterans are accessing the 
NYCServes network

By identifying … measurement 

standards, a coordinated network 

can demonstrate the performance of 

its collective efforts, identify areas 

for improvement, set and monitor 

targets and goals, and increase trust 

and transparency through regular 

reporting to service providers and 

funders.

Unite US. Along with Unite US, the IVMF 
has also partnered with Metis Associates/
Gotham Culture to provide a third party 
evaluation of the pilot network’s overall 
effectiveness, impact, and customer 
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Importantly, data on referral requests 
by type, service provider, and referral 
duration elevate peer-to-peer and external 
transparency and accountability in 
ways that differentiate NYCServes from 
other collaborative models in veterans’ 
services. Finally, data on referral demand 
(Figure 10) and network efficiency 
(Figure 11) inform the network’s ongoing 
coordination and referral (re)assignment 
as well as its planning for future growth 
or change based on historical demand. For 
example, employment and housing were 
the two greatest requests for assistance in 
Q1 (more than half), however, more than 

a third of participants requested help with 
both (Figure 10).

In addition, IVMF continues to identify 
leading practices and standards that are 
essential to building a strong foundation 
for a coordinated collaborative network of 
services, resources, and care for veteran 
families. One of the most critical activities 
that became evident as new providers 
joined the initiative was to clearly outline 
and map their qualifications—e.g., 
their geographical coverage, portfolio of 
services or programs, and certifications 
and accreditations. This process takes 
time. However, the information has 
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already proven vital to help providers 
better understand how they fit into the 
network’s ecosystem, reinforce their 
commitment and confidence to provide 
consistent high quality services to veteran 
families, and demonstrate their value and 
credibility as a network participant (and 
the network’s collective value) to funders 
and the veteran families they serve.

SCALING SUCCESS: CHARLOTTE, 
NORTH CAROLINA AND 
PITTSBURGH, PENNSYLVANIA
The standard established by NYCServes 

Figure 10. Demand for Services (Q1, 2015)

By analyzing the data collected through the NYCServes portal, we are 
able to identify service domains in greatest demand, which informs 
future network growth and expansion planning for additional providers.

(Percentages based on successful referrals for services)

Disability 1%
Spouse Support 1%

Healthcare 2%
Legal Services 6%

Financial  
Assistance 7%

Mentoring &  
Engagement 8%

Education 9%

Public/VA Benefits 
Counseling 12%Housing 22%

Employment  
33%

We also noticed recurring correlations in service requests, which 
further informs planning for increasing services to veteran members. 

A majority of veterans who seek employment services also request 
housing or financial assistance. Those who seek financial assistance 
appear to also request housing or mentoring and engagement 
services.
 

+ = 34% of requests

+ = 24% of requests

+ = 23% of requests

+ = 21% of requestsi
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Figure 11. Network Efficiency (Q1, 2015)

Veteran or family 
member reached 
out to NYCServes for 
assistance

A VetFile is created for 
each unique veteran 
need, and is uploaded 
to the network portal

The coordination 
center submits a 
referral request to an 
appropriate provider

Provider either accepts 
or declines the referral. 
If declined, the referral 
is reassigned to another 
appropriate provider

The assigned network 
provider accepts 
the referral and 
is responsible for 
serving the veteran

and its high-aiming goals have sparked 
attention and support from philanthropic 
organizations and community interests 
in North Carolina and southwestern 
Pennsylvania. Enabled by initial funding 
from the Heinz Endowments in Pittsburgh 
and the Walmart Foundation North 
Carolina, providers from the public and 
private sectors in these communities are 
embracing their responsibility to better 
address the needs of veteran families, 
while utilizing local funding more 
efficiently and effectively through the 
creation of coordinated provider networks 
similar to NYCServes. North Carolina 
(NCServes) and Pennsylvania (PAServes), 
two new peer models of collective impact 
under the AmericaServes banner, are now 
developing strategies that are tailored 

Time from VetFile creation to referral acceptance by assigned network provider 
3.52 days

Time to generate a referral 
2.24 days

Time to referral acceptance/denial 
1.40 days

3x

to their local communities’ needs and 
are set to launch in summer 2015. In 
addition to the communities outlined 
here that have initiated community-
based, collectively organized networks, a 
number of communities across the nation 
are also investigating the opportunity 
to replicate this model and preparing to 
launch planning efforts within the next 18 
months.

The IVMF, in conjunction with its 
strategic partners in Unite US and 
Accenture, has propelled new collective 
models of services, resources, and care 
into communities across the United 
States that value ongoing learning and 
commitment to continuous improvement 
for the betterment of the veteran 
populations they serve. Importantly, while 

time will tell, these models are already 
showing early signs that collective impact, 
as an organizing framework, may be a 
missing piece to addressing the apparent 
gaps between public, private, and 
nonprofit organizations.
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Conclusion: The Case for Collective  
Impact in Veterans Services Provision

D
espite vast generosity and 
laudable effort (Copeland & 
Sutherland, 2010), our nation’s 
approach to fulfilling the moral 

obligation to its veterans has some inherent 
shortfalls (CJCS, 2014; IVMF & INSCT, 2012). 
As this paper has highlighted throughout, 
research points to a greater need for 
addressing the social determinants of 
health and wellbeing in the communities 
in which people live, work, and play. While 
this is true for all Americans, it must be the 
nation’s North Star on which to orient our 
ways and means toward advancing the lives 
of our veterans and their families.

The status quo and its barriers—
fragmented, uncoordinated, and siloed 
approaches—demand the nation’s 
immediate attention if we are to improve 
the course of post-military life for our 
transitioning service members and 
their families. If ever there was a sector 
screaming for more collective activity, it is 
the veteran nonprofit sector. Nearly 45,000 
nongovernmental, nonprofit entities are 
largely going it alone in their efforts to 
address the needs of returning veterans 
and their families. Some are collaborating, 
but it is unclear the extent to which they 
are doing so with any greater efficiency or 
impact. Most communities are organizing 
efforts with little or no understanding of 
how to deliver high quality, personalized 
models of services, resources, and care that 
match veterans’ needs. 

As this paper outlines, the collective 
impact approach is one way to do so. 
Collective impact offers great potential 
and promise for how the nation can better 
support its veterans and their families. 
It provides clear, direct benefit to a 
population in need of integrated, holistic 
services. Moreover, in light of the explosive 
growth in health care costs, collective 
impact initiatives—which enhance 
wellness (i.e., reduce disease and illness) 
through various social factors—offer 
enhanced resilience and potential savings 
to a national health care system under 
great strain. Because they are necessarily 
community- and evidence-based by design, 
collective impact initiatives present public 
and private sector funders opportunity for 
smarter and more efficient use of resources 
and a better alternative to advance 
veteran wellness compared to supporting 
individual programs or organizations of 
various quality and impact. 

Finally, policymakers looking to 
improve how our nation provides for its 
veterans and their families should explore 
funding and other means to incentivize 
increased community-based service 
provider coordination and participation in 
collective impact initiatives. Empowering 
the VA to invest in and increase collective 
impact initiatives at the community 
level should be strongly considered. 
The philanthropic community must 

also coalesce around the idea of driving 
local collaboration and coordination by 
funding networks as opposed to individual 
organizations. All stakeholders must do 
more to support strong measurement and 
evaluation approaches among providers as 
well.

Through AmericaServes, the IVMF 
is leveraging its resources to empower 
and support communities in their quest 
to deliver more inclusive, holistic, and 
impactful services to veterans and family 
members via coordinated, evidenced-based 
service delivery networks. Ultimately, 
AmericaServes’ value is rooted in providing 
unprecedented access to a technology-
supported network of high-quality service 
providers and resources. As this paper 
argues, this model is based in decades 
of public health research on the social 
determinants of health and innovations 
in public sector collaboration and health 
care management. Even so, this is only one 
innovative example of how communities 
can transform how they care for veterans 
and their families. Each community 
must ultimately determine whether and 
how to improve coordination of services. 
This paper should at least provide ample 
motivation to do so, for recognizing that, 
in spite of generous government-provided 
benefits, it still takes a community to serve 
a veteran and their families well.
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