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ABSTRACT
Background: Baltimore City contains many neighborhoods where life expectancy is as much as
20 years lower than it is in nearby affluent communities. The city contains many communitybased organizations (CBOs) that play an enormous role in combating the underlying social
conditions that give rise to poor health; however, time, staffing, and resource constraints often
keep CBOs from working together. Coordination between CBOs and the health care system is
also lacking. Despite knowing the multiple challenges that confront many of their patients,
health care providers often have very little appreciation for the support that CBOs can provide.
Objectives: This study sought to codevelop a set of intervention strategies with CBOs that
would allow them to serve their clients better and help improve the health and well-being of
the residents of East Baltimore. The specific aims of the study were to (1) facilitate the creation
of a network of CBOs, faith-based organizations, and neighborhood associations; (2) enhance
the capacity of these CBOs to identify and refer their clients to a broader range of services and
resources; and (3) strengthen the connection between CBOs and the neighboring health
system.
Methods: This study was a cluster randomized controlled trial that included 2 different levels of
treatment assignment: (1) We randomly assigned 22 CBOs to either the intervention CBO group
or the comparison CBO group; and (2) we assigned a cohort of high-risk patients to the
intervention or comparison group based on whether they lived closer to an intervention CBO or
a comparison CBO. We conducted pre and post difference-in-differences analyses to evaluate
the impact of the intervention on CBO staff, CBO clients, and a cohort of health system
patients. We used pre-post analyses to examine the effect of 1 component of the intervention
on inpatient and outpatient health system staff. Additionally, we conducted semistructured
interviews with participants of the intervention CBOs to gain a better understanding of the
implementation and impact of the intervention.
Results: The study was successful in accomplishing its aim of creating a network of CBOs.
However, the difference-in-differences analyses revealed no significant effect of the
intervention on CBO client outcomes, CBO staff outcomes, or health care utilization outcomes
for Johns Hopkins Health System (JHHS) patients. We did observe statistically significant
outcomes for JHHS inpatient and outpatient staff. We found that over time, inpatient staff and
outpatient staff made, respectively, 2.9% and 6.6% more referrals to intervention CBOs than to
comparison CBOs. Outpatient staff also reported a statistically significant reduction in barriers
related to the lack of information about available community resources (–15.2%) and the lack
of accurate, up-to-date information about CBO services (–18.3%). Additionally, the percentage
of outpatient staff reporting confidence in having all the information they needed about
community resources to help their patients increased by 14.4% from baseline to follow-up, and
this result was also statistically significant. Postintervention interviews conducted with
intervention CBO representatives suggest that the study enhanced linkages between CBOs and
strengthened relationships with JHHS.
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Conclusions: The Baltimore CONNECT (Community-based Organizations Neighborhood
Network: Enhancing Capacity Together) study demonstrated that facilitating the connection of
a diverse group of CBOs could result in a sustainable network and forge connections with the
local health system. Baltimore CONNECT is now a 501(c)(3) nonprofit organization, and it is
working toward a future in which health care entities, social service organizations, and people
in the community work together seamlessly to achieve optimum health and well-being for all.
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BACKGROUND
East Baltimore
East Baltimore, home to 170 000 people in 60 000 households, suffers from high rates of
infant mortality, HIV/AIDS, substance abuse, and chronic disease. Life expectancy among the
poorest East Baltimore neighborhoods is as much as 20 years lower than it is in more affluent
communities only a few miles away.1-4 These conditions are influenced by the convergence of
poverty, crime, housing vacancies, unemployment, and other critical social determinants of
health that diminish quality of life and hinder the pursuit, achievement, and maintenance of
health in all of its dimensions.
East Baltimore is also home to community-based organizations (CBOs) that address the
complex needs confronting residents of this part of the greater Baltimore metropolitan area.
These CBOs offer an array of services or programs that support their clients’ health and
wellness, including grief counseling, cash assistance for utilities and other bills, housing
assistance, food, clothing, job training and placement, educational resources, support groups,
and support programs. Existing outside of the health care system and at the front lines of
assisting clients in difficult circumstances, CBOs are uniquely positioned as key health system
stakeholders and natural partners in supporting continuity of care.5
Since CBOs tend to be trusted entities in the communities they serve and typically
support vulnerable populations, devising strategies to establish meaningful, enduring
partnerships between health systems and CBOs holds great promise for improving patient
health and reducing unnecessary health care utilization.5 One avenue through which this has
been achieved, particularly among academic health centers, is the cultivation and sustainment
of community–academic partnerships to improve individual and community capacity, improve
patient outcomes, reduce health disparities, and achieve health equity.6,7 These partnerships
tend to be guided by the principles characterizing community-based participatory research.
Chief among them are transparency, equitable distribution of power and resources,
stakeholder engagement from project conception to subsequent implementation, and
7

respectful communication.7-9 While a rich body of literature highlights the effectiveness of
community-based participatory research approaches in fostering multidisciplinary
collaborations among a variety of stakeholders,9 there is still a critical evidence gap—namely,
the development and evaluation of effective and sustainable partnerships between health care
systems and CBOs as a primary vehicle for conducting patient-centered outcomes research. We
address this gap by summarizing the process and impact of a codeveloped community
engagement partnership between the Johns Hopkins Health System (JHHS) and CBOs based in
the East Baltimore community.

Baltimore CONNECT
Baltimore CONNECT (Community-based Organizations Neighborhood Network:
Enhancing Capacity Together) evaluates a community engagement model designed to enhance
CBOs’ capacity to serve clients, strengthen the bidirectional flow of information about health
and social services between CBOs and teaching hospitals and clinics at JHHS, and build
networks among entities. We hypothesized that developing these partnerships would increase
CBO and hospital effectiveness, visibility, and connections, thereby creating a network for
referrals and collaboration and improving the health and well-being of their clients and
neighborhoods. The specific aims of this study were the following:
1. Facilitate the creation of a network of CBOs, faith-based organizations, and
neighborhood associations to enhance their connection with one another and leverage
their capacity to serve the residents of East and Southeast Baltimore.
2. Enhance the capacity of individual CBOs by providing them with a variety of strategies to
improve their ability to identify the broader needs of their clients and refer their clients
to a broader range of services and resources.
3. Strengthen the connection between CBOs and health system staff to increase
awareness and utilization of CBOs and to support better coordination between the
health care system and CBOs.
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Community Engagement
Our approach to this study, and our interactions throughout, was rooted in a
commitment to authentic community engagement. At the start, we reached out to local
community members to solicit their recommendations for community leaders who might be
interested in joining our study team. Two community leaders with roots in East Baltimore, and
a long history of serving the needs of Baltimore City residents, were nominated to serve as coprincipal investigator and coinvestigator in the study. This was the first step in facilitating the
local relevance of this project. These community leaders worked seamlessly with the rest of the
research team, helping shape and guide every decision and activity. They participated in
reviewing and approving all stages of the proposal and played integral roles in identifying and
recruiting CBOs for participation. The insights and recommendations they provided (and their
leadership in leading Baltimore CONNECT into its next phase of existence) are largely
responsible for what this project was able to accomplish.
Our second level of community engagement came through our stakeholder advisory
board. We assembled a group of representatives from government agencies, the health care
system, foundations, and other nonprofit organizations to serve as advisors and requested their
feedback throughout the project. The stakeholder advisory board helped us understand the
importance of this project from the perspectives of other entities that (1) conduct work that
intersects with that of CBOs, such as the Baltimore City Health Department or Department of
Social Services, (2) provide funding to CBOs (ie, foundations such as the Weinberg Foundation
or the Abell Foundation), (3) create policies that are relevant to CBOs, such as the Schaefer
Institute for Policy Research, and (4) have institutional missions that overlap with other CBOs,
such as Healthcare for the Homeless.
Unlike most randomized controlled trials, in which the intervention is decided before
the study begins, we (the Hopkins study team) developed the intervention strategies together
with the representatives of our intervention CBOs after the study began. We refer to this
process as codevelopment because the intervention was developed through the collaboration

9

of the study team (the academic partners) and the 10 CBOs that were assigned to the
intervention group.
When the study first began, we asked all the CBOs to complete a needs assessment to
express the challenges most commonly faced by their organization. The most salient issues
included referring clients to other organizations for additional support, developing a stronger
relationship with other CBOs to ultimately better serve clients, and interfacing with JHHS. Each
of these issues was directly linked to the final set of intervention strategies. The codevelopment
process was carried out via monthly meetings, regular email exchanges, and frequent phone
calls, which were arranged by the research team’s project coordinator, between CBO partners
and members of the research team.
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METHODS
Study Design
This study was a cluster randomized controlled trial that included 2 different levels of
treatment assignment (Figure 1). In Level 1, we randomly assigned the 22 CBOs that originally
agreed to join the study to either the intervention group (intervention CBO) or the comparison
group (comparison CBO). We conducted a stratified randomization process that constrained the
allocation of organizations based on their ZIP Code, their client population (small, medium, or
large), and the type of service offered. We purposefully balanced the number of churches,
neighborhood associations, and Hispanic-serving organizations in each group as well as the
primary type of services provided (food, housing, clothing, etc). Table 1 presents the CBOs
enrolled in the study and their group assignment. This aspect of the study design allowed us to
determine whether the effectiveness of the intervention on CBO clients and staff was
associated with intervention versus comparison status.
Figure 1. Illustration of Study Design

Abbreviation: J-Chip, Johns Hopkins Community Health Partnership.
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Table 1. Description of CBOs
No
.
Group
1 Intervention
2

Intervention

3

Intervention

4
5
6
7
8
9

Intervention
Intervention
Intervention
Intervention
Intervention
Intervention

10 Intervention
11 Intervention
12 Comparison
13 Comparison
14 Comparison
15 Comparison
16 Comparison
17 Comparison
18 Comparison
19 Comparison
20 Comparison
21 Comparison
22 Comparison

Name
Beans & Bread

Type of organization
Multipurpose: food,
clothing, etc
Berea-Eastside Neighborhood Neighborhood association
Association
Centro de la Comunidad
Multipurpose Hispanic
resources
Dee’s Place
Substance abuse
Franciscan Center
Multipurpose
Helping Up Mission
Housing/shelter
Maryland New Directions
Job training and placement
Moveable Feast
Food
St. Paul Community Baptist
Faith-based institution
Church
Faith-based institution
St. Vincent de Paul Churcha
Roberta’s House
Grief counseling
Bea Gaddy’s Family Center
Multipurpose: food,
clothing, etc
Civic Works
Employment/job training
Esperanza Center
Multipurpose Hispanic
Resources
Green & Healthy Homes
Multipurpose
Initiative
Reentry/substance abuse
Jericho Reentry Programb
Manna House
Multipurpose: food,
clothing, etc
McElderry Park Community
Neighborhood association
Association
Oliver Community Association Neighborhood association
Our Daily Bread Employment Job training and placement
Center
Waxter Center for Senior
Senior care
Citizens
Zion Baptist
Faith-based institution

ZIP
Code
21231

Size
Large

21213

Small

21224
21213
21218
21202
21218
21205
21213

Medium/l
arge
Medium
Large
Large
Large
Large
Medium

21202
21213
21231

Medium
Medium
Medium

21213
21231

Large
Large

21224

Large

21205
21218
21205

Small
Medium/l
arge
Small

21213
21202

Small
Large

21201

Medium

21213

Large

Abbreviation: CBOs, community-based organizations.
a
Attrition from study due to inability to participate fully.
b
Attrition from study due to program closing.

In Level 2, patients who lived closer to an intervention CBO were assigned to the
intervention group, and patients who lived closer to a comparison CBO were assigned to the
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comparison group. We used Google API to determine the distance between each patient’s
residence and each of the participating CBOs. Each patient was linked to the CBO closest to him
or her and assigned to the group (comparison or intervention) associated with the closest CBO.
This aspect of the study design allowed us to determine whether the use of health care by
patients was associated with intervention status.
We received ethics approval from the Johns Hopkins Bloomberg School of Public Health
IRB, No. 00005851.

PICOTS Framework
Using the PICOTS (Participants, Intervention, Comparators, Outcomes, Timing, Setting)
framework, we provide an overview of our study population, intervention, comparison,
outcomes, timing and setting, below.

Population:
1. CBOs (n = 22). Using the CONSORT 2010 Flow Diagram, we recruited, enrolled, and
randomized 22 CBOs into our cluster randomized controlled trial. Table 1 presents the
names of the CBOs included in the study, the type of services they provide, their
approximate size, and their ZIP Code. For each of the 22 CBOs, we collected data from a
sample of
a. CBO staff and
b. CBO clients.
2. Johns Hopkins Community Health Partnership (J-CHiP) Patients (n = 4917):
We collected data on a cohort of patients living in the neighborhoods around the 22
CBOs mentioned above. These high-risk patients were part of a quality of care
improvement project called the J-CHiP, which took place at Johns Hopkins Hospital and
Johns Hopkins Bayview Medical Center between 2013 and 2016.10 The cohort of
patients whose data we analyzed included all Priority Partners (Medicaid) Managed Care
Organization and Medicare patients who (1) were identified for the J-CHiP program by
either a risk prediction model or referral; (2) passed a screening process; and (3) had
monthly health care utilization data available, including the number of emergency
13

department (ED) visits and days spent in the hospital. The Medicare and Medicaid
claims data were collected through J-CHiP. In order to obtain access to these data, we
submitted a data requirement document with an explanation of how we planned to use
the data, which was approved, and the data were sent to us.
3. JHHS Staff:
a. Outpatient Staff: Social workers, nurse case managers, community health workers,
health educators, and behavioral health specialists working in the Johns Hopkins
Community Physicians outpatient clinics
b. Inpatient Staff: Social workers, nurse case managers, hospitalists, and transition
guides (ie, nurses who help transition discharged patients back to their homes) from
Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center

Intervention
Using the codevelopment process described earlier, the study team and the CBOs
developed a multicomponent intervention together. This intervention was implemented only
within the intervention CBOs. The following are the different components of the intervention:
•

Monthly Meetings: We held monthly meetings with all of our intervention CBO partners.
These meetings served several purposes: They helped build trust between the study
team (the academic partner) and our intervention CBOs (the community partners), and
they helped build the desired bonds among the intervention CBOs themselves. The
initial meetings focused on the common needs of intervention CBOs and the generation

•

of ideas about tools and resources that could help build their capacity to better serve
their clients. We held the meetings at the intervention CBO sites on a rotating basis. The
meetings included light dinner and typically lasted 2 to 3 hours. The initial meetings
were led by the study team until the representatives of the intervention CBOs were
oriented. Subsequent meetings were either co-led by the study team and members of
the CBOs, or led by the CBOs alone.

•

Creation of a Toolkit: Based on suggestions during the codevelopment process, we
created a Baltimore CONNECT website to house a toolkit of resources for the
intervention CBOs. These resources included contact information for all of the
intervention CBO members, health education materials for clients, guidance on
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recruiting and managing volunteers, and announcements about events and
opportunities. (Access the website at http://www.bmoreconnect.org.)
•

Subscription to Healthify: During an initial needs assessment, many of our community
members expressed a need for more complete and up-to-date information on all
existing community resources. After considering a number of options, we decided to
invest in the use of Healthify. Healthify is a subscription-based search engine designed
to help case managers and other staff of CBOs and health care organizations find and
refer clients or patients to appropriate social services and community resources. When a
user simply enters the service or resource needed into the search box—for example,
“food pantry”—Healthify returns all available food pantries that exist within the desired
distance specified. It also provides the address, phone number, hours of operation,
eligibility requirements, languages spoken, and other helpful information. This
information can be printed out and handed to a client. We provided all intervention
CBOs with a subscription to Healthify along with training on how to use it. More
information about Healthify can be obtained from their website at www.Healthify.com.

•

Access to a Research Assistant: We provided each intervention CBO with a designated
research assistant who spent 3 to 6 hours weekly at its site. Research assistants were
Johns Hopkins students who helped train CBO staff in the use of Healthify, volunteered
at the intervention CBO to which they were assigned, and acted as liaisons between the
study team and the intervention CBOs to facilitate bidirectional communication.

•

Meet and Greet Sessions: We arranged meet and greet sessions between intervention
CBO staff and health system staff to raise awareness about CBOs and the services they
provide, to provide opportunities for communication and promote personal
connections, and to foster referrals between intervention CBOs and health system staff.

Comparison
The 11 CBOs that were randomly assigned to the comparison group served as the
comparison CBOs. The comparison CBOs were not involved in the development of the
intervention and did not receive access to any of the intervention strategies (until the study was
over). A member of the Hopkins study team interacted with the comparison CBOs only to
collect the baseline and follow-up data.
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Outcomes
The outcomes of interest for each of our study populations are listed below:
1. CBO Staff: (1) Number of referrals made to the health care system, (2) number of
referrals received from the health care system, (3) number of referrals made to the
intervention CBOs and comparison CBOs in this study, (4) knowledge about community
resources, and
2. (5) perceived strength of the relationship with the health care system
3. CBO Clients: (1) Knowledge/awareness of other CBOs, (2) number of referrals to CBOs
by health care staff, and (3) number of referrals to health care organizations by CBO
staff
4. J-CHiP Patients: (1) ED visits, (2) days spent in the hospital, (3) ED visits plus hospital
days, and (4) inpatient admissions
5. JHHS Staff: (1) Barriers to referring patients to community resources, (2) capacity for
CBOs and health care organizations to work together, (3) confidence in knowledge
about community resources, (4) confidence in the capacity of CBOs to meet their clients’
needs, and (5) number of referrals to intervention CBOs and comparison CBOs
•

Timing:

•

July 2013: We were awarded the contract.

•

August 2013 to December 2013: We assembled the study team, prepared and
submitted the IRB application, and held our first stakeholder advisory board committee
meeting. We determined the number of CBOs eligible for inclusion in the study, and we
developed and applied our list of inclusion and exclusion criteria to create a short list of
potential CBOs.

•

January 2014: We invited approximately 30 CBOs to an information session about the
study.

•

February 2014: Twenty-two CBOs agreed to join the study

•

March 2014: CBOs were randomly assigned to 1 of the 2 study arms: the intervention
CBOs or the comparison CBOs.
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•

April 2014 to October 2014: Representatives from each of the intervention CBOs met
with the study team to codevelop the intervention strategies.

•

November 2014 to December 2014: We collected baseline data from all 22 participating
CBOs.

•

January 2015 to December 2015: The CBOs implemented the intervention strategies.

•

November 2015 to February 2015: We collected follow-up data from all participating
CBOs.

Setting
All the CBOs that participated in the study were located in East and Southeast
Baltimore. Figure 2 depicts the location of the CBOs in Baltimore City.

17

Figure 2. Map of Community-Based Organizations and Johns Hopkins Hospitals in Baltimore
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Data Collection Procedures
CBO Clients
We asked each CBO to specify a date within the baseline data collection time window
that would be convenient for collecting data in person from clients. Members of the study team
administered surveys to individual clients at each CBO by reading the questions aloud and
recording the answers on paper. We did not ask patients to identify themselves by name. For
those CBOs for which collecting data from clients at the sites was not feasible, we collected
data by phone. For each CBO, we collected data from the first 20 clients who were willing to
participate in the study. In most cases, every client was eager to participate. Each client was
given a $10 gift card to Walgreens for completing the survey. During the baseline data
collection period, we asked a few clients if they would participate in a longer semistructured
interview. Clients who were interested and willing to participate in the interview were given an
additional $10 gift card. (A summary of the results of these interviews is reported in the results
section under the subheading “CBO Client Interviews.”)

CBO Staff
Staff working at the intervention and comparison CBOs were asked to complete a survey
online or on paper, at baseline and follow-up. Each staff member was given a $10 gift card to
Walgreens for completing the survey. During the baseline data collection period, we also asked
a few staff in they would be willing to participate in a longer semistructured interview. Staff
who were interested and willing to participate in the interview were given an additional $10 gift
card.

Johns Hopkins Community Health Partnership Patients
We requested and were granted permission to use the data that were collected on JCHiP patients to examine health care utilization before and after our intervention. We used
Medicare and Medicaid claims data to ascertain the number of ED visits, number of inpatient
admissions, and number of hospital days for a cohort of patients participating in the J-CHiP
health system quality improvement program. We obtained data on the primary outcomes for
19

the study (ie, health care utilization) through health system billing data on patients eligible for
the J-CHiP program. We started the baseline period in April 2012—the year before the J-CHiP
program began—to ensure that the baseline data were not influenced by J-CHiP-related
initiatives. The follow-up data period began after randomization—specifically, April 2014.

JHHS Staff
Outpatient staff and inpatient staff were asked to complete an online survey at baseline
and follow-up. Staff who completed the survey were given a $10 gift card to Walgreens.

Additional Data Collected
In addition to the data described above, we collected process data on 3 of the
components of our intervention: (1) the partnership between the intervention CBOs and the
study team, (2) the use of the Healthify subscription, and (3) the meet and greet sessions.
•

Satisfaction With the Academic–Community Partnership: We used the Partnership Selfassessment Tool to measure the strength of collaboration among the CBOs and the
Baltimore CONNECT study team. The Partnership Self-assessment Tool is a validated
instrument that measures key indicators of successful collaboration within
partnerships.12

•

Use of the Healthify Subscription: We obtained data from the Healthify company on the
number and type of searches conducted by each intervention CBO.

•

Evaluation of the Meet and Greet Sessions: We asked the attendees of the meet and
greet sessions to complete an anonymous evaluation to provide feedback on whether,
and how, they benefited from the sessions.

Qualitative Data
We conducted semistructured interviews with a sample of CBO clients, CBO staff, and
JHHS inpatient and outpatient staff at baseline. The interviews lasted approximately 30 to 60
minutes and were audio-recorded and transcribed verbatim. We also conducted in-depth
interviews with the primary representatives of each of our intervention CBOs. The interviews
lasted approximately 60 minutes and were audio-recorded and transcribed verbatim.
20

Hypotheses
CBO Clients
For the outcomes pertaining to CBO clients, we hypothesized that we would observe an
increase, between baseline and follow-up, in the number of clients who reported that a CBO
staff member (or volunteer) told them about other CBO programs or services that might be
helpful to them, and an increase in the number of organizations that clients were informed
about. Similarly, we hypothesized that we would observe an increase, between baseline and
follow-up, in the number of clients who reported that they were referred from a doctor’s office,
health clinic, or hospital to a CBO and, conversely, from a CBO to a doctor’s office, health clinic,
or hospital. Additionally, we hypothesized that the clients of intervention CBOs would report
having fewer difficulties finding a job, paying for their utilities, getting transportation, getting
the food they needed, and finding housing in the past month than would clients of the
comparison CBOs.

CBO Staff
For the outcomes pertaining to CBO staff members, we hypothesized that we would
observe an increase, from baseline to follow-up, in the number of clients referred from the
intervention CBOs to the Johns Hopkins Health Care System and in the number of referrals sent
from the Johns Hopkins Health Care System to the intervention CBOs. Additionally, we expected
to see an increase, from baseline to follow-up, in (1) the percentage of respondents expressing
at least moderate confidence in having all the information needed about the community
organizations available to help their clients and (2) the percentage of staff expressing at least
moderate confidence in being well equipped to refer clients to the appropriate community
organizations in the intervention CBOs compared with the comparison CBOs. We further
hypothesized that the percentage of staff agreeing that their organization communicates
frequently with other community organizations would increase more between baseline and
follow-up in the intervention CBOs compared with the comparison CBOs.
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Johns Hopkins Community Health Partnership Patients
For the primary outcomes, we hypothesized that we would observe a decrease,
between baseline and follow-up, in the number of ED visits, the number of inpatient
admissions, and the number of days spent in the hospital among J-CHiP patients in the
intervention group (those living in closer proximity to the 10 intervention CBOs) than among JCHiP patients in the comparison group (those living in closer proximity to the 10 comparison
CBOs).

JHHS Staff
The hypotheses for the inpatient and outpatient health care staff were the same. We
hypothesized that all staff members would report fewer barriers to linking patients to
community resources and that they would be more likely to find out about community
resources through a web-based platform (ie, Healthify) at follow-up than at baseline. We also
expected health care staff to express greater confidence at follow-up regarding the following:
(1) that existing community resources can meet their patients’ needs, (2) that the community
resources to which they refer their patients will meet their needs, (3) that they have all the
information they need about the community resources available to help their patients, and (4)
that they know whom to contact at a given community organization. We expected to detect an
increase in the percentage of staff who state that health care organizations and community
resource organizations work well together. Finally, we expected that health care staff would be
more likely to refer their patients to an intervention CBO than to a comparison CBO at followup.

Statistical Analysis
CBO Clients and Staff
We analyzed changes in responses among CBO clients and CBO staff from baseline to
follow-up by calculating difference-in-differences statistics. For each question on the CBO client
and staff surveys, we calculated a weighted average (with weights proportional to the number
of respondents at each CBO) of the baseline and follow-up responses among the intervention
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CBOs and comparison CBOs. We calculated the change in average responses from baseline to
follow-up in the 2 groups and then determined the differences in changes by comparing the
intervention CBOs against comparison CBOs. We employed randomization inference, a
permutation-based analysis, to assess the significance of the difference-in-differences statistics.
We recomputed the unadjusted and adjusted difference-in-differences test statistics for each of
the 2635 other possible allocations of the treatment assignments that met the randomization
criteria. For each difference-in-differences statistic, we calculated the proportion of permuted
statistics with values higher in magnitude than those observed in difference-in-differences (the
P value).

Johns Hopkins Community Health Partnership Patients
We analyzed records for 6491 patients, 5287 of whom were determined by a screener
as eligible for participation in J-CHiP. We calculated a monthly average of the number of ED
visits and days spent in the hospital for each patient in the preintervention (September 1, 2012,
to March 9, 2014) and postintervention (March 10, 2014, to September 30, 2015) periods. We
recorded utilization data on the first of the month, so we excluded observations from March
2014 since they straddled the preintervention and postintervention periods. We excluded 340
eligible J-CHiP patients who had no utilization data available for the preintervention and/or
postintervention period. For eligible J-CHiP patients with data missing in some but not all
months in the preintervention and/or postintervention periods, we omitted those months from
the period-specific average monthly calculations.
A change score was calculated for each patient as the difference between the average
sum of the number of days spent in the hospital and ED visits in the past month, before and
after implementation of the CBO-level intervention. As a secondary outcome, we assessed the
change in the average monthly number of inpatient admissions. We determined the CBO most
proximal to each patient’s home, excluding an additional 30 patients whose address was
unknown, for a total of 4917 patients included in the analysis. We calculated average change
scores among patients linked to each of the CBOs and took a weighted average of the CBO
averages among the intervention CBOs and comparison CBOs, with weights proportional to the
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number of J-CHiP patients closest to each CBO. We calculated the difference between the
weighted average of the change scores among the intervention CBOs and comparison CBOs—
the difference-in-differences statistic. To account for factors not balanced by design, we also
calculated adjusted patient-level change scores, the residuals from regressing each patientspecific change score on his or her baseline utilization, age, gender, and insurance type. As with
the CBO client and staff data, we employed Fisher’s randomization inference to test the null
hypotheses that the intervention had no effect on changes in hospital utilization measures from
baseline to follow-up.

JHHS Inpatient and Outpatient Staff
For JHHS inpatient and outpatient staff, we compared changes in the responses among
all the inpatient and outpatient staff surveyed at baseline and follow-up. We used Pearson’s
chi-squared test to assess differences in proportions.

Qualitative Analyses
A team of 4 coders reviewed the transcripts from the baseline interviews with CBO staff,
CBO clients, and JHHS staff; 2 coders were assigned to each study population. We used the
method of constant comparative analysis to identify and analyze themes emerging from the
interviews and developed a codebook to summarize predominant themes and subthemes. Two
coders utilized a similar process to analyze the follow-up interviews, with attention to areas of
convergence and divergence across intervention CBO partners.
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RESULTS
Community-Based Organizations
We initially randomized 22 CBOs. However, 1 of the CBOs in the intervention group
dropped out before baseline data collection due to an inability to participate, and 1 of the CBOs
in the comparison group closed, which prevented us from collecting follow-up data from their
staff and clients. Thus, our analyses were based on the 20 CBOs that remained in the study.

Health Care Utilization Outcomes
Table 2 reports the results for the health care utilization outcomes, including ED visits,
days spent in the hospital, ED visits plus hospital days, and inpatient admissions. The bulk of the
monthly utilization outcomes were zero throughout the study, without any appreciable overall
changes between periods. The difference-in-differences statistics comparing the change in ED
visits plus hospital days or inpatient admissions from preintervention to postintervention were
all very close to zero. We cannot conclude that the intervention influenced health care
utilization levels for patients at any of the CBOs (Table 3).
Table 2. Health Care Utilization Data: Summary Data by Period
Outcomes

Statistic

Overall

Preintervention

Postintervention

206 763

101 605

105 158

Mean

0.190

0.193

0.187

Median

0

0

0

Monthly days spent in the
hospital

Mean

0.393

0.389

0.397

Median

0

0

0

Monthly ED visits plus hospital
days

Mean

0.583

0.582

0.584

Median

0

0

0

Monthly inpatient admissions

Mean

0.069

0.065

0.072

Median

0

0

0

Patient mo
Monthly ED visits

Abbreviation: ED, emergency department.
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Table 3. Health Care Utilization Difference-in-Differences Analysis
Outcomes

Difference-indifferences statistic

P value

Unadjusted ED visits plus hospital days

0.0049

.93

Adjusted ED visits plus hospital days

0.018

.63

Unadjusted inpatient admissions

0.0022

.76

Adjusted inpatient admissions

0.0029

.39

Abbreviation: ED, emergency department.

CBO Clients
The demographics for the CBO clients across all CBOs are reported in Table 4. Most
clients were 45 to 54 years old, slightly less than half of clients were female, approximately 40%
had at least a high school degree, and more than three-quarters were African American.
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Table 4. CBO Client Demographics
Baseline

Follow-up

Question

Response

Comparison
CBOs
(n = 179)

Age, % by
category, y

18-24

5.6

4.1

4.9

5.4

3.6

4.4

25-34

14.7

8.8

11.6

10.8

9.6

10.2

35-44

13

18.7

15.9

14

17.8

15.9

45-54

24.3

32.6

28.6

31.2

27.9

29.5

55-64

16.9

26.9

22.2

16.1

28.9

22.7

65-74

16.4

6.7

11.4

16.1

7.1

11.5

75 or older

9

2.1

5.4

6.5

5.1

5.7

Gender, %

Female

59.1

39.1

48.6

61.3

35

47.8

Employment
status, % by
category

For wages

11.4

11

11.2

21

20.3

20.6

Homemaker

0.6

2.6

1.6

2.7

0

1.3

Retired

23.9

8.9

16.1

24.7

13.7

19.1

Retired due to disability

13.1

15.2

14.2

11.8

17.8

14.9

Self- employed

2.3

6.3

4.4

2.7

3

2.9

Student

0.6

2.1

1.4

2.2

1

1.6

Unemployed >1 y

31.8

37.2

34.6

22.6

28.4

25.6

Unemployed <1 y

16.5

16.8

16.6

12.4

15.7

14.1

Graduate
degree

1.7

1.6

1.6

4.3

1.5

2.9

College graduate

8.5

6.8

7.6

6.5

5.1

5.8

Some college

22.6

24.1

23.4

25.9

21.9

23.9

Education, % by
category

Intervention
CBOs (n = 193)

Total
(N = 372)

Comparison
CBOs
(n = 186)

Intervention
CBOs (n = 198)

Total
(N = 384)
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Baseline

Follow-up

Comparison
CBOs
(n = 179)

Intervention
CBOs (n = 193)

Total
(N = 372)

Comparison
CBOs
(n = 186)

Intervention
CBOs (n = 198)

Total
(N = 384)

High school graduate or
GED

40.1

41.4

40.8

35.7

46.9

41.5

Less than high school

27.1

26.2

26.6

27.6

24.5
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Black or African
American

81.1

75.8

78.3

81.2

73.5

78.5

White

7

10.6

8.9

16.7

18.9

18.1

Asian

0

0

0

0

1

0.5

Pacific Islander

0

0

0

0.5

0

0.3

American
Indian

2.7

3

2.9

0

3.1

0

Other

9.2

10.6

9.9

1.6

3.6

2.7

Hispanic/Latino, % Yes

9.7

14.7

12.3

11.8

11.7

11.8

ZIP Code, % by
category

21201

1.1

3.6

2.4

2.7

2

2.3

21202

10.6

11.9

11.3

16.7

12.6

14.6

21205

11.7

8.3

9.9

14

6.6

10.2

21206

5

2.1

3.5

1.1

1.5

1.3

21212

3.9

1.6

2.7

1.6

1

1.3

21213

19

18.7

18.8

15.1

16.7

15.9

21215

2.2

3.1

2.7

1.6

6.1

3.9

21216

1.1

4.7

3

2.2

2

2.1

21217

5.6

6.2

5.9

4.3

6.1

5.2

21218

9.5

8.3

8.9

8.6

7.1

7.8

Question

Race, % by
category

Response
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Baseline

Question

Follow-up

Response

Comparison
CBOs
(n = 179)

Intervention
CBOs (n = 193)

Total
(N = 372)

Comparison
CBOs
(n = 186)

Intervention
CBOs (n = 198)

Total
(N = 384)

21223

3.4

2.6

3

4.3

3.5

3.9

21224

5.6

7.3

6.5

3.8

4.5

4.2

21229

2.2

2.6

2.4

1.6

2

1.8

21230

1.7

2.1

1.9

3.8

1.5

2.6

21231

3.9

3.6

3.8

5.4

3.5

4.4

21239

2.8

1

1.9

2.2

1.5

1.8

Abbreviations: CBO, community-based organizations; GED, general education degree.
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Table 5 presents the results of the CBO client data. The difference-in-differences statistic
indicated no significant differences between the intervention and comparison groups with
respect to any of the outcomes of interest, including whether clients were told by a staff
member about other organizations that might be helpful to them, the number of organizations
they were referred to, whether they were referred to the health care system by a CBO, or
conversely, whether they were referred from a CBO to the health care system. The differencein-differences statistic also indicated no significant differences between the intervention and
comparison groups for any of the difficulties that clients experienced.
Table 5. CBO Client DiD Analyses

Question/response

Comparison

Intervention

Baseline (n Follow-up
= 179)
(n = 186)

Baseline
(n = 193)

Follow-up
(n = 198)

DiD

P
value

Told by a staff member about
67.1%
other organizations that might be
helpful

63.0%

68.3%

66.7%

3.1

.35

Told about 7 or more
organizations by a staff member

17.7%

12.8%

16.5%

15.2%

2.9

.28

Referred from the health care
system to a CBO

7.3%

11.8%

12.4%

15.7%

–1.1

.57

Referred from a CBO to the
health care system

15.6%

17.2%

23.8%

18.7%

–6.0

.80

Experienced difficulty finding a
job

45.5%

31.2%

43.7%

39.3%

10.6

.92

Experienced difficulty paying for
utilities such as BGE bills

38.5%

36.6%

34.4%

32.7%

–0.5

.48

Experienced difficulty getting
transportation

32.8%

33.3%

28.7%

32.0%

2.9

.60

Experienced difficulty getting the
food needed

21.6%

24.2%

18.0%

25.5%

3.6

.59

Experienced difficulty finding
housing

22.9%

22.1%

28.9%

31.8%

4.2

.81

Abbreviations: BGE, Baltimore Gas and Electric; DiD, difference-in-differences.
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CBO Staff
Tables 6 and 7 report the results of the CBO staff data. The difference-in-differences
statistics were not significantly different for any of the outcomes of interest, including the
number of clients referred to other CBOs or the health care system, interactions with other
CBOs, or confidence in making referrals. There was also no significant increase of referrals from
intervention CBOs to either other intervention CBOs or comparison CBOs that can be attributed
to the trial (Table 7).
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Table 6. CBO Staff Difference-in-Differences Analysis
Comparison
Follow-up
(n = 32)

Baseline
(n = 43)

Follow-up
(n = 38)

DiD

P
value

Personally referred ≥6 clients to a 52.5%
CBO in the past mo

59.4

67.4%

63.2%

–11.2%

.7

Referred clients to ≥6 different
CBOs in the past mo

27.5%

43.8%

37.2%

36.8%

–16.6%

.74

Received ≥6 client referrals from
other CBOs in the past mo

42.5%

39.5%

55.8%

38.6%

–15.5%

.71

Strong relationship with the staff
at other CBOs

74.3%

80.6%

73.2%

67.6%

–12.0%

.73

Interacted with ≥3 people who
work at CBOs in Baltimore City in
the past mo

50.0%

62.5 %

62.8%

63.2%

–12.1%

.67

Referred ≥1 client to a Johns
Hopkins or Bayview Medical
Center doctor, clinic, treatment
program, or ED in the past mo

37.5%

40.6%

25.6%

50.0%

21.3%

.18

Received ≥1 referral from a Johns
Hopkins or Bayview Medical
Center doctor, clinic, treatment
program, or ED in the past mo

30.0%

37.5%

25.6%

34.2%

1.1%

.48

Reported community and health
care organizations work together
moderately to extremely well

50.0%

44.8%

48.8%

58.3%

14.7%

.24

Confident that CBOs exist that can 77.1%
meet their clients’ needs

82.8%

90.2%

91.9%

–4.0%

.6

Confident that they have all the
information they need about the
CBOs that are available to help
their clients

57.5%

65.6%

46.5%

68.4%

14.8%

.29

Confident that they’re well
equipped to refer clients to the
appropriate CBOs

79.4%

69.0%

72.5%

77.8%

15.7%

.11

Confident that the CBOs to which 90.3%
their clients are referred will meet
their needs

96.6%

95.0%

94.4%

–6.8%

.83

Question/response

Baseline
(n= 40)

Intervention
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Comparison

Intervention

Baseline
(n= 40)

Follow-up
(n = 32)

Baseline
(n = 43)

Follow-up
(n = 38)

DiD

P
value

Their program/organization is
well informed about the
programs/ services other CBOs
offer

56.4%

56.3%

67.4%

78.9%

11.7%

.29

Their program/organization
communicates frequently with
other CBOs

53.8%

75.0%

74.4%

65.8%

–29.8%

.87

Question/response

Abbreviations: CBOs, community-based organizations; DiD, difference-in-differences; ED, emergency department.

Table 7. CBO Staff Difference-in-Differences Analysis
Type of CBO staff

Referrals to:

Baseline,
%

Followup, %

Change,
%

DiD, %

P valuea

Referrals by all CBO staff

Comparison CBOs

9.29

9.42

0.13

–0.32

.56

Intervention CBOs

13.47

13.28

–0.19

Referrals by intervention
CBO staff

Comparison CBOs

9.77

9.21

–0.56

–0.14

.52

Intervention CBOs

16.26

15.57

–0.70

Referrals to comparison
CBO staff

Comparison CBOs

8.74

9.77

1.03

–1.08

.65

Intervention CBOs

10.94

10.89

–0.05

Abbreviations: CBOs, community-based organizations; DiD, difference-in-differences.
a
The P value here is 1-sided based on a hypothesis that the intervention would increase the percentage of referrals
made to intervention CBOs (positive DiD statistic).
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JHHS Inpatient Staff
The most frequently reported challenges inpatient hospital staff faced in linking patients
with community resources was the lack of information about available community resources
and the lack of accurate, up-to-date information about CBO services (Table 8). However, we
observed no significant differences between intervention and comparison CBOs with regard to
any of the barriers to referring patients to community resources or the levels of confidence in
referring patients to community resources. The only statistically significant result for JHHS
inpatient staff indicated that inpatient staff were more likely to refer a patient to an
intervention CBO than to a comparison CBO during the follow-up period. Specifically, we
observed a 2.9% increase in referrals made to intervention CBOs compared with referrals made
to comparison CBOs between baseline and follow-up (P = .051).
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Table 8. Johns Hopkins Health System Inpatient Staff Data
Baseline
Follow-up (n
(n = 61), % = 80), %
Change, %

P
value

Questions

Response options

Which of the following
challenges/barriers do
you face when referring
patients to a community
resources?

Lack information
57.4
about available
community resources

56.3

–1.1

.500

Lack accurate up-todate information
about community
resources

55.7

57.5

1.8

.515

Lack the ability to
follow up with
patients

26.2

28.7

2.5

.56

Uncomfortable
referring patients to
unfamiliar places

11.5

18.8

7.3

.828

Unsure about the
quality of services
being delivered

41.0

36.3

–4.7

.345

Ask colleagues

91.8

85.0

–6.8

.834

Internet search

75.4

85.0

9.6

.112

List of places familiar
with/used before

54.1

60.0

5.9

.298

Resource directory
(paper)

39.3

31.3

–8.0

.794

Web-based platform

16.4

13.8

–2.6

.579

How well do health care
Extremely to
organizations and
moderately well
community resource
organizations work
together to help patients?

42.6

50.0

7.4

.258

How confident are you
about the following?
(moderately to extremely
confident is reported)

Community
resources exist that
would meet your
patients’ needs.

70.3

69.4

–0.9

.5

The community
resources to which
you refer your

56.9

62.5

5.6

.329

How do you find out
about existing community
resources?
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Questions

Response options

Baseline
Follow-up (n
(n = 61), % = 80), %
Change, %

P
value

patients will meet
their needs.
You have all the info 33.3
you need about the
community resources
available to help your
patients.

46.6

13.2

.094

You know who to
contact at a given
community
organization.

27.8

37.5

9.7

.170

3.0

4.1

2.9 (DiD)

.051

5.4

9.5

In the past month, did you Comparison CBOs
refer a patient to 1 of the
Intervention CBOs
following community
resource organizations?

Abbreviations: CBOs, community-based organizations; DiD, difference-in-differences.

JHHS Outpatient Staff
The most frequently reported challenges outpatient staff faced in linking patients with
community resources was the lack of information about available community resources and the
lack of accurate, up-to-date information about CBO services (Table 9). Unlike the findings for
the inpatient staff, we observed a statistically significant reduction in these barriers reported by
outpatient staff over time. The percentage of outpatient staff reporting these barriers
decreased by 15.2% (P < .05) and 18.3% (P < .05), respectively, from baseline to follow-up.
Additionally, the percentage of outpatient staff reporting confidence in having all the
information they need about community resources to help their patients increased by 14.4%
from baseline to follow-up, and this result was also statistically significant. Similar to the results
observed for the inpatient staff, our results indicated that outpatient staff were significantly
more likely to refer a patient to an intervention CBO than to a comparison CBO during the
follow-up period. Specifically, we observed a 6.6% increase in referrals made to intervention
CBOs compared with comparison CBOs between baseline and follow-up (P = .027).
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Table 9. Johns Hopkins Health System Outpatient Staff Data
Baseline
(n = 124),
%

Follow-up
(n =113), %

Change, %

P
value

Lack information
53.2
about available
community resources

38.0

–15.2

.014

Lack accurate up-todate information
about community
resources

57.3

38.9

–18.3

.004

Lack the ability to
follow up with
patients

12.9

15.0

2.1

.613

Uncomfortable
referring patients to
unfamiliar places

23.4

17.7

–5.7

.179

Unsure about the
quality of services
being delivered

37.1

31.9

–5.2

.239

Ask colleagues

74.2

74.3

0.1

.5

Internet search

75.0

77.0

2

.418

List of places familiar
with/used before

67.7

67.2

–0.5

.5

Resource directory
(paper)

34.7

47.8

13.1

.028

Web-based platform

21.8

30.1

8.3

.095

How well do health care
Extremely to
organizations and
moderately well
community resource
organizations work
together to help patients?

56.5

62.3

5.7

.232

How confident are you
about the following?
(moderately to extremely
confident is reported)

Community
resources exist that
would meet your
patients’ needs.

74.5

73.1

–1.5

.535

The community
resources to which
you refer your

74.1

76.2

2.1

.422

Questions

Response options

Which of the following
challenges/barriers do
you face when referring
patients to a community
resources?

How do you find out
about existing community
resources?
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Questions

Baseline
(n = 124),
%

Follow-up
(n =113), %

Change, %

P
value

You have all the info 52.3
you need about the
community resources
available to help your
patients.

66.7

14.4

.023

You know who to
contact at a given
community
organization.

52.3

60.0

7.7

.156

10.6

12.3

6.6 (DiD)

.027

11.6

19.9

Response options
patients will meet
their needs.

In the past month, did you Comparison CBOs
refer a patient to 1 of the
Intervention CBOs
following community
resource organizations?

Abbreviations: CBOs, community-based organizations; DiD, difference-in-differences.

Intervention Process Measures
Results of the Partnership Self-assessment Tool
From the 10 intervention CBO members eligible to complete the Partnership Selfassessment Tool, we received 9 questionnaires. The results, summarized in Table 10, indicate
that the majority of intervention CBO partners reported the following as benefits to
participation: They developed new skills; used their expertise more; acquired useful knowledge
about services, programs, or people in the community; developed valuable relationships; and
were better able to meet the needs of their clients, contribute to the community, and have a
greater impact in their work than they could have achieved on their own. Of participants, 84%
believed that the benefits of participating in the partnership exceeded, or greatly exceeded, the
drawbacks. The most notable drawback reported was the diversion of time and resources away
from other priorities or obligations. Respondents exhibited high satisfaction with participating
in the partnership, but they reported less satisfaction with the way that the partnership
implemented its plans. The majority of intervention CBO partners indicated that they were very
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or extremely comfortable with the way that decisions were made in the partnership and that
they supported the decisions made by the partnership most or all of the time.
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Table 10. Results of the Partnership Self-assessment Tool (n = 9)
Domain

Survey item

% Yes

Benefits to
participation

Enhanced ability to address an important issue

50

Development of new skills

63

Heightened public profile

50

Increased utilization of my expertise or services

75

Acquisition of useful knowledge about services, programs, or
people in the community

100

Enhanced ability to affect public policy

38

Development of valuable relationships

100

Enhanced ability to meet the need of my constituency or clients

75

Ability to have a greater impact than I could have on my own

88

Ability to make a contribution to the community

100

Acquisition of additional financial support

50

Diversion of time and resources away from other priorities or
obligations

50

Insufficient influence in partnership activities

14

View negatively due to association with other partners or the
partnership

0

Frustration or aggravation

13

Insufficient credit given to me for contributing to the
accomplishments of the partnership

0

Conflict between my job and the partnership’s work

13

Drawbacks to
participation

Comparing benefits
and drawbacks

Satisfaction with
participation (mostly
or completely
satisfied)

So far, how have the benefits of participating in this partnership
compared with the drawbacks?
Benefits exceed or greatly exceed drawbacks

84

Benefits and drawbacks are about equal

17

How satisfied are you with the way the people and organizations
in the partnership work together?

100

How satisfied are you with your influence in the partnership?

100

How satisfied are you with your role in the partnership?

100

How satisfied are you with the partnership’s plans for achieving
its goals?

50

40

Domain

Decision-making

Survey item

% Yes

How satisfied are you with the way the partnership is
implementing its plans?

33

How comfortable are you with the way decisions are made in the
partnership?
(% very or extremely comfortable)

75

How often do you support the decisions made by the
partnership? (% all or most of the time)

100

How often do you feel that you have been left out of the
decision-making
process? (% none or almost none of the time)

100

Healthify Usage
We requested data on the number of searches that our intervention CBOs performed
during the intervention period, from the Healthify company. Data provided to us from Healthify
show that CBO staff conducted 2548 Healthify searches between January 1, 2015, and
December 31, 2015. Table 11 illustrates that the most frequent users of Healthify were St.
Vincent de Paul Church, the Berea-Eastside Neighborhood Association, the Franciscan Center,
and Beans & Bread. Notably, the 2 organizations with the highest level of Healthify usage had
no system in place for providing their clients or members with information about existing
resources before their involvement in Baltimore CONNECT. In fact, these organizations
deployed Healthify in novel ways to assist their clients. At Berea, volunteers went door to door
to ask neighbors if they needed health or social services and used Healthify to refer them to
places that could address those issues. St. Vincent de Paul used Healthify to provide a list of
food pantries and local health services to former homeless clients who were being moved into
homes in unfamiliar neighborhoods and ZIP Codes.
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Table 11. Number of Healthify Searches Performed by CBO From January 1, 2015, to
December 31, 2015 (N = 2548)

Name of CBO (n = 10)

Total No. of
confirmed
users (n = 52)

Total No. of
searches

Average No.
of searches
per user

St. Vincent de Paul Church

8

609

76

Berea-Eastside Neighborhood Association

3

510

170

Franciscan Center

8

419

52

Beans and Bread

7

354

51

Maryland New Directions

7

230

33

Centro de la Comunidad

3

217

72

Helping Up Mission

5

74

15

Dee’s Place

3

72

24

Moveable Feast

6

35

6

Roberta’s House

2

28

14

Abbreviation: CBO, community-based organization.

We also examined the types of services and resources for which Healthify was used.
Table 12 indicates that the most common search was for housing, followed by food
assistance, financial support, family needs, health care, legal issues, and employment
(Table 12).
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Table 12. Distribution of Types of Healthify Searches Across All CBOs From January 1, 2015, to
December 31, 2015 (N = 2548)
Type of need

%

Housing

16

Food

15

Financial support

13

Family

12

Health

4

Legal

4

Community

1

Work

1

Other
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Evaluation of Meet and Greet Sessions
We held 5 meet and greet sessions between February 2015 and October 2015. We
collected 190 evaluations from the attendees, which included Johns Hopkins inpatient and
outpatient social workers, case managers, transition guides, and community health workers.
The attendees received these sessions favorably, indicating that the sessions increased their
knowledge of available resources in the community. Tables 13 and 14 present these results, as
well as a sample of the participants’ verbatim comments, respectively.
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Table 13. Results From the Meet and Greet Evaluations Averaged Over 5 Sessions (n = 190)

Statementa

Agree or
strongly
agree

This meet and greet fulfilled my expectations.

94

I have a better understanding of Baltimore CONNECT’s community organizations.

94

I have a better understanding of the resources/people available through the Johns
Hopkins Health System.

90

I am confident that I have enough information about these services to refer
patients/clients as needed.

84

I feel more confident about contacting the organizations that presented today.

93

I feel better prepared to serve my patients as a result of the meet and greet today.

89

I plan on sharing the information I learned today with my colleagues and peers.

96

I think another meet and greet should be scheduled for people who were not here
today.

82

I am interested in participating in another meet and greet session.

91

Abbreviation: CONNECT, Community-based Organizations Neighborhood Network: Enhancing Capacity Together
a
The statements are listed in the order in which they appeared in the original survey.

Table 14. Sample Comments From Attendees About the Meet and Greet Sessions
What attendees liked most:
The thing I liked the most was learning about the City of Baltimore services.
Each representative speaking about what their organization offers
Sharing information. Can this type of meeting happen on a regular basis?
Updated phone numbers that I can actively use to assist our patients’ needs
Having time to meet community leaders face to face
Information on specific services provided per organization
Enjoyed hearing about what the agencies have to offer. Learned new information that will help my
patient population.
Great idea on how to get an overview of different organizations’ services
I love the new information that I was unaware of in the community.
It helps me know things that I didn’t know before.
We are all trying to assist our community — a team can move mountains! Thanks so very much.
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Baseline Interviews Conducted With CBO Clients and Staff and With JHHS Staff
With our baseline interviews, we sought to characterize (1) the experiences of CBO
clients seeking services at the CONNECT CBOs and navigating the landscape of local social and
health care resources, (2) the multitude of factors affecting CBO staff at their respective
organizations, and (3) frontline inpatient and outpatient JHHS staff. The results of these
interviews are summarized below. We provide a table with the dominant themes and
subthemes and a selection of illustrative quotes in the appendix.

CBO Client Interviews
We identified 3 overarching themes from the reports of the CBO clients interviewed: (1)
high perceived utility of the CBOs, (2) mixed experiences navigating available resources, and (3)
ambivalence about the actual extent of linkages between health care entities and CBOs.
Overall, CBO clients, regardless of CBO assignment, reported high satisfaction with the
services they received from the staff at their respective CBOs. They also reported a high level of
trust in their CBOs, which they attributed to a general sense of camaraderie, unity, and staff’s
nonjudgmental attitudes toward clients. The high baseline levels of trust and satisfaction with
services rendered by CBO staff may partially explain the non–statistically significant effect of
the intervention on client outcomes.
In terms of navigating community resources, the majority of clients seeking services
from their CBOs reported going to no more than 3 other CBOs. Their accounts of their
experiences varied. On one hand, the majority expressed that in an attempt to obtain services
from other CBOs, they experienced long wait lines, judgmental tones and service from staff, no
answers upon calling, and a dearth of sufficient staff available to assist them. On the other
hand, 1 client mentioned that the wide variety of services meant that there was “no excuse” to
get back on their feet, given that everything one could need was available in the city through
these CBOs. This respondent’s viewpoint reflected the general consensus that there was no lack
of services available throughout Baltimore City; rather, the primary concern was their perceived
quality, which, as shared by participants, differed from one organization to another.
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Clients’ thoughts regarding the actual relationship between CBOs and health care
entities can best be described as uncertain: They appeared to be undecided or unaware of any
connections between their respective CBOs and health care organizations. However, nearly all
of the clients expressed the belief that such a relationship between these entities was critical,
citing such factors as long waits at clinics and hospitals, inefficiency from both parties, a
perceived lack of community involvement on the part of the health care system, and language
barriers as evidence implying the need for stronger relationships between health care
organizations and social resources. Additionally, although they did not expressly use the term
“social determinants of health,” we found indications that the clients interviewed had an
implicit understanding of the link between underlying social determinants and their impact on
physical health, which emerged as an explanation of why social services and health care
organizations should build and sustain relationships.

CBO Staff Interviews
Analyses of CBO staff interviews revealed 5 broad themes: (1) factors affecting CBO-toCBO relationships, (2) the nature of the relationship between CBOs and JHHS, (3) general
referral experiences, (4) perceptions of CBO capacity, and (5) the ways in which CBO staff make
sense of their clients’ needs. Our results suggest a close relationship between CBO-to-CBO
referral patterns and CBO-to-CBO relationships. Specifically, according to the vast majority of
the CBO staff interviewed, the staff who made referrals to CBOs tended to have preexisting
relationships with specific points of contact at each organization. Additionally, CBO staff valued
cultivating and maintaining relationships with other CBOs because of the potential to leverage
those relationships in support of their clients.
Similarly, relationships between CBOs and JHHS were also shaped by referral patterns to
and from the health care system. Most of the CBO staff interviewed had minimal relationships
with staff from the health system. Staff who had any relationship with John Hopkins University
had connections to specific departments and personnel. One interviewee highlighted that the
lack of a specific point of contact at the hospital was a barrier to making referrals there. She
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recommended that just as she is able to speak to a specific person at a partnering CBO, it would
be beneficial to have such a point person at Hopkins.
In terms of CBO capacity, there was convergence among the CBO staff interviewed, of
an interplay between perceived institutional strength and perceived individual capacity to meet
clients’ needs. On one hand, the staff frequently associated the institutional capacity of CBOs to
meet clients’ needs with factors extrinsic to the organization—specifically, a perceived lack of
financial resources to support the organization’s mission and structural issues (such as housing
and health) affecting their clients. On the other hand, the CBO staff responses suggest that their
perceived individual capacity to meet clients’ needs was, indeed, influenced by the broader
institutional strength, such that they believed that their ability to support their clients was
either supported or circumscribed by institutional characteristics (eg, CBOs providing training or
facing economic hardship). All of the CBO staff interviewed expressed confidence in their own
ability to help their clients, with several staff stating that their own personal experiences in
seeking and acquiring assistance conferred an understanding of how best to help clients.
Finally, in terms of their awareness of clients’ needs, our analyses indicate that CBO staff
tended to implicitly create a taxonomy of a client’s needs, whereby a client’s underlying social
factors were considered as drivers of his or her health and well-being. This delineation of
various types of needs, beyond those directly targeted by the organization, suggests awareness
of the full complement of needs that afflict clients seeking services at their respective
organizations.

JHHS Staff Interviews
Four major themes emerged from interviews conducted with JHHS staff: (1) factors
affecting the health system-to-CBO relationship, (2) perceptions of CBOs, (3) referrals made to
CBOs, and (4) awareness of, or familiarity with, connecting to CBOs. Understanding the
relationships among these domains is important. A prime example lies in the barriers cited
among JHHS staff in cultivating and sustaining relationships with CBOs. The interviewees
mentioned that the following factors negatively influenced the relationship between health
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systems and CBOs: variations in eligibility criteria for service from CBOs, difficulties in
connecting to the appropriate person at CBOs, the perceived timeliness (or lack thereof) of
services or referrals, the perceived lack of professionalism or formality on the part of CBOs, and
reluctance to refer due to fear that the patient would not be well served. Moreover, the staff
member’s occupation appeared to influence the perceived presence and strength of these
barriers. Those whose work was proximal to the community (such as community health
workers) were more likely than those working in hospitals to be aware of community resources
and to cite the need for JHHS to engage more meaningfully in the community.
Nonetheless, regardless of their roles, nearly all the staff interviewed mentioned the
following as strategies to strengthen the relationship between CBOs and the health system:
provision of satellite/social service hubs around Baltimore, a standardized process for referral
and regular communication, email/phone contact, follow-up and documentation, a clearer
understanding of the services each organization is capable of providing to patients, and
increased face time between the organizations and the hospital. Staff suggested that
implementing these strategies would increase the likelihood of referrals to and from the
respective entities based on positive interactions and a direct personal contact. By and large,
JHHS staff expressed a strong desire for greater partnership with CBOs.

Intervention CBO Partner Interviews
We conducted in-depth interviews with the intervention CBOs at the end of the study to
elicit their perceptions about the intervention components and the overall value of the project.
The results of the interviews are summarized below, with illustrative quotes provided in
the appendix. The themes we explored from these interviews were (1) intervention CBO
monthly meetings, (2) Healthify and the CONNECT website, (3) meet and greet sessions, (4)
research assistants, (5) trust, (6) impact on clients, and (7) overall impact.

Intervention CBO Monthly Meetings
The intervention CBO meetings occurred roughly once a month for over 2 years and
were the key mechanism for relationship development among the representatives of our
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intervention CBOs. The interpersonal connections that formed among the intervention CBOs
are ultimately what we considered to be the most valuable outcome of the project. The
meetings provided the opportunity for the intervention CBOs to learn about, and from, one
another; to share information; to commiserate; to engage in discussion; and to brainstorm and
participate in the process of codevelopment with the research team. The meetings were
described as “eye opening” by some who did not know about the existence of many other CBOs
in the group, let alone details about the services they provide or their location. Many expressed
surprise that CBOs existed that they did not know about, and gratitude that this project
afforded them the opportunity to learn about them. In addition to the benefit of learning about
the other CBOs and their services, people viewed the meetings as an opportunity to strengthen
their connections with one another.
However, while the meetings held the key to developing the strong connections among
the intervention CBOs, they were also the source of some confusion and frustration for a few of
the intervention CBO partners. More than 1 intervention CBO partner stated that they were not
always clear on what the purpose of some of the meetings was and/or what they were
expected to contribute to the meetings. Another person felt the meetings were not conducted
as efficiently as they could have been, and another said they were simply too long. One of the
intervention CBO partners expressed that the biggest challenge of the meetings was not being
able to attend on a regular basis both because of the individual’s busy schedule and because
there was not a set meeting schedule.

Healthify and the Website
Attitudes toward Healthify, as well as the actual use of Healthify, varied greatly from
one CBO to the next. Some organizations found Healthify to be very useful, some barely used it,
and others revealed inconsistent use across staff members. In most cases, the use of Healthify
was determined by its “fit” with the organization: Organizations with no existing infrastructure
or protocols for identifying community resources and services for their clients/members used
Healthify the most. In these situations, Healthify represented a new opportunity for connecting
clients to resources in a new way. For example, St. Vincent de Paul Church found Healthify to be
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useful because its volunteers were not in the habit of utilizing online search engines to refer the
people they served to community resources. In this sense, Healthify was not competing with, or
attempting to replace, any current methods or system the church had in place. Another
example is Berea, a neighborhood association, which put its subscription of Healthify to use by
going door to door and using Healthify to search for resources and provide direct referrals for
neighborhood residents. Some of our intervention CBOs were not in the practice of referring
their clients out, meaning they primarily had partners who provided for many of their clients’
needs on site at their organization.
Among the intervention CBOs that did commonly make referrals to other CBOs, some
said they already had a method for finding community resources with which they were happy
and acclimated; thus, Healthify was redundant for them. At other CBOs, Healthify was adopted
and utilized by some staff members but not others. For example, at 1 intervention CBO, the use
of Healthify was closely tied to the experience level of the staff members; the interviewees
reported that newer staff with less experience and knowledge latched onto Healthify more
easily, while more seasoned staff members did not feel as if they needed it. Even among
champions of Healthify, some reports indicated that the information in the system was not as
updated as the company claimed it would be. Nonetheless, a number of CBOs expressed an
interest in the continued use of Healthify, and they were optimistic that updates would make
the tool more valuable to their staff and clients.
The other aspects of the intervention “toolkit” included the Baltimore CONNECT
website. The website contained a section on upcoming events and announcements, health
education materials, and volunteer program resources, as well as access to Healthify. However,
most of the intervention CBO partners indicated they rarely visited the website or utilized the
materials provided through the website. The primary reasons they cited were that they lacked a
strong impetus for using it, and they did not encounter a need for the materials that it housed.

Meet and Greet Sessions
The meet and greet sessions between our intervention CBOs and the hospital and
outpatient social workers and case managers were very well received and considered to be one
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of the most worthwhile components of the Baltimore CONNECT intervention. The participants
considered these events to be a good example of bidirectional learning. The social workers and
case managers were able to learn about the intervention CBOs and the services they provide,
while the intervention CBO partners were able to gain greater insight into the role of social
workers and case managers and the barriers they encounter in linking their patients to
community services. Participants considered meeting face to face and having the chance to
have an open dialogue to be critical features of these events. Intervention CBOs found it
rewarding to be able to meet with health care professionals and explain their services to them.
Several intervention CBO partners expressed astonishment that these case managers and social
workers had so little awareness of the social services available to their patients, practically at
their doorstep. One interviewee described his experience of these events as leading to “an
epiphany” about the huge gap that exists between health care providers and social service
organizations.

Research Assistants
On the whole, the intervention CBOs seem to have enjoyed and derived benefit from
having a research assistant. Some intervention CBOs also expressed the belief that their
research assistant also benefited by working with them. One of the intervention CBOs
mentioned that a downside to having a research assistant was that it required additional work
on the part of the intervention CBO to manage the research assistant, keep track of when he or
she was coming in, and plan how the research assistant would spend his or her time.

Trust
A few intervention CBO partners admitted to some distrust with the research team at
the beginning of the project. They questioned the true motives behind this research project and
wondered what “Hopkins” was really up to. It is likely that due to the complexity of the
project’s goals and the novelty of the codevelopment process, some of our intervention CBO
partners may have perceived the intervention as lacking sufficient transparency, which could
have lowered trust. Another factor that may have contributed to this problem was the large
number of research team members who attended the intervention CBO meetings. While 10
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intervention CBO representatives attended the meetings, often just as many research members
attended. This led to the question, “Who are all these people, and what are they doing here?”
Occasionally, confusion arose regarding who were members of the research team and who
were members of the CBOs.
An important turning point occurred approximately 6 months into the intervention
period, when the intervention CBO partners expressed their concerns about the project and
asked for clarification about a number of matters. The research team members presented their
own interests and motivation for participating in the project, explained how much effort they
were devoting to it, and attempted to address all concerns. The intervention CBO participants
were satisfied that their issues and concerns were heard and addressed, and the entire group
was able to continue onward on stronger footing. One of the most significant takeaways was
that intervention CBO partners began to set the monthly agenda and lead the meetings; this
helped equalize power and led to greater intervention CBO participation and satisfaction.

Impact on Clients
When asked whether they believed that this project had a direct positive impact on
their clients, the partners’ responses varied depending on how much the intervention CBO had
used Healthify. Intervention CBOs that used Healthify more frequently were more confident
that the project had exerted a positive influence on their clients’ lives. Others that used
Healthify less frequently were less clear on whether the project had exhibited a direct influence
on the clients. The only influence they could conceive of was an indirect influence, in which the
connections between the CBOs had led to increased referrals, which may in turn have positively
influenced clients’ health and well-being.

Overall Impact
A number of interviewees spoke generously about the many benefits they gained from
being involved in this project. These included practical benefits, such as learning about one
another’s missions and having the opportunity to tour one another’s facilities, and developing
strong relationships with new people, discovering issues of common ground with leaders of
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similar organizations, and finding new hope in breaking down the barriers between the health
care and social service sectors for the sake of improving the lives of the people of Baltimore.
One interviewee described this project as a win–win for everybody—for each organization
individually, for the project as a whole, and for East Baltimore residents. When asked about the
value of Baltimore CONNECT, 1 interviewee explained how the entire group of CBOs had
decided to move forward despite not knowing whether they would have additional funding to
support the network. Even in the face of this uncertainty, the group was determined and
committed to move forward.
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DISCUSSION
Development of a CBO Network
According to a 2017 report by the Robert Wood Johnson Foundation, successful
strategies for working with community partners include taking the time to build trust, engaging
the community in defining priorities, and exercising “patience, modesty and a willingness to
listen.”10 The first aim of the Baltimore CONNECT study was to strengthen connections among
members of the 10 CBOs assigned to the intervention group. Our findings indicate that we were
effective in codeveloping an intervention to create a group of local CBOs that were interested in
and willing to work together—effectively, a network of CBOs. We achieved this by applying the
core community-based participatory (CBPR) approach17 as reported by the Robert Wood
Johnson Fellows CBPR program.16 The inclusion of communities into health care research is now
viewed by many as “an essential part of the public health system.”11 Interviews with CBO
partners at the end of the study highlight that they believed that their involvement in this
study, particularly the meetings, was “extremely valuable” and “eye opening.” The study
afforded them the opportunity to learn about other local CBOs and to refer their clients to a
broader base of services. Nevertheless, we did not observe any significant differences in J-CHiP
patient health care utilization outcomes, CBO client outcomes, or CBO staff outcomes. Potential
reasons for this are discussed below.

CBO Client and Staff Outcomes
Our results showed no effect of the intervention on client reports about their
interaction with CBO staff members. Clients receiving services from intervention CBOs were no
more likely than clients receiving services from comparison CBOs to report having been told by
a staff member about other CBOs that could be helpful to them. We also observed no
differences in clients’ self-reported difficulties in the last month of the study based on whether
they were seeking help from an intervention or comparison CBO. Our results also showed no
effect of the intervention on CBO staff members. We believe that this lack of effect is due in
part to variable adoption of a key component of the intervention, Healthify.
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The primary function of Healthify is to serve as a search engine that can help CBO staff
members find services for their clients and make appropriate referrals. The first step to using
Healthify required CBO staff members to ask clients whether they have any additional needs.
We hypothesized that having access to Healthify would prompt CBO staff to ask clients about
other issues or problems they were dealing with and/or to tell clients about other organizations
that could benefit to them. However, we did not observe a significant effect of the intervention.
One reason for the lack of an effect may be that while CBO staff members received access to
and training in the use of Healthify, they were not required to use it. The leadership or
management of the intervention CBOs did not necessarily mandate how and when to use
Healthify, with which clients, and under which circumstances; therefore, these decisions were
left to the discretion of the staff members who interact directly with clients.
The Healthify usage data indicated that the extent to which this tool was adopted and
utilized varied greatly among staff members within individual intervention CBOs and across the
10 intervention CBOs. Some of the intervention CBO staff members did not adopt the program
because they found it redundant with their organization’s existing methods or systems of
identifying resources for clients, while others, particularly those without an existing system,
enjoyed experimenting with it and found it useful. We conclude that access to Healthify alone,
as a tool with the potential for connecting clients to needed services, was not enough to yield
improvement in client outcomes in the intervention group relative to the comparison group.
We expect that to yield a discernable effect on client and staff outcomes, Healthify
would need to have been used consistently by all staff members in all intervention CBOs.
We also examined whether difficulties that clients experienced in receiving services
decreased over time more for those seeking services from intervention CBOs compared with
comparison CBOs. We were not effective in reducing client difficulties, likely because the
intervention was targeted to the CBO level, and did not target clients directly. The potential
effect of the intervention was based on the assumption that increasing the capacity of CBOs to
identify and refer their clients to needed services could lead to a reduction in the difficulties
clients reported. Accordingly, our intervention strategies were targeted toward improving the
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capacity of CBOs and not directly toward improving clients’ health or well-being. To have a
direct impact on clients’ needs, interventions more directly designed for the specific needs of
clients may be needed.

Johns Hopkins Community Health Partnership Patient Outcomes
The study had no impact on the amount of health care utilized by J-CHiP patients, in part
because the block assignment of patients to an intervention or comparison CBO was based on
the assumption that individuals seeking services from CBOs would be more likely to seek
services from CBOs that are geographically closer to where they live (compared with those that
are geographically farther away). This is a reasonable assumption, given that many clients lack
transportation, which may limit their ability to access CBOs that are farther away, and are also
less likely to be familiar with CBOs that are farther away. In addition, a CBO might confer some
social benefits to the neighborhood in which it is located. Nevertheless, it is important to note
that we had no way of confirming whether any given patient did indeed utilize the services of
either an intervention or comparison CBO.

JHHS Staff Outcomes
The only component of the intervention to which JHHS staff members were exposed
was the meet and greet sessions. As Braveman and Gottlieb articulated, “Many public health
practitioners have little experience in sectors outside public health-care delivery.”12 With this
statement in mind, the purpose of these sessions was (1) to introduce inpatient and outpatient
health system staff to intervention CBO leaders and staff in order to promote awareness of
available community resources, and (2) to foster interpersonal connections that would instill
greater confidence in making referrals to one another. For many participants, these sessions
were the only exposure of Hopkins staff to the CBOs and their personnel.
The results of the JHHS surveys demonstrated limited effects of the study from the
baseline to the follow-up period among outpatient staff, but not inpatient staff. Specifically,
fewer outpatient staff members reported a lack of information about community resources at
the end of the study compared with before the study. These same findings were not observed
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among inpatient staff. Notably, many of the outpatient staff members were provided with a
subscription to Healthify through the J-CHiP program and were encouraged to use it. This may
have contributed to the greater reduction in perceived barriers and a demonstrated increase in
confidence in knowledge about available community resources as reported by outpatient staff
compared with their inpatient counterparts.
Nevertheless, we did observe a statistically significant increase in the referrals of
patients to intervention CBOs versus comparison CBOs by both outpatient and inpatient staff.
We conclude that exposure to the meet and greet component of the intervention led to
important inroads in fostering increased referrals from the health care staff to the CBOs to
which they were exposed through the meet and greets. As Gottlieb, Sandel, and Adler asserted,
“little guidance exists for health care practitioners and institutions on addressing social needs in
clinical settings.”13 We believe that additional interventions that serve to strengthen the
interactions between CBOs and the health care system could lead to improved coordination of
care with the potential for improving patient health outcomes downstream.

Implementation
We conducted an evaluation of the intervention process using several measures. These
included (1) the Partnership Self-assessment Tool, (2) usage metrics for Healthify, (3)
evaluations from those attending the meet and greet sessions, and (4) interviews with
intervention CBO leaders. Results from the Partnership Self-assessment Tool found that the
majority of intervention CBO partners reported benefits to participation. Despite the time
required for meetings, nearly all expressed that the benefits of partnership exceeded the
drawbacks. Most were comfortable with how intervention decisions were made. Healthify was
used to a great extent by several of the CBOs and very little by others. Attitudes varied greatly
from one CBO to the next based in part on their existing systems. Some organizations deployed
Healthify in novel ways, such as going door to door to offer assistance. The meet and greet
sessions were viewed favorably, leading to increased knowledge of available resources in the
community. In-depth interviews with intervention CBO staff members highlighted the monthly
intervention CBO meetings as a key mechanism for relationship development. They did note
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that the purpose of meetings was not always clear, and the problem of competing demands on
time. CBO staff found it rewarding to meet health professionals, but were astonished that many
case managers and social workers know so little about the social services available in the
community. CBOs enjoyed and derived benefit from having a student research assistant. CBO
members noted increasing trust in Hopkins during the course of the study, with the gradual
equalization of power and increase in participation and satisfaction. Overall, they described
gaining both practical and personal benefits from being involved in the project. Our experience
with trust is consistent with studies indicating that building trust in community–academic
partnerships takes time.18 The gradual evolution of partnership is consistent with descriptions
by Anderson and Valdares; Adams, Miller-Korth, and Brown; and Frerichs and colleagues.14,18,19
Frerichs and colleagues found the most important contributors to trust to be “authentic,
credible, and transparent communication” and “mutually respectful and reciprocal
relationships.”19

Limitations
This study had several limitations. The fundamental limitation was that we did not have
information about individual patient contacts at specific CBOs. Many CBOs did not collect the
names of their clients. Therefore, it was not possible to relate CBO exposures to the outcomes.
Instead, we relied on the assumption that the proximity of a J-CHiP patient to a CBO would
reflect an increased probability of using the services of that CBO and that that exposure would
lead to changes in patient-level outcomes. The analysis also relied on the assumptions that JCHiP patients utilized the CBO to which they lived the closest and that they did not frequent
any of the other CBOs in the study, both of which were likely violated to some degree. We
repeated the analysis with the further restriction criteria that patients had to live within 5 miles
of the CBO to which they were matched, which restricted the number of J-CHiP patients from
5916 to 3967. However, the conclusion of no treatment effect remained. In addition, the
desired outcome of a reduction in health care utilization did not directly align with the
codeveloped intervention.
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The unit of analysis in this study was the CBO, of which there were 20. This limited our
power to detect changes between groups over time. With respect to the difference-indifferences analyses for the J-CHiP inpatient and outpatient frontline staff, 2 of the assumptions
used for Pearson’s chi-squared test for the difference in proportions may have been violated:
(1) It is possible that the data did not come from a simple random sample; and (2) it is possible
that the data were not independent, given the overlap in staff members surveyed at baseline
and follow-up. This may have affected our measures of confidence and led to a bias toward
finding a difference where none existed.
This study took place in an urban environment where the organizations were located in
close proximity to one another. It is not clear how such factors as distance and setting may have
affected the capacity to strengthen relationships between CBOs through the strategies
employed in this study. Thus, the applicability of the specific methods used in the
codevelopment process in our local context is unknown. For example, we were not able to
show that the use of Healthify was associated with better identification of resources for clients
(relative to nonuse by either the intervention group CBOs or the comparison group CBOs).
Additionally, while our CBOs varied widely in service, type, and needs, our approach required
the development of interventions that could be utilized across all CBOs. It may have been more
beneficial to custom-tailor different interventions to each CBO according to its needs. Future
research is needed to discern how to best develop and implement strategies that are helpful
across several types of CBOs and that can also be modified to suit the particular needs of CBOs.
It is also worth noting that developing a sustainable community–academic partnership
took more time than we initially anticipated. Thus, it is possible that the evaluation may have
occurred too early to detect some of the hypothesized benefits.

Strengths
This study had several strengths. First, Baltimore CONNECT was characterized by
extensive community engagement at multiple levels. Community leaders served as core
members of the study team (co-principal investigator and coinvestigator), and a
multidisciplinary stakeholder group provided feedback on the study’s development and
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direction throughout the duration of the implementation period. These community leaders
were selected by their peers and helped support the relationship between the study team and
the intervention CBO partners. Baltimore CONNECT demonstrates how academic health
systems and community leaders can work together to build community capacity to coordinate
community resources with health care services. We recommend that the process of
codevelopment be adopted as a mechanism for stakeholder engagement and that this process
be evaluated comprehensively. Second, we employed a rigorous study design to examine the
impact of the intervention on a range of outcomes important to CBO clients, CBO staff, J-CHiP
patients, and JHHS staff. Third, our collection of process-level data and our use of mixed
methods allowed us to test the impact of the study, and to explain the effects and the range of
contributing factors. This is essential for advancing the science of stakeholder engagement in
the context of patient-centered outcomes research.
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RECOMMENDATIONS FOR FUTURE RESEARCH
There are relatively few published studies of community engaged research interventions
to improve patient and health care outcomes. The goal of future studies should be to
demonstrate the effectiveness of community engaged research interventions to improve
patient and health system outcomes. This is consistent with the 10-year priorities for
community engagement published in 2017 by the journal Progress in Community Health
Partnerships15. The top themes included improving equity among partners, partnership
sustainability, and the translation of research into policy change. These are important for health
care systems, community based organizations, and the communities they serve.
With the upswing of interest in population health, global budgeting, and values-based
purchasing, the results from these studies could provide justification for transferring resources
from health systems to CBOs. We suggest that future studies should explore how best to
expand Baltimore CONNECT as a model for enhancing linkages within, and between, health
care and social service organizations. Additional questions relate to the design of services and
interventions, and include the following: What is the value of consolidating smaller communitybased organizations? Can this consolidation improve efficiency and management by creating
economies of scale? Can a capitated system, like the Global Budget Revenue system in
Maryland, be leveraged to provide up-front payment to CBOs in anticipation of patient savings
from reduced health care utilization?
Future studies should be designed to allow stronger inferences to be drawn between
intervention and outcomes. It would be desirable to have the ability for patient-level tracking of
contacts with CBOs and health care institutions. There are challenges to such tracking, as it is
difficult for CBOs to collect names of some clients, such as those being treated for chemical
dependency, or it is inconvenient, such as for the large numbers of clients that visit soup
kitchens. It may be necessary to obtain consent from clients, such as those using case
management services at the CBO. It may also be possible to obtain consent from patients being
discharged from the hospital to the community. An ideal situation might be to enroll an entire
population, which might be possible through a community association, or for a group of
61

employees who reside in a defined area. Ideally, one would want to have the ability to track
patients between health care institutions, CBOs, and home. As for any study, it is desirable to
use the strongest design possible. The constrained, stratified randomized design that we
employed for this study worked well. However, use of mixed methods can help understand
implementation of the intervention and barriers to uptake, and explain what works and what
does not.
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CONCLUSIONS
Thought leaders in the health care arena have been calling for health systems and
hospitals to expand beyond their traditional role as organizations that provide clinical care for
patients, to a more expanded role that advances the health and wellness of communities by
addressing social determinants of health.10 Baltimore CONNECT was based on the assumption
that health care institutions should be playing a larger role in developing strategies and systems
that can address the social determinants of health that play such a large role in the lives of
Baltimore City residents. We designed a study that aimed to connect the health system with
local community-based organizations in the hope that these stronger connections would lead
to greater collaboration among entities that reside in close proximity but, in reality, have little
contact with one another. The first aim of the Baltimore CONNECT study was to foster
connections among a diverse group of CBOs in Baltimore City. Not only did the study
accomplish this aim, it demonstrated that the time and effort invested in building the
relationships among a group of CBOs could result in a sustainable network. The creation of a
successful community–academic partnership was an important accomplishment of the project.
The second and third aims of the study were to enhance the capacity of the network to serve
CBO clients, and to strengthen the connection between CBOs and the health system. We did
find a small, significant increase in referrals to intervention CBOs relative to comparison CBOs.
However, we were not able to demonstrate an improvement of sufficient magnitude to reduce
health care utilization, or improve client or CBO worker outcomes. Our ability to show that
exposure to the codeveloped intervention was related to outcomes was fundamentally limited
by lack of information about whether any given patient actually received the services of a CBO.
If we had known that many CBOs did not routinely collect information on the identity of their
clients, we would have chosen a different hypothesis. We also did not attempt to demonstrate
that the use of one of the most compelling resources, Healthify, was associated with better
identification of resources for clients.
Our qualitative results did suggest that the intervention had some positive aspects.
Intervention CBO members expressed satisfaction with the partnership via the Partnership Self63

assessment Tool and in-depth interviews. They described the monthly meetings as one of the
most valuable aspects of the project. The specific benefits gained from these meetings included
learning about one another’s missions, developing strong relationships with new people,
discovering issues of common ground with leaders of similar organizations, and finding new
hope in breaking down the barriers between the health care and social service sectors. The
meet and greet sessions represented the only opportunity for hospital staff members to meet
with CBO workers, and hospital staff reported greater confidence in referring patients to CBOs,
with a relative increase in referrals to intervention CBOs. A community reviewer for PCORI
commented that “the study is important from a framework perspective for other health care
systems to establish important connections with the community-based organizations toward
improving patient outcomes.”

Afterword
Since the study was a cluster randomized controlled trial, initially only the 10 CBOs
randomly assigned to the intervention group were involved in developing and implementing
the intervention at their organizations. After the intervention period ended and the follow-up
data were collected, the 10 intervention CBOs invited the 10 comparison CBOs to join them to
form a network of 20 CBOs. From this point on, the monthly meetings included all of the
members of the expanded group, and aspects of the intervention were shared with the
comparison CBOs.
For example, the CBOs in the original comparison group were given access to the
Baltimore CONNECT website. They were also given a subscription to Healthify at no charge and
were provided with training on how to use it.
On June 23, 2016, Baltimore CONNECT held an outdoor festival called CONNECTfest. The
event took place outside 1 of the CBOs located within a few blocks of Johns Hopkins Hospital.
This festival brought together all our CBO study partners, CBO clients, health care professionals,
researchers, and residents of all ages from the surrounding neighborhood. We disseminated
information about the CBOs that participated in the study and celebrated—with food, music,
and fun activities—the growing connection between Hopkins, community-based organizations,
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and residents, to improve the health and well-being of everyone. More than 40 vendors from
local social service agencies and Johns Hopkins health care staff and hundreds of people
attended. This event was largely conceived of and organized by our community leader coprincipal investigator and coinvestigator, without whom we would not have been able to have
such a successful event. We will continue to seek ways to disseminate our findings that will be
useful to a variety of audiences. Pictures of the event can be found on the Baltimore CONNECT
website, and the flyer for the event is provided in the appendix.
In 2017, Baltimore CONNECT became a 501(c)(3) nonprofit organization, which is now
working toward a future in which health care entities, social service organizations, and people
in the community work together seamlessly to achieve optimum health and well-being for all.
Today, our CBO and academic partners are focused on 4 key areas of work: dental health,
behavioral health, transportation, and a continued emphasis on care coordination between the
health care system and CBOs.
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Adherence to PCORI Methodology Standards*
i. Standards for Formulating Research Questions
There are no systematic reviews pertaining to our study questions
RQ-1: Identify gaps in
evidence:
however, we did conduct a literature review on research related to
community engaged research and academic-community partnerships.
RQ-2: Develop a formal study
We developed a formal clinical trial protocol and registering with
protocol:
clinicaltrials.gov.
The populations of interest of this study were CBO clients and CBO
RQ-3: Identify specific
staff from the 22 CBOs enrolled in the study. We also collected data
populations and health
from the Johns Hopkins Health System (JHHS) inpatient and
decision(s) affected by the
outpatient staff, and a cohort of high-risk patients from the Johns
research:
Hopkins Community Health partnership.
RQ-4: Identify and assess
We did not assess any additional subgroups beyond the distinct
participant subgroups:
groups mentioned above.
RQ-5: Select appropriate
Our comparison group was the same as a ‘no treatment’ group, which
interventions and
was appropriate for the research we were doing.
comparators:
RQ-6: Measure outcomes that This study included a broad range of outcomes, including primary and
people representing the
secondary outcomes, which were informed by our community leader
population of interest notice
co-investigators, our CBO partners, and our Stakeholder Advisory
and care about:
Board.
ii. Standards Associated with Patient-Centeredness
PC-1: Engage people
Our population of interest was in Community-based Organizations
representing the population of and the clients they serve. As such, we engaged the participation of
interest and other relevant
two individuals, who are highly involved in CBOs to serve as the costakeholders in ways that are
Principal Investigator and a co-investigator on the study team. These
appropriate and necessary in
team members participated in every phase of the research process.
a given research context:
We learned of these individuals when we sought advice from our
school’s Community Research Advisory Council (C-RAC), which
informed us about these individuals.
PC-2: Identify, select, recruit,
The study participants in this trial were our community-based
and retain study participants
organizations (CBOs). We engaged in a systematic process to
representative of the spectrum identify the initial pool of potential CBOs who would be eligible to
of the population of interest
participate in the study. We then employed a rigorous inclusion and
and ensure that data are
exclusion criteria to select the final group of candidates. Once we
collected thoroughly and
obtained agreement from 22 CBOs to participate in the study, they
systematically from all study
were randomly assigned to the treatment or comparison group using
participants:
a specially designed algorithm to assure a balance of CBOs by
service type, zip code, and client population in each study arm.
PC-3: Use patient-reported
We collected data directly from the clients of staff of CBOs, which is
outcomes when patients or
similar to collecting patient-reported outcomes because the data is
people at risk of a condition
collected from the perspective and experience of those working with
are the best source of
(staff) and being served by (clients) the CBOs.
information:
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PC-4: Support dissemination
and implementation of study
results:

We have sought to disseminate our research through traditional
academic channels as well as through innovative methods of greater
interest and relevance to the community. One the one hand, we have
provided a summary of the CBO client results to the respective
leaders of each CBO and they have told us that they found these to
be very helpful and informative. However, one of the most impactful
ways that we disseminated knowledge of our study to the community
was by holding a large community festival, called CONNECTfest, on a
summer day in June in East Baltimore, at the end of the study. This
festival brought together all of our CBO study partners, CBO clients,
healthcare professionals, researchers, and residents of all ages from
the surrounding neighborhood. We disseminated information about
the CBOs that participated in the study and celebrated—with food,
and music, and fun—the growing connection between Hopkins,
community-based organizations, and residents, in order to improve
the health and well being of everyone. There were over 40 vendors
from local social service agencies and Johns Hopkins Healthcare staff
and hundreds of people who attended. This event was largely
conceived of and organized by our community leader co-PI and coinvestigator, without whom we would not have been able to have such
a successful event. We will continue to seek ways to disseminate our
findings in ways that will be useful to a variety of audiences.
iii. Standards for Data Integrity and Rigorous Analyses
IR-3: A priori, specify plans for We specified our data analysis plan in advance, and evaluated each
data analysis that correspond
hypothesis as specified. Given that our study employed a randomized
to major aims:
cluster analysis study design, most of our analyses consisted of a
difference-in-difference analysis, which calculates the effect of a
treatment on an outcome by comparing the average change over time
in the outcome variable for the treatment group, compared to the
average change over time for the control group.
IR-4: Document validated
Given the uniqueness of this study, many of our measurements were
scales and tests:
created de novo. However, we did base our CBO client satisfaction
questions on the Consumer Assessment and Healthcare Providers
and Systems Survey (CAHPS), which asks consumers and patients
to report on and evaluate their health care experiences.
iv. Standards for Preventing and Handling Missing Data
MD-1: Describe methods to
prevent and monitor missing
data
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MD-2: Describe statistical
methods to handle missing
data:

We did not pre-specify how we would handle missing data. We did
not conduct analyses to assess the impact of missing data on our
conclusions; the main reason is that our complete-case analysis of
the primary outcome (ER visits + days in hospital) showed no signal
of any treatment effect, and we judged that little value would be
added from adjusting for missing data. For both the staff and client
surveys, the percentage of respondents answering “yes” to each
question was determined for each of the CBOS. Survey respondents
who completed some but not all of the survey were excluded in the
CBO average for questions they refused to answer or marked as “notapplicable” but included in the average for those that they answered.
For the J-CHiP data, 651 of the 5627 eligible J-CHiP patients had no
utilization data available for the pre- and/or post- intervention period,
and were excluded from the analysis. If eligible J-CHiP patients who
had utilization data available in both the pre- and post- intervention
periods had some months missing from the utilization data, those
months were omitted from the calculations of the average monthly #
of ED visits and hospital days during both periods. For the remaining
4976 eligible J-CHiP patients with utilization outcomes measured in
both periods, an average monthly number of days spent in the
hospital and ER visits were calculated from the pre and postintervention periods.
We began with 22 CBOs; 11 randomized to each group. One CBO (in
MD-4: Record and report all
the intervention group) dropped out prior to baseline data collection.
reasons for dropout and
They felt they were unable to participate because they had very few
missing data, and account for
all patients in reports:
clients participating in very few programs. Without any services being
delivered or clients to evaluate, there was no data to collect. A second
CBO (in the comparison group) closed down, which prevented it from
being about to continue to participate in the study. The remaining 20
CBOs were full participants throughout the entire study and all
baseline and follow-up data was collected.
viii. Standards for Causal Inference Methods
CI-1: Define analysis
Patients were included in the analysis if they were eligible for J-CHiP,
population using covariate
which was available prior to the start of the intervention.
histories:
CI-2: Describe population that As discussed in MD-2, 651 of the 5627 eligible J-CHiP patients had
gave rise to the effect
no utilization data available for the pre- and/or post- intervention
estimate(s):
period, and were excluded from the analysis. The distribution of age,
gender, race, and insurance type among patients without any
utilization data measured was very similar to eligible J-CHiP patients
with utilization data measured.
CI-3: Precisely define the
The hospital utilization data was collected monthly, but the
timing of the outcome
intervention was started in the middle of March 2014. We treated the
assessment relative to the
March 2014 utilization data as belonging to the pre-intervention
initiation and duration of
period, and adjusted for when the length of stay exceeded one month,
exposure:
checking for length of stay counts that straddled two different study
periods (before the start of the pre-intervention period, between preand post- intervention periods, and after the end of the postintervention period) to be sure that the number of days spent in the
hospital was counted in the correct period. As a check for sensitivity,
we repeated the analyses 1) counting the March 2014 data as
belonging to the post intervention period and 2) excluding the March
2014 observations from either period. The results were very similar
for all three treatments of that period, and the conclusions all
remained the same.
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CI-4: Measure confounders
before start of exposure and
report data on confounders
with study results:
AT-5: Use the CONSORT
statement, with modifications,
to report adaptive randomized
clinical trials

We adjusted for baseline variables potentially prognostic of hospital
utilization, including utilization before the intervention. We did not
adjust for any time varying potential confounders (none were
measured/ available).
Using the CONSORT 2010 Flow Diagram, we enrolled and
randomized 22 Community-based Organizations (CBOs); 11 were
allocated to the intervention group and 11 were allocated to the
comparison group. One CBO from the intervention group and one
CBO from the comparison group did not receive the intervention
(reasons provided in section MD-4). There were no CBOs that were
either lost to follow-up or who discontinued the intervention. The final
number of CBOs analyzed was 10 in the intervention group and 10 in
the comparison group.
*This table only reports on the methodology standards that are relevant to our study.
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Results of Qualitative Analyses
Themes and Sub-themes from Baseline Qualitative Analyses
Population

Themes

CBO
Clients

Perceived utility of CBO

Client navigation of
[available] resources

Integration/link between
healthcare and CBOs
CBO Staff

CBO-to-CBO
Relationships
CBO-Hopkins
Relationship
Referrals

CBO Capacity

Client Needs
JHHS Staff

Health System-to-CBO
Relationship

Perception of CBOs

JHHS Staff

Referrals

Sub-Themes
Satisfaction with services (Trust)
Satisfaction with information provided (Trust)
CBO-to-CBO referrals
Client experience
Respect
Reason for CBO visit
How client learned about CBO
Access to health care
Awareness of other CBOs
Perception of/trust in Hopkins
Experience with other CBOs
Healthcare-to-CBO referrals
Healthcare providers asking about social determinants of
health
Perceived relationship between healthcare and CBOs
Strategies to connect
Perceived benefit of connection
Perceived relationship
Strategies to connect
Perceived relationship
Client feedback
CBO-to-CBO referrals
CBO-to-Hopkins referrals
Hopkins-to-CBO referrals
Comfort using technology
Training for staff
Intake process
Individual capacity to meet clients’ needs
Institutional capacity to meet clients’ needs
Documentation
Awareness of clients’ needs
Prioritizing clients’ needs
Taxonomy of clients’ needs
Perceived existing relationship
Perceived barriers
Facilitating factors of connecting with CBOs
Strategies to strengthen relationship between JHHS and
CBOs
How JHHS can improve relationship
How CBOs can improve relationship
Experiences with CBOs
How CBOs can better serve clients
General perception
How to determine appropriate referral
Hearing back from CBOs
Referral type
Referral tracking
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Awareness of/familiarity
with connecting to CBOs

Training
Role at JHHS
Strategies to become more aware
Source of information
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Sample of Themes and Illustrative Quotations from Qualitative Analysis of Baseline Interviews
Study
Population
CBO Clients

Primary
Themes
Perceived
utility of CBOs

Illustrative Quotations
“Because a lot of people stereotype. I’m saying if you stereotypically
look at me on the street you wouldn’t think I’m homeless, but as soon
as I put that bag on, it’s whole other view. Whole other view of
people, the way they look at you and that’s quite frustrating. But
here, not like that. All their volunteers smile and just really make you
feel good about yourself just for this little bit of time while we’re here.
It’s awesome.”
“I like coming here because it works. It’s been working…since my
friend been here I see how it worked for him and I seen how it
worked for other people that’s coming here, that been here before I
even came here and they help each other. It ain’t just no one person
all for theirself; they help everybody, even new peoples. You come
in, they give you help. They don’t leave you out there on the back
burner by yourself; they help everybody.”

CBO Staff

Integration/link
between
healthcare and
CBOs

“It’s a possibility [that hospitals and community organizations are
working together], but they’re not doing a good job of it.”

CBO-to-CBO
Relationships

“…I don’t think we can ever be connected well enough so I think
that’s important. In Baltimore, that’s always a challenge for the nonprofits, I think, to be connected to each other. I’ve been in non-profit
work here for 30 years and that’s something we always talk about in
outgoing, being better connected to one another. I think it’s gotten
better over the years. I don’t think it’s-- it’s not 100 percent but it’s
still a work in progress. So I think it’s something we can always strive
to be better…”

“In this day and time people are dealing with different things and not
actually knowing what they’re dealing with. And let’s say for instance,
one who suffer from depression and they just said, ‘Well he’s been
through a lot,’ but you really need to get to the core of what’s really
going on with them because that very core is the very thing that could
[snaps fingers] trigger them to do something dramatic. So yeah, that’s
a very needed thing in regards to hospitals and communities.”

“Sometimes we do have homeless teens that come in here. I will
refer them to Loving Arms, which is a transitional housing for teens
that are currently homeless. And me and her know each other so it’s
easy. Sometimes when you know the person you get it done quicker,
you know, than when you’re trying to go through someone that you
don’t know at all. But when that person knows you and they know
what you’re about and know what you’re trying to do it gets done a
lot faster.”
CBO Capacity

“The lack of money. <laughs> I mean, we are just always-- we have
a grant-writing team, and so they’re always trying to find another
program that we can write a grant for. So... not having that money
kind of limits what you can do and what you can give to the clients,
because even-- you know, if a client doesn’t have bus fare, their
coach can do an expense report and say to the Maryland New
Directions company, “Can you provide the client with this-- with a bus
pass?” And so there are times that, if you don’t have that money, you
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can’t supply the client with just basic bus fare. So more money would
always be good.”
JHHS Staff

Perception of
CBOs

“The more face time you get to have with these agencies, the better
the relationship is. And I think that sometimes we get so wrapped up
and busy in our day to day it’s nice that the agencies, the actual
community organizations are the ones sort of doing some of the
outreach, but I know they’re busy too. So it’s sort of like everyone’s
too busy to actually meet each other, but then knowing that the other
entity can benefit you and make your work easier or productive it
would be. It would just be nice to maybe set aside some time, maybe
like a resource fair….just seeing people’s faces. First of all, going to
stick in your mind longer. Second of all, you’re really, if you have a
good experience they’re going to be more likely to refer patients and
actually know what type of institution they’re going to be going to.”

Awareness
of/familiarity
with
connecting to
CBOs

““So in general I would say I have a general overview about various
organizations that are out there and the services, but knowing
specifics on who’s eligible and what are the specific requirements to
getting them enrolled, I don’t think I’m necessarily the most
knowledgeable…the interactions with the social workers and the
case managers kind of help with that gap because they are
specifically trained and aware of what organizations are best for
those patients and who qualifies for what specific program based on
their own situation.”
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Table 19. Themes and Illustrative Quotations from the Follow-up Interviews with
Intervention CBO Partners
Theme

Illustrative Quote

Value of
iCBO
Meetings

For me, initially, Baltimore CONNECT made me say, ‘I don’t know’ or ‘I never knew’.
For example, I knew about some of the intervention CBOs, but I didn’t know about
all of them. I didn’t know that there was Roberta’s House, where you could go for
grief and loss. I didn’t know…So it was eye opening with respect to the other CBOs.
Most of all, I enjoyed getting to know the representatives from the other
organizations. Really, really good people. I looked forward to the meetings. They
were good meetings.
Everybody thought there was value in learning each other’s mission (that was
another thing CONNECT did that was very smart—we met at different places and
learned different missions). So, we met at [another organization] (which does grief
counseling—wonderful organization—that not only takes referrals for grief
counseling in a city like this with homicides, but they then started going out to the
families where homicides occurred). I mean, just gorgeous stuff. Nobody knew about
them…So we saw this real value in ourselves, in learning the mission and the
personalities and the contact people in each of them.

Healthify
Use

We had a [type of] volunteer in the summer that this all was happening, and [his] job
was to spend time in the park next to our church where homeless guys sleep
overnight. Healthify became incredibly important for him to be able to (when he was
talking to guys—if they need this or they need that) to be able to refer people. And
he made a lot of connections, specifically with [name of one of the CBOs] and a
couple of the other CBOs, through Healthify. So that ended up with me saying,
“Hmm, that really has been a help for our organization.” Now [person’s name] left in
September. He had been there a year and used Healthify most of that time.
The project that we have to provide furnishings to people in their homes when
they’re newly housed, the staff there, two or three of the women, got trained on
Healthify and they loved it …Frequently when our team was in their apartment, they
would find that this person knew nothing about that neighborhood. So they would be
able to use Healthify and say, “Well, there’s a food pantry within three blocks, or
there’s this. So they loved it…And our administrator who answers the door at [our
organization]…was able to use it too. So I got a lot of feedback from our
congregation that the Healthify component of the intervention was incredibly useful.
The staff that liked it the most was the new staff who didn’t have that much
experience, because Healthify gave them a way to get information quickly and
specific to what the needs were of the people that were presenting need. So people
that don’t already have those connections, people that already haven’t been a social
worker…but since we brought this in at a time when we had some new people, all
those new people sort of really grabbed onto it and made it … that was their go-to
for finding things, but the people who are experienced, the people who had many
years of social work and case management don’t use it, because they already have
their connections, they already have their go-to people, they already have a lot of
that in place. So it’s an interesting dynamic.

Meet &
Greet
Sessions

And so there was great value between them: The iCBOs being able to say, we can
offer this, and this, and this; and the case management people were also thrilled by
having this array of services that they might be able to refer people to. So standing
back, it was incredibly valuable...and I think everybody thought that it was fantastic.
Great, great idea. )
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A number of them said that they had trouble getting people into AA meetings. They
said they didn’t know of any AA groups in East Baltimore (which I have been told is
kind of silly, because there are a lot of AA groups in East Baltimore. We have three
of them. We do it on Saturday night, Sunday afternoon and Tuesday night).
When we went to those meet and greets, I would give a presentation in front of, I
don’t know, one of them was about 70 or 80 people there, and they’re all social
workers, they’re all case managers, they’re all people who try to help these folks in
the hospital. And we’ve been in the community for 48 years and not a single one of
those people heard of us, which is baffling, just absolutely baffling.
Research
Assistants

One of the best … is having extra support in an organization that’s a non-profit. The
more hands you have … and it was free, so you didn’t have to worry about salaries
and fringes. And then, it was a learning experience, I think, for the RA.
I really liked having the RA because it provided like a touch point. Like there was a
continual place to like talk with somebody, even for me, just a reminder that Baltimore
CONNECT existed. She was really great, always willing to come in and do whatever
we needed her to do. She tackled the projects. I think she did a small project for us
and gave us some feedback that was interesting and helpful, as far as who needed
more services from [our organization]. She talked with our clients and asked, ‘Are there
additional services that we could provide you with?’ And I think that that was helpful.
It’s helpful to get that glimpse into our clientele and see if we could leverage Healthify
and stuff like that to meet their needs. So I thought that was great.
The second one took more of an interest in interacting with staff and with clients. She
always checked in about things that we wanted her to do, or took initiative to think
about helping us solve some … for example, we were trying to figure out how to get
more clients to like our Facebook page, so can we create a Facebook group? So she
was really active in helping us trying to think through like what can we do to get clients
more involved and more connected on the social media side. She really helped the
front desk with using Healthify. I think she was genuinely interested in the work that we
were doing and the people that were here, staff and clients.

Trust

For the first two or three meetings there was this concern or background feeling that
because this was Hopkins there was some kind of a hidden agenda…there’s a
perception in the community about Hopkins being a little self-serving. There was
nothing that was said or done that led to that, it was a background feeling on the part
of participants as they went in. Like what is … really what are we trying to do here?
What is it that you’re trying to do?
I had a lot of doubts when I first started with this group and I think a bunch of other
people did, too, but nobody would … it was always the elephant in the room.”
“Hopkins, whether it’s merited or not, doesn’t always have the best relationship with
CBOs and the community at large and that’s what you get when you’re the giant.”
People ended up absolutely trusting the Hopkins CONNECT staff. They bent over
backwards … I think their intentions were understood to be good.

Impact on
Clients

Yeah, I mean when the people went door-to-door, there were people that used our
service and they got help. They did. And I mean, I didn’t move mountains, but there
were people whose situations were critical and they got help. And so if it weren’t for
this idea of Baltimore CONNECT pushing help, then we would’ve never wound up at
that door to help those people. So you’ve got to count that for good. My own point is,
could it have been done better? I think so. Yeah.
I refer people to some of the CONNECT partners and they’ve gotten the services that
they need.
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You know, that’s the one thing that I think will be a big challenge for CONNECT is it’s
like a meta organization, right, it’s not like a direct front line thing. And that’s a
challenge. So when it comes to the clients, like, eh, did the clients necessarily see a
benefit? I mean, they did a little bit with Healthify, but I think that their benefits are
going to be like more indirect, like, ‘Oh, I know about this place where you can get drug
treatment. Or let me connect you with this.’ It’s going to be a little less like measurable,
per se, but I think it’s unfortunate it’s not very measurable. It’s really, really important
and I think it’s something that’s lacking because it’s not very measurable and it’s not
often paid for.
Overall
Impact

In terms of Hopkins, I learned that their commitment to moving healthcare or health
and welfare out into the community was real…I learned that they have made some real
overtures—some on-the-ground, concrete initiatives, and that was good to know. I
learned a lot about all the other CBOs—having meetings at their facilities, touring their
facilities, hearing about their mission, meeting some of their staff—that was great. And
I developed really sound, good relationships with the representatives from those
organizations, good people.
One of the benefits is that my eyes are open and [my organization] is a part of a new
network that can help folks, and that can be helped. It's a two-way thing. We can help
our network partners, and they can help me and, overall, the East Baltimore residents
are helped by whether that arrow goes towards or away from [my organization]. So it's
a win-win for [my organization], it's a win-win for Project CONNECT as a whole, and
it's a win-win for the East Baltimore residents.
There is definitely increased connection between CBOs; that's a reality. More referrals
back and forth, and that's good. But the impact, meaning the "pow" factor is that,
again, we're coming together as a group, moving forward, without funds, volunteering,
whatever way you want to look at it, and that's important. That's really important. I
mean there were some things that were learned. There were some things that were
learned by Hopkins, by the research team and that's a reality. But the impact is, after
that money stopped, we didn't stop, and that's powerful.
Well again, just getting to make contact with other agencies and just share some of our
challenges and maybe some ideas on how to address some of those challenges. To
me, that was the best thing about the whole project. That was the best thing. I just
wanted to be able to communicate with other agencies that are doing hard work in our
community, those agencies that are really making a difference in the community,
changing people lives. I just wanted to meet those other people, because, like I said, I
don't get a chance to get out every day to do that. So that was a great opportunity for
me. So that was, to me, that was the best part about being involved in the project.

Future of
Baltimore
CONNECT

The vision and the mission that people started to dream about in the fall, would be an
independent, non-profit network of all the community-based organizations, who
together, could make an impact in terms of advocacy … But that requires organization
and leadership, and both of those require funding.
It would be great if we can get together and actually put some type of plan together or
some type of … I don't know … just pick a project that we wanted to do and go after
the funding for the project. That would be awesome if we could do that with the other
community-based agencies. If we could just identify one project that we want to do,
raise money for that project and do it.
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Is there a place for Baltimore CONNECT to go forward in the future? I think it needs to
define better what it is they're going to do. Because as we found it out in [our
organization] the health needs were on the back burner. People needed gas, electric,
housing, jobs, daycare, etc., and even though their sugar level might be 340 fasting,
they need the lights on. To a lot of people… gas and electric was more important than
the A1C level. You see? We've got to do something about that.
So I think it's really important that we don't let this die, because we've opened up a lot
of channels that no other project or anything that I've been involved in in my seven
years here, has done. Yeah, I connect with people here and there. And a lot of the
non-profit gatherings and things of that nature are just, you don't get a lot out of them
all the time, but this group, in particular, we really dove in together and really learned
together and formed things together and came up with solutions together and it's been
a much deeper experience than I've had with any of the other non-profit groups. So
that's why I feel like this should continue and that's why I feel like we should be
expanding, as well. Like I said, churches and things of that nature and some other nonprofits that maybe not be represented. But having something like this where people
can share on that level, it doesn't exist right now, for me at least, in Baltimore. So that's
why it's really important to keep it going.
I'm hoping that we can find a way to keep it going, but going in a way where there's
some action. The worst thing to do is keep going to these meetings and you keep
going to meetings, and you keep going, and you're still trying to figure out, okay, we
keep talking about this stuff, when are we going to really see some fruits of our labor?
So that's one of the frustrating; we talk, talk, talk. And I think if we had the funds and
resources and the staff, none of us really have extra staff to even assign to this, but I'm
hoping that it can grow, with funding, grants or something.
I see how it's really important to grantors that organizations are coordinating across the
continuum of care. So I think Baltimore CONNECT hopefully continues, because it's a
project that I think can help to bridge that continuum of care. And would also meet
grantors' desire for organizations to work together, and not be duplicative of services.
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