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The complex problems of the twenty-first century cannot be effectively addressed 

with twentieth century top-down bureaucratic governance alone because of limited 

stakeholder participation in collective decision making and/or implementation. The 

somewhat limited stakeholder participation in the policy process, especially, that of target 

populations, can impact generating viable solutions to complex problems. Collaborative 

governance has emerged as a promising alternative to traditional management in 

addressing contemporary complex problems. Collaborative governance is thus a type of 

governance that promotes joint participation of state and non-state stakeholders in 

decision making and/or implementation by using agreed upon processes of engagement 

to collectively address problems. Such governance is especially beneficial for addressing 
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the challenges posed by the human immunodeficiency virus (HIV) and acquired 

immunodeficiency syndrome (AIDS).  

This dissertation uses the collaborative governance concept to explicate the efforts 

of HIV Health Services Planning Councils in Broward County and Palm Beach County 

of South Florida with the purpose of accentuating how collaborative governance works in 

providing various categories of services to meet the needs of people with AIDS (PWAs), 

as part of the implementation of the Ryan White CARE Act. The study focuses on critical 

variables of collaborative governance such as facilitative leadership and institutional 

design, the collaborative process variables such as trust building, commitment to the 

process and shared understanding, and outputs such as allocation priorities of the 

Councils. 

This study employed mixed methods in collecting data from various relevant 

sources. The combined findings from surveys, interviews, observations and document 

reviews were essential to knowledge and understanding of collaborative governance of 

the respective Councils. The results revealed more similarities than differences between 

the Councils in their efforts towards addressing the HIV/AIDS problem. The Councils are 

similar in all variables of collaborative governance with few exceptions relative to 

facilitative leadership and institutional design. The differences were relative to 

membership, number of committees, amount allocated for various service categories and 

number of clients served. Furthermore, the Councils were slightly different in reaching 

consensus on subjects of deliberation. On the average, Palm Beach County’s Council 

make decisions by consensus relatively easily when compared with the Broward 
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County’s Council. Nonetheless, both Councils are consensus-oriented and strive to make 

decision by consensus as evidenced by unanimous votes or simple majority votes on 

various subjects of deliberation. In addition, representation and participation of target 

populations in collaborative governance have contributed to the empowerment of those 

target populations.  

The study contributes to the literature by developing a conceptual model for 

HIV/AIDS collaborative governance for producing outputs to help meet needs of target 

populations. Also, the study contributes to collaborative governance theorizing by 

drawing a nexus between variables of collaborative governance and by complementing 

the existing non-linear perspective of collaborative process for collective problem 

solving. Collaborative governance involving state and non-state stakeholders thereby 

enhances efforts of public managers by harnessing resources to effectively manage and/or 

address complex problems for the benefit of society. 
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NOTE 

The Broward County HIV Health Services Planning Council is referenced as Broward 

County’s Council. Also, the Palm Beach County HIV Comprehensive AIDS Resources 

Emergency (CARE) Council is referenced as Palm Beach County’s Council. 

For citation purposes, Broward County HIVPC is used to reference the documents of the 

Broward County HIV Health Services Planning Council, and CARE Council or Palm 

Beach County HIVCC is used to reference the Palm Beach County HIV Comprehensive 

AIDS Resources Emergency (CARE) Council. 

The word Councils is used to reference both Broward County HIV Health Services 

Planning Council and Palm Beach County HIV Comprehensive AIDS Resources 

Emergency (CARE) Council. 

Outputs of the Councils not outcomes are the focus of this study in view of the objective 

of the study. The literature suggests outputs and/or outcomes are the results of 

collaborative governance.   
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CHAPTER ONE 

INTRODUCTION 

Collaborative governance is a type of governance that encourages joint efforts of 

state and non-state stakeholders to work together to address a complex problem through 

collective decision making and/or implementation (Gray, 1989; Bingham & O’Leary, 

2008; Huxham & Vangen, 2000). The inclusion of relevant state and non-state 

stakeholders in collaborative governance promotes collective decision making in 

effectively addressing complex problems (Bryson, Crosby & Stone, 2006; Allison & 

Allison, 2004). Collaborative governance thereby fosters collective problem solving by 

engaging relevant stakeholders in collective efforts and is a viable alternative to top-down 

management, policy making and implementation. 

Ansell and Gash (2007) conceptualized collaborative governance as a “governing 

arrangement where one or more public agencies directly engage non-state stakeholders in 

a collective decision-making process that is formal, consensus-oriented,  deliberative and 

that aims to make or implement public policy or manage public programs or assets” (p.2).  

The authors point out terms such as “participatory management, interactive policy 

making, stakeholder governance, and collaborative management” (p.3) are used 

interchangeably but they prefer “collaborative governance” to “management” because 

governance is “broader and encompasses various aspects of governing”, and the term 

“collaborative” is “more indicative of the deliberative and consensus-oriented approach” 
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to decision making (p.6).  Collaborative governance is used in this study to examine the 

functionality of collective decisions by HIV Health Services Planning Councils 

(hereinafter referenced as the Councils) in Broward County and Palm Beach County as 

part of the implementation of the Ryan White Comprehensive AIDS Resources 

Emergency (CARE) Act (hereinafter referred to as CARE Act) of 1990 in addressing the 

HIV/AIDS problem. 

Collaborative governance in addressing a complex problem, as in this case, in 

mediating the HIV/AIDS problem in South Florida, has “governance” as an essential 

element.  Governance is a convoluted concept and has been applied in diverse ways. 

Michalski, Miller and Stevens (2001, p.9) conceptualized governance, as “the general 

exercise of authority.” The exercise of authority connotes some element of control or top-

down management of public affairs on a wide spectrum.  Lynn, Heinrich and Hill (2000, 

p.3) define governance as “regime of laws, administrative rules, judicial rulings and 

practices that constrain, prescribe, and enable government activity, where such activity is 

broadly defined as the production and delivery of publicly supported goods and services” 

(also see Frederickson & Smith, 2003, p.210; Ansell & Gash 2007, p.3).  The definition 

by Lynn et al. (2000) suggests some extent of joint public and private sector participation 

in services delivery in line with some established rules, and is emblematic of 

collaborative governance. Ansell and Gash (2007) buttress the concept of collaborative 

governance by describing collaborative governance as “a type of governance in which 

public and private actors work in distinctive ways, using particular processes to establish 

laws and rules for the provision of public goods” (p.3). Thus, the state and non-state 

stakeholders in collaborative governance collectively define principles and rules for their 
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collective efforts as is the case with the Councils in Broward County and Palm Beach 

County. The Councils developed a set of bylaws and principles to complement guidelines 

in the CARE Act and utilize unique processes of decision making to enhance achieving 

the legislative intents of the Act through collaborative governance involving relevant 

stakeholders. 

Collaborative governance is a process of engagement and consists of critical 

variables such as facilitative leadership and institutional design; collaborative process 

variables such as trust building, commitment to the process and shared understanding, as 

well as outputs such as allocation priorities among others. These variables are examined 

in this study to help understand how collaborative governance works. The interaction 

between these variables is nonlinear and is essential to understanding the use of 

collaborative governance in addressing the complex HIV/AIDS problem in Broward 

County and in Palm Beach County.  

HIV/AIDS is a complex problem because it is an epidemic that is growing, affects 

numerous people across various population demographics, and its impact cuts across 

health, social, political, economic, and cultural domains (Barnett, Whiteside &  

Desmond, 2001; Piot, Bartos, Ghys, Walker & Schwartlander, 2001). In addition, people 

with AIDS (hereinafter referred as PWAs) are stereotyped but now have the opportunity 

to participate in collaborative governance because of the CARE Act; hence the need to 

address the problem through collective efforts of state and non-state stakeholders 

(Valdiserri, 2002; Campell, Foulis, Maimane, & Sibiya, 2005; Parker & Aggleton, 2003).  

(The CARE Act bears the name of a young boy who acquired AIDS through blood 

transfusion in 1984 and consequently succumbed to AIDS in 1990. The Ryan White 
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experience and that of many others draw attention to the seriousness of the HIV/AIDS in 

the U.S. and force lawmakers to act). 

The CARE Act forms the basis for collaborative governance of the Councils. The 

legislation mandates participation of HIV infected and affected, service providers and 

non-elected community leaders to collectively make decision as part of the 

implementation efforts in addressing the HIV/AIDS problem. (The representatives of the 

three groups in the Councils are called members.) The members are key stakeholders in 

collaborative governance.  In addition, how collaborative governance works is partly 

subject to local arrangements relative to engaging state and non-state stakeholders. The 

CARE Act (1990) emerged out of politics of AIDS and associated social construction of 

target populations (HIV infected and affected).  

The initial social perception of Acquired Immune Deficiency Syndrome (AIDS) 

as a disease for gay men and injection drug users associates AIDS with moral failing 

(Donovan, 1996, pp.73-74). The social construction of those with the Human 

Immunodeficiency Virus (HIV), and AIDS was such that they could be characterized as 

deviants (Schneider & Ingram, 1993). The use of the deviants’ status as a label tends to 

reinforce stereotypes of individuals and/or groups of people that are already marginalized 

in society.  

The deviant status is one of four categories in the typology of social construction 

of target populations. The categories in the typology range from the advantaged (elderly, 

veterans and businesses), to contenders (rich, big unions and moral majority), dependents 

(children, mothers and disabled), to those considered as deviants (criminals, drug addicts, 

and communists) (Schneider & Ingram, 1993, p. 336).  Each category has an associated 
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political power dynamic which partly determines “who gets what, when and how” out of 

federal legislation and the body politic (Lasswell, 1936). 

The negative and powerless status of PWAs at the outset bears unfavorable 

political consequences and makes legislators less willing to mandate a response to the 

epidemic (Schneider & Ingram, 1993).  Thus the social construction of target populations 

“that draws heavily on historical patterns, technical decisions, and cultural images” 

(Donovan, 1993, p.75), complicates and hinders proactive response to the AIDS problem 

in the U.S. Consequently, infections keep rising and results in approximately 583,298 

deaths from AIDS since 1981 (Centers for Disease Control and Prevention [CDC], 2009).  

Additionally, the CDC’s recent report indicates 1.1 million persons are living with 

HIV/AIDS (CDC, 2009). 

The lack of proactive federal response to the AIDS problem at the outset sparked 

activism by groups most affected until the late 1980s and early 1990s when the public 

mood begin to change. The Ryan White, Rock Hudson, and Magic Johnson stories, the 

media coverage of AIDS, and other factors reshaped the social construction of the deviant 

target population (Donovan, 1993). The gradual shift in the public’s perception of PWAs 

and public awareness in general paved the way for political intervention and resulted in 

the CARE Act of 1990. 

 The Act provides emergency assistance to localities that are 
disproportionately affected by the Human Immunodeficiency Virus 
epidemic and to make financial assistance available to States and 
other public or private nonprofit entities to provide for the 
development, organization, coordination and operation of more 
effective and cost efficient systems for the delivery of essential 
services to individuals and families with HIV disease (Sec. 2). 
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The Act is commonly identified by its legislative Titles, I, II, III, and IV and 

codified as Parts A, B, C, D, E, and F, under 42 U.S.C 3000ff-111 (CARE Act, 1990; 

2006).  The Health Resources and Services Administration (HRSA) of the Department of 

Health and Human Services (HHS), was tasked to administer the Act (Johnson & 

Morgan, 2005, p. 2).  

 Title I/Part A provides funds to eligible metropolitan areas 
(hereinafter referred as EMA) with high incidences of the HIV 
epidemic. [This mandate authorizes the establishment of Councils 
and their modus operandi CARE Act, 1990.]  [The Councils in some 
localities work jointly with other Titles/Parts based on what is 
perceived to best serve the interest of PWAs.]  TitleII/Part B awards 
grants to states and territories for community-based and home care 
support services (CRS, 2005,p 2). Title III/Part C “provides grants to 
public and private nonprofit organizations for early intervention and 
primary care services to low-income and the underserved PWAs. 
Title IV/Part D provides funds for clinical research. Part E mandates 
grants for emergency response and notification procedures but has 
never been funded. And the last section of the Act, Part F, provides 
grants for Special Projects of National Significance (SPNS), Dental 
reimbursement, Education, and Training programs (Johnson & 
Morgan, 2005, p.2-4). 

 
 The CARE Act is well intended but, the politics of AIDS impact the allocation of 

benefits and burdens, at least, in the first few years of the legislation.  For instance, more 

resources are allocated to those that fall within the dependent category (children, mothers, 

and disabled) than to those in the deviant category (criminals, drug addicts, and 

communists) (Donovan, 1996; Schneider & Ingram, 1993). However, subsequent 

modification and reauthorization of the CARE Act (1996, 2000, 2006 & 2009), and its 

implementation at the state and local levels mediated the inequities of allocation by 

mandating allocation of at least seventy-five percent (75%) of the yearly allocations for 

core medical services to all PWAs.  In addition, the CARE Act makes provision for the 
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inclusion of segments of the population that are disproportionately affected by HIV/AIDS 

in the Councils. 

 The modification and reauthorization of the Act mandates new methods to 

determine Part A eligibility and distribution of funds for Part A projects and programs, 

channels enough funds for direct health care for people with AIDS, and recognizes and 

makes provisions for HIV/AIDS devastation on racial/ethnic minorities in the U.S. 

(CARE Act, 2006; P.L. 109-415). The modification of the Act is recurrent and is 

contingent upon the prevailing epidemic situation, political power, and the commitment 

of lawmakers to award benefits or burdens to the various target populations (Schneider & 

Ingram, 1993, p. 337). 

 The Act requires the chief elected official in each EMA to establish or designate a 

Council to make implementation decisions such as allocation priorities and other outputs 

as necessary to fulfill the purposes of the CARE Act. The chief elected officials of 

Broward and Palm Beach Counties each opt for the establishment of a Council. The 

Councils consist of HIV infected and affected and non-elected community leaders as 

designated in the legislation:  

            as health care providers; community-based and AIDS service 
organizations; social service providers; mental health care providers; 
local public health agencies; hospital planning agencies or health 
care planning agencies; affected communities, including individuals 
with HIV disease; non-elected community leaders; state government; 
grantees under subpart II of part C; and the lead agency of any 
Health Resources and Services (CARE Act, 1990; Sec. 2602 (b.1).  

 
It is worth noting that the CARE Act mandates at least thirty-three percent (33%) of 

the Council members are to be from the target populations. The mandate of including 

target populations in the Councils, especially in implementation decision making at the 
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local level is essential to efforts towards addressing HIV/AIDS problem.  The inclusion 

of target populations in the Councils perhaps bolsters making collective decisions to 

collectively address the “wicked” AIDS problem (Rittel & Webber, 1973; the CARE Act, 

1990; 2006). 

The inclusion of HIV infected and affected individuals in the Council has the 

potential to modify the negative social construction of target populations and represent a 

unique case of including powerless target populations in the policy process (Schneider & 

Ingram, 1993; Lieberman, 1995). The participation of target populations in policymaking 

and implementation creates opportunity for greater inclusion in collective decision 

making and/or collective action (deLeon, 2002; Walters, Aydelotte & Miller, 2000). The 

policy process, in context, is not the sole preserve of elites and thereby enhances realizing 

the tenets of democracy through broad participation. The perspectives of members of the 

Councils, which include target populations, is included in this study in an attempt to 

contribute to knowledge and understanding of collaborative governance in addressing the 

HIV/AIDS problem in Broward County and Palm Beach County. 

Broward County and Palm Beach County are among twenty-two (22) counties 

with EMAs in fifteen (15) different states that are endeavoring to address the challenges 

posed by HIV/AIDS in line with a federal mandate (HRSA, 2009). These counties have 

had their respective Councils since the enactment of the CARE Act of 1990. The 

Councils have been responsible for making decisions i.e. allocation priorities for Part A 

funds for HIV/AIDS treatment and intervention services (CARE Act, 1990/2006). The 

Councils employ collaborative governance as required by the CARE Act, but no effort 

has been made to examine how collaborative governance works. Thus, the participation 
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of relevant state and non-state stakeholders in the Councils’ decision making including 

PWAs, the efforts of facilitative leaders and institutional design and how outputs are 

produced as a result of collaborative governance in addressing the HIV/AIDS problem in 

South Florida is yet to be examined. 

This study seeks to examine the collaborative governance of the Councils in 

Broward County and Palm Beach County to ascertain how collaborative governance 

works in allocating resources to provide various categories of services to PWAs. How 

collaborative governance works is essential to achieving the legislative intents of the 

CARE Act. Collaborative governance should facilitate effective participation of target 

populations and other relevant stakeholders represented at the Councils in order to 

produce allocation priorities and other outputs in meeting various needs of PWAs. This 

study will employ multiple methods to generate needed data in order to draw credible 

conclusions about the Councils regarding efforts in addressing the HIV/AIDS problem as 

part of the implementation of the CARE Act. 

This study focuses on years 2000-2006, the period that represents the time frame 

for one of the modifications of the CARE Act (2000).  Other modifications of the 

legislation took place in 1996 and 2006. Also within the 2000-2006 period, the Councils 

began receiving Minority AIDS Initiative (MAI) funds because of the high incidences of 

minority infection and the impact on the minority population (Aragon & Kates, 2004). 

The funds supplement Part A allocation priorities in providing various core medical 

services to PWAs in the respective counties. 
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1.1 Purpose of the Study 

Broward County’s and Palm Beach County’s Councils have existed since early 

1990s and have embraced collaborative governance in addressing the HIV/AIDS problem 

as mandated by the CARE Act.  However, no effort has been made to examine how 

collaborative governance works; thus whether relevant state and non-state stakeholders 

(including target populations) that are represented at the Councils are really engaged in 

decision making and how the outputs are produced (allocation priorities and others) in 

meeting the needs of PWAs in the respective counties. The aim of this comparative case 

study is to examine how collaborative governance works in addressing the HIV/AIDS 

problem in South Florida. Specifically, the study will examine collaborative governance 

in Broward County’s and Palm Beach County’s Councils, and the outputs that are 

produced. Thus, the study will broaden knowledge and understanding of collaborative 

governance in addressing the HIV/AIDS problem. Facilitative leadership, institutional 

design and allocation priorities of the Councils will be the bases of comparison. 

Facilitative leadership and institutional design are critical variables to collaborative 

governance and impact the collaborative process and outputs such as allocation priorities 

among others. The study will also highlight other outputs such as comprehensive plans 

and needs assessment, and their importance in helping Councils make judicious 

allocations.  

Collaborative governance, as it relates to the Councils’ efforts in addressing the 

HIV/AIDS problem entails engaging state and non-state stakeholders in a formal 

decision-making process which is deliberative, is consensus-oriented and/or achieve 

consensus (Ansell & Gash, 2007, p. 2). The expected collaborative nature of the Councils 
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requires collective efforts of “HIV infected and affected individuals, service providers, 

and community leaders” (Palm Beach County HIVCC bylaw, 2005, p. 2) which are 

essential to producing allocation priorities and other outputs in addressing the HIV/AIDS 

problem. In addition, collaborative governance that embraces otherwise “powerless” 

target populations, as is the case of the Councils, is a new paradigm in collective problem 

solving with the potential to help address the complex HIV/AIDS problems. Allison and 

Allison (2004), and Bingham et al. (2008) underscore the need to understand 

collaborative governance as a conduit to managing and addressing pertinent social, 

health, economic, and political issues or problems. 

How collaborative governance works is essential to generating outputs based on a 

collaborative process that is deliberative, promotes equality, and uses conflict resolution 

mechanisms (Anonymous, 2006, p.169).  When the state and non-state stakeholders are 

unhappy about the collaborative process, they are unlikely to reach a consensus or 

produce outputs that are acceptable to all (Gray, 1989, p. 256). In addition, because of the 

various stakeholders involved in collaborative governance, and the divergent interests 

that are represented, conflict relative to allocation priorities and other efforts is inevitable 

(Aubrey, 1997; Lasswell, 1936). There is therefore the need to manage the creative 

tensions in order to ensure outputs and/or outcomes that create value for society (Moore, 

1995). Investigating how collaborative governance works at the Broward County’s and 

Palm Beach County’s Councils from 2000-2006 and outputs that are produced in 

addressing the HIV/AIDS problem is a germane social science inquiry. (Outputs of the 

Councils not outcomes will be the focus of this study in view of the objective of the 
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study. The literature suggests outputs and/or outcomes are the results of collaborative 

governance).   

The outputs of collaborative governance in context are allocation priorities, 

comprehensive plans and needs assessment. The focus will mostly be on allocation 

priorities. At the same time, it is worth pointing out that the inclusion of HIV infected and 

affected as decision makers has the potential to empower them individually and 

collectively as members of a group.  Consequently, having the those HIV infected as key 

stakeholders in HIV collaborative governance has the prospect of helping to modify 

existing social construction of AIDS positive persons as “deviants” and a powerless 

group of people (Schneider & Ingram, 1993). In addition, collaborative governance can 

foster relationships and new knowledge in problem solving, and generate benefits for 

society in the short and long term (Bryson et al. 2006; Gray, 1989; Bingham & O’Leary, 

2006). Nonetheless, collaborative governance that falls short of effective deliberation and 

is less inclusive of relevant state and non-state stakeholders affected by a common 

problem such as HIV/AIDS has the potential to negatively impact outputs. 

In summary, this study will examine collaborative governance of Broward 

County’s and Palm Beach County’s Councils to ascertain whether collaborative 

governance facilitates achieving the legislative intents of the CARE Act. The study will 

highlight the similarities and differences of the Councils relative to facilitative leadership, 

institutional design, and allocation priorities. The study will broaden knowledge and 

understanding of collaborative governance and draw implications for public policy and 

administration.  
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1.2 Research Questions 

The research questions are developed to explore the use of collaborative 

governance in addressing the HIV/AIDS problem in South Florida.  This study will focus 

on collaborative governance: the critical variables, collaborative process variables, and 

outputs of the Councils which are essential to concluding how collaborative governance 

works in allocating resources to help provide various categories of services to meet needs 

of PWAs. Thus, discover how members of the Councils representing HIV infected and 

affected, service providers and non-elected community leaders are engaged in decision 

making that facilitates achieving the legislative intents of the CARE Act. The subsidiary 

research questions complement the main research questions and provide details on the 

rudiments of the collaborative process. Together, the main research question and the 

subsidiary research questions help attain the aims and objectives of the study.  

Ansell and Gash’s (2007) work on collaborative governance, and Schneider and 

Ingram’s (1993) contribution to social construction of target populations form the bases 

for the formulation of the research questions and the methodologies of the study. The 

research questions follow. 

Main Research Question 

How does collaborative governance work in Broward County’s and Palm Beach 

County’s HIV Health Services Planning Councils? 

Subsidiary Questions  

1. Does the inclusion of negatively socially constructed target populations (sensitive   

     population) in collaborative governance facilitate effective collaboration? Does their      



14 

 

     inclusion neutralize Schneider and Ingram’s conceptualization of the deviants’   

     category? 

2. How do Council members perceive participation in collaborative governance? Do they     

    perceive the Council to be collaborative?  

3. Does facilitative leadership impact collaborative process variables? How? 

4. Does institutional design impact collaborative process variables? How? 

5. What are the outputs of collaborative governance?  

6. Does collaborative governance enhance achieving the legislative intents of the  

    CARE Act?  

The collaborative process variables are trust building, commitment to the process 

and shared understanding (Ansell & Gash, 2007). Also, Ansell and Gash asserted that 

facilitative leadership and institutional design are critical contributors/variables of the 

collaborative process (p.8). The interaction between facilitative leadership and 

institutional design, relative to the collaborative process variables and outputs, will help 

in understanding collaborative governance in Broward and Palm Beach counties and 

ascertain how collaborative governance works in addressing the HIV/AIDS problem. The 

ultimate variable of collaborative governance in this context is the CARE Act because of 

its role in collaborative governance of the Councils in the respective counties and other 

EMAs’ in the U.S.  The legislation was enacted in 1990, then modified in 1996, 2000 and 

2006 (see CARE Act 2006). 
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Collaborative governance that works should firstly be perceived by the state and 

non-state stakeholders as being a joint effort of all relevant stakeholders. Secondly, the 

Councils should have clearly established facilitative leadership and institutional 

structures to positively impact the collaborative process, and thirdly, it should strive to 

fulfill the legislative mandates, as in this case, the mandates of the CARE Act as a 

conduit to help address the HIV/AIDS problem. 

1.3 Organization of the Study 

This study is divided into six chapters with each chapter having multiple sections.  

Chapter One is an introduction to the HIV/AIDS problem in two counties. Specifically, 

the chapter draws on the politics of HIV/AIDS, the CARE Act and the mandated HIV 

Health Services Planning Councils. The chapter also contains the purpose of the study, 

the main and subsidiary research questions. 

Chapters Two and Three consist of the conceptual frameworks of the study.  

Chapter two discusses collaborative governance as it relates to the HIV/AIDS problem. 

The chapter also includes discussion of deliberative democracy and social construction 

of target populations. Chapter Three focuses on the various process models of 

collaborative governance with emphasis on key collaborative process variables of the 

study.  These chapters critique and build on existing literature on collaborative 

governance and that the literature’s relevance for addressing complex problems such as 

HIV/AIDS. 

Chapter Four describes the research design and methods of the study. The chapter 

explains the case study and the use of quantitative and qualitative methods that help 

explicate the practice of collaborative governance in South Florida as part of the 
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implementation of the CARE Act. Details are provided on the study’s protocol, 

interviews, observations, document analyses and basic survey instruments. The chapter 

concludes with a description of the selected cases. 

Chapter Five consists of results of the study: thus, quantitative and qualitative 

results from surveys, observations, interviews, and documents. The results centers on 

the collaborative process variables such as trust building, commitment to the process 

and shared understanding; critical variables such as facilitative leadership and 

institutional design; and outputs of the Councils in line with the CARE Act. These 

results form the bases of the analysis and discussion.  

Chapter Six summarizes the findings of the study and establishes the viability of 

collaborative governance in Broward County’s and Palm Beach County’s Councils. The 

chapter contains an HIV/AIDS collaborative governance conceptual model and 

explanation. In addition, the chapter includes limitations of the study, directions for 

future research and implications for public policy and administration. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK: THEORY AND LITERATURE 

This chapter reviews theories in collaborative governance as they relate to 

addressing a complex problem that transcends sectors and locales. The theories are 

essential to understanding how collaborative governance works; thus helpful in achieving 

the aims and objectives of the study as stated in chapter 1. The literature reveals 

collaborative governance as emergent and a predominant model in addressing complex 

problems that confront various stakeholders in the twenty-first century (Allison & 

Allison, 2004, Donohue, 2004). Collaborative governance is conceptualized and applied 

to the HIV/AIDS epidemic, specifically to the efforts of two South Florida counties` 

Councils in addressing the HIV/AIDS problem.  This study contributes to the literature 

by drawing a nexus between collaborative governance, deliberative democracy and social 

construction of target populations as it relates to collective efforts of state and non-state 

stakeholders in addressing a complex problem. In addition, the study points out that 

participation of target populations in collaborative governance is essential and fosters 

viable solutions to the many challenges posed by the AIDS epidemic.  

2.1 The What and Why of Collaborative Governance 

Collaborative governance has gained currency over the past two decades as an 

effective model in addressing complex problems because it fosters broad participation in 



18 

 

decision making and implementation. The broad participation of relevant state and non-

state stakeholders in decision making and implementation promotes collective resolve to 

address the problem and increases responsibility for outputs and/or outcomes.  Various 

international, national, state, and local governments have embraced collaborative 

governance as a viable model in addressing complex or “wicked problems” such as HIV 

and AIDS (Gray, 1989; Rittel & Webber, 1973; Freeman, 1997; English, 2000; Healey, 

1997).  

Scholars use the terms collaboration, participatory management, collaborative 

governance, to describe collective efforts of state and non-state stakeholders in 

addressing a complex problem.  For purposes of clarity and consistency, collaborative 

governance is utilized in this study to examine collective efforts in addressing the 

HIV/AIDS problem in South Florida. The frequent use of collaborative governance in 

addressing complex problems in this contemporary era thereby warrants examining what 

collaborative governance is and why it used, as in this case, in addressing challenges 

posed by the AIDS epidemic. 

Gray (1989, p.5) defined collaborative governance as “a process through which 

parties who see different aspects of a problem can constructively explore their differences 

and search for solutions that go beyond their own limited vision of what is possible.”  

This definition highlights how state and non-state stakeholders with divergent interests, 

strengths, and weaknesses, engage each other for the purposes of achieving common 

goals or objectives.  Working collectively is not devoid of potential or actual conflicts. 

Conflict is likely to occur especially when there is the need for “authoritative allocation” 

of resources to service providers by the Councils as part of implementation efforts 
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(Lasswell, 1936). Nonetheless, the commitment to achieve a common purpose is critical 

for collaborative governance.  Other definitions equally include collaborative governance 

as involving state and non-state stakeholders in collective decision making and collective 

action for the benefit of society (Healy, 1997; Bingham & O’Leary, 2008; Chrislip & 

Larson, 1994; Echeverria 2001; Coggins, 1999; Beierle 2000; Rene, & Tharsi, 2004). 

Bryson, et al. (2006) define collaborative governance “as the linking or sharing of 

information, resources, activities and capabilities by organizations from two or more 

sectors to achieve jointly an outcome that could not be achieved by organization in one 

sector separately” (p.44).  Padgett, Bekemeier and Berkowitz (2004) conceptualize 

collaborative governance as “a method used by members of communities when 

developing coalitions, by organizations when conducting strategic planning, and by 

researchers who desire the partnership of those being studied” (also see Nicola, 2006: 

335).  Thus, state and non-state stakeholders work together to achieve a common purpose 

and society stands to benefit from collaborative governance, especially when it focuses 

on addressing complex problem like HIV/AIDS.  

As a type of governance, collaborative governance is different from other forms 

of governance, for instance, network governance. According to Jones, Hesterly and 

Borgatti (1997) network governance “involves a select, persistent, and structured set of 

autonomous firms (as well as nonprofit agencies) engaged in creating products or 

services based on implicit and open-ended contracts to adapt to environmental 

contingencies and to coordinate and safeguard exchanges” (p.914).  In context, 

participation in network governance is restricted to certain entities and the entities are 

interested in equally beneficial relationships. Collaborative governance on the other hand 
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creates more opportunity for broad participation by stakeholders in making decisions to 

address a common problem that impacts them.  Collaborative governance emphasizes 

formal face-to-face interaction on a regular basis as is the case with the Councils in 

Broward County and in Palm Beach County unlike network governance that sometimes 

embraces informal partnerships (Kreiner & Schultz, 1993). 

Collaborative governance differs from the traditional command and control form 

of governance which is a model associated with bureaucracy (Weber, 1947; Fry, 1989; 

Goodsell, 1985). Innes, Connick and Kaplan (2006) referenced this type of governance as 

a “bureaucratic system of public agency decision making” (p.9).  Public agencies make 

decisions and require various local governments and affiliate organizations to implement 

the law as stipulated with little or no local government participation in decision making 

(Matland, 1995; Gormley, 1989; Pressman & Wildavsky, 1973). Collaborative 

governance, on the other hand, encourages various agencies, individuals and 

organizations to collectively make decisions to address the problem. Agencies, 

organizations and individuals are equally represented, and bring their 

knowledge/expertise and experience to facilitate collective decision making and 

collective problem solving (O’Leary, 2006; McGuire, 2006; Kwi-Hee, 2004). 

Ansell and Gash (2007,p.2) theorizing about collaborative governance, emphasize 

how “formal, deliberative, consensus and/or consensus-oriented” collaborative 

governance functions. They conceptualized collaborative governance as a 

multidimensional concept and embraced multi-sector actors in practice. Thus, as a 

process, collaborative governance facilitates engaging stakeholders from different sectors 

and facets of society in regular face-to-face interaction relative to decision making.  The 
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participatory nature of the deliberative process provides opportunity for collective 

decisions and hence higher potential for resolving a particular public problem.  State and 

non-state stakeholders tend to utilize collaborative governance as a conduit to resolving 

complex problem, as in addressing the HIV/AIDS problem in this context (Getha-Taylor, 

2007).  

Ansell and Gash’s (2007) conceptualization of collaborative governance is 

constructive in that it extensively connotes state and non-state-stakeholders as 

continuously engaged in order to address the identified problem.  Involving the relevant 

state and non-state stakeholder in collaborative governance promotes reaching consensus 

at least on some issues because of divergence of interests of the stakeholders. Consensus 

exists when parties in collaborative governance “are in approximate agreement in their 

beliefs about what decisions should be made and have some feelings of unity with each 

other and with the society as a whole” (Sills, 1968, p.260).  The state and non-state 

stakeholders may have divergent interests but are resolved to work together in order to 

address a common problem that directly or indirectly impacts them.  Consensus thus 

represents an agreement among the stakeholders and fosters collaborative governance for 

the benefit of society.  

 The ongoing collaborative governance of Broward County’s and Palm Beach 

County’s Councils in addressing the HIV/AIDS problem are clear examples. The Council 

in each county has members from relevant constituencies with an interest in addressing 

the problem.  The mandate of collaborative governance and the willingness of the 

Councils to employ the model points to the importance of collaborative governance in 
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addressing a complex problem such as HIV/AIDS in South Florida and other EMAs 

across the country.   

The HIV/AIDS problem is one of many complex problems that cannot be 

effectively addressed with traditional decision making and implementation strategies. The 

problem has political, economic, social, cultural, and health dimensions and implications 

that cut across sectors (Donovan, 2001; Theodoulou, 1996).  The complexity of the 

problem, the explicit and implicit effects, and the costs to individuals, families, and 

governments warrant a new approach of engaging relevant stakeholders in efforts 

towards addressing the challenges posed by HIV/AIDS.  Collaborative governance in the 

perspectives of Ansell and Gash (2007) emerged “as a response to the ineffectiveness of 

downstream implementation and the high cost of politicization of regulation. It has also 

developed as an alternative to the adversarialism of interest group, pluralism and to the 

accountability failures of managerialism” (p.2).  

Furthermore, collaborative governance strengthens the capacity of individuals 

and/or institutions to address complex problem such as HIV/AIDS (Ansell & Gash, 2007; 

Allison & Allison, 2004; Donohue, 2004; Nicola, 2006).  By collectively engaging state 

and non-state stakeholders, capacities are jointly harnessed in addressing the problem. 

Public managers and administrative agencies are not just left to rely on existing 

institutional capacities to address the problem but are supported by human and material 

resources from other parties. The collective efforts of state and non-stake stakeholders in 

addressing the problem represent a change in managerialism. 

The changes in managerialism reflect (Sabatier & Jenken-Smiths, 1993; Matland, 

1995; Goggin, Bowman, Lester & O’Toole, 1990) conceptualization of progress in the 
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policy process, especially in policy implementation. Downstream policy implementation 

has existed for many decades, if not longer, but has failed to effectively address various 

public problems. This type of implementation, in the most part, excludes beneficiaries, or 

target populations, in the implementation process (O’Toole, 2000; Matland, 1995; 

Nakamura & Smallwood, 1980). Consequently, the policy falls short of achieving 

stipulated objectives or fails to address identified policy problems partly because of lack 

of inclusion of beneficiaries in the policy process.  In addition, implementation becomes 

less democratic and inhibits measures to effectively adjust the policy to meet the various 

expectations of the policy targets (deLeon, 2002; Berman, 1980). To a greater extent, 

downstream implementation is not collaborative, and even in attempts to improve 

participation in the policy process by engaging various interest groups, it leaves out some 

key players. For instance, some target populations that are designated as “deviants” may 

be overlooked. Hence it makes the policy process less inclusive (Schneider & Ingram, 

1993; 1995). 

Interest groups’ participation in the policy process is expected to make the process 

democratic and by doing so helps generate comprehensive solutions to complex 

problems. Interest groups represent divergent interests and their participation in 

policymaking allows for legislation that embraces divergent interests (Heclo, 1978; Lowi, 

1979). Nonetheless, some relevant groups or target populations that are not able to 

organize to directly or indirectly influence the policy process are sidelined and therefore 

eliminated from the process. Consequently, public problems cannot be effectively 

addressed because of the exclusion of some of the key actors who otherwise would make 
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useful contributions to the policy process, potential outputs and/or outcomes (Birkland, 

2005; Anderson, 2002). 

The emergent collaborative governance encourages the contributions of relevant 

actors in the policy process and marks a shift from traditional interest group 

representation by broadening participation in the policy process.  The inclusion of public, 

private, and nonprofit actors, including target populations as is the case of HIV Health 

Services Planning Councils in Broward and Palm Beach counties, makes it possible to 

harness various expertise and make viable decisions in order to effectively address a 

complex problem such as HIV/AIDS (Bryson et al. 2006; Bingham & O’Leary, 2006; 

McGuire, 2006; O`Leary, Gerard, Bingham, 2006). The joint efforts of state and non-

state stakeholders facilitate the creation of sustainable solutions to the problem (Geringer 

& Kithaber, 2004; Lee, 2003). The complexity of HIV/AIDS problems no doubt demands 

comprehensive engagement of all relevant stakeholders. 

The representation and participation of relevant state and non-state stakeholders in 

collaborative governance promotes power sharing, responsibility and accountability, the 

use of creative and adaptive problem solving, and an ability to generate mutual and 

sustainable benefits (Abrams, 2003, p.1). Collaborative governance also facilitates 

ownership of decisions and efforts, and hence builds a sense of confidence and fortitude 

among the stakeholders in the collaborative endeavor in order to ensure some productive 

outputs and/or outcomes (Gray, 1989; Ansell & Gash, 2007). 

The enormous health, environmental, social, and economic problems confronting 

society demand a twenty-first century collaborative governance approach. The 20th 

century top-down bureaucracy and its modifications in the forms of decentralization, 
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reinvention, devolution, and deconcentration do not seem to provide the necessary 

remedy to the challenges, problems and complexities of this contemporary era (Allison & 

Allison, 2004; Ayee, 2000; Farazmand, 1989; 2006; Waldo, 2006; Wilson, 1989).  The 

challenges and problems are multidimensional in nature and demand multidimensional 

approaches whereby relevant state and non-state stakeholders are part of implementation.  

The emergent collaborative governance approach, as is the case for the Councils, 

is a much more viable option for addressing the numerous challenges posed by 

HIV/AIDS.  The Councils consist of relevant state and non-state stakeholders including 

the otherwise powerless and “deviant” target populations (CARE Act, 1990, 1996, 2000, 

2006, 2009; Schneider & Ingram, 1993).  The inclusion of target populations alongside 

other stakeholders in decision making through regular face-to-face interaction strengthens 

the resolve among the Council members to act collectively. Also, broad participation and 

regular face-to-face interaction relative to decision making at the Councils differentiate 

collaborative governance from networks, agency-interest interactions, and public-private 

partnerships (Ansell & Gash, 2007, pp. 4-5; Freeman, 1997).   

The comparative advantage of collaborative governance compared to other forms 

of governance does not make it immune to challenges. Challenges such as time 

constraints, turf battles, trust issues, delayed decisions, and politics of the collaborative 

process among others, are inevitable (Hageman & Bogue, 1998; Aubrey, 1997; Booher, 

2004).  For instance, the divergent interests that are represented in decision making, 

particularly, in making allocation priorities are likely to experience conflicts relative to 

participation in the collaborative process. Nonetheless, collaborative governance is a 

much more viable option for collective decisions, actions, and solutions to problems 
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because of the extensive inclusion of relevant state and non-state stakeholders and 

knowledge of the consequences of inaction on the health and well being of PWAs. 

Collaborative governance as a consequence of legislative mandate has not been a 

subject of intense research in public management. How the legislation shapes 

collaborative governance, how critical variables such as facilitative leadership and 

institutional design impact the collaborative process and outputs relative to addressing 

HIV/AIDS in South Florida is yet to be explored.  Research has so far centered on 

“antecedents and enhancing collaborative performance” relative to some collaborative 

efforts while at the same time creating a “missing link” in some aspects of collaborative 

governance, for instance, the collaborative process (Thomson & Perry 2006, p.30). 

Understanding how collaborative governance works and the outputs within the context of 

HIV/AIDS at the county level will provide public managers information on collaborative 

governance and foster its use as a conduit to addressing other pertinent health, social, and 

environmental problems. 

The few attempts at examining the use of collaborative governance in collective 

problem solving were limited in scope and fall short of needed insights on some of its key 

variables.  Dukay’s (1995) research on collaborative governance and the HIV/AIDS 

epidemic in Colorado focuses on decision making  without addressing constituent issues 

such as commitment to the process and its relevance to decision making, and the outputs 

and/or outcomes of collaborative governance. Kwi-Hee’s (2004) study explores the 

collaborative process relative to social capital formation in community development, but 

falls short of addressing the critical role that leadership and institutional design play in 

collaborative governance. This comparative case study focuses on collaborative 
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governance as it relates to addressing the HIV/AIDS conundrum in Broward County and 

Palm Beach County by drawing on the critical variables such as facilitative leadership 

and institutional design, the collaborative process variables such as trust-building, 

commitment to the process and shared understanding, and outputs i.e. allocation priorities 

(Ansell & Gash, 2007). The CARE Act is the ultimate variable that drives the study.  

Collaborative governance in Broward County’s and Palm Beach County’s 

Councils has not been a subject of study. By focusing on the experiences of the two 

Councils, a conclusion can be drawn on whether collaborative governance towards 

addressing HIV/AIDS problem in Broward County and Palm Beach County works. 

Collaborative governance that works strives to achieve the legislative intents of the 

CARE Act.  For instance, by making allocation priorities, the Councils stand to fulfill the 

mandate of allocating resources to fund various categories of services to meet the needs 

of PWAs. The study will draw implications for public policy and administration.  

2.2 Collaborative Governance and Deliberative Democracy 

The concept of collaborative governance postulates involvement of state and non-

state stakeholders in collective decision making and/or collective implementation (Gray, 

1989; Freeman, 1997; Seidenfeld, 2000).  It is an alternate to the traditional policy 

paradigm that emphasizes top-down policymaking and policy implementation (Futrell, 

2003; Healy, 2003).  The rationale for collaborative governance is to promote collective 

solutions to complex problems such as HIV/AIDS and other problems that transcend 

sectors and even domains through collective decision making by the various stakeholders 

(Lasker, Weiss & Miller 2001; Huxham & Vangen 2005). In context, the Broward 

County’s and Palm Beach County’s Councils have target populations, service providers, 
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and non-elected community leaders that jointly make decisions to fund categories of 

services to PWAs as part of efforts directed towards addressing the challenges posed by 

HIV/AIDS. 

The broad participatory appeal of collaborative governance and the focus on 

consensus-oriented decisions and solutions relates with deliberative democracy theory 

and its emphasis on citizen involvement in the democratic process, especially in decision 

making (Levine, Fung, & Gastil, 2005; Button & Ryfe, 2005; James, 2004).  Like 

collaborative governance, public participation in deliberative democracy can help make 

decisions that enhance the potential for sustainable solutions to problems (Habermas 

1984; 1993; Gutmann & Thompson 1996; Chambers, 1996; Benhabib, 1996). 

Jointly, the concepts of collaborative governance and deliberative democracy 

emphasize involving target populations as key stakeholders whose interests could 

otherwise be aggregated in the traditional policymaking and policy implementation 

process (Heclo, 1978; Dye, 1998; Birkland, 2005).  The limited opportunity to engage all 

relevant parties in the traditional policy process and the growing complexity of problems, 

especially in this contemporary era warrant collective decisions by state and non-state 

stakeholders. While deliberative democracy strongly advocates citizen involvement in the 

decision process, collaborative governance goes a step further by mandating structures of 

participation in the decision making and/or implementation (Friedrichsen, 2006; 

Busenberg, 1999; Williams & Matheny, 1998). For instance, the implementation of the 

CARE Act provides opportunity for target populations to be part of decision making at 

the Councils by helping set the agenda and performing defined tasks in consonance with 

the legislative mandate. Nevertheless, the vociferous arguments on the lack of effective 
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citizen participation by key authors on deliberative democracy lay the groundwork for a 

more inclusive and emergent governance paradigm (collaborative governance) in the 

1990s and beyond (Nino, 1996; Gastil & Levine, 2005; Koh & Slye, 1999). 

Some scholars critique the conceptual argument for deliberative democracy 

(Reykowski, 2006; Dryzek, 2000; Miller, 1992; Elster, 1998; Fishkin & Laslett, 2003; 

Biebricher, 2007; Bohman and Rehg, 1997).  The critiques center on the challenges and 

benefits of multi-stakeholder participation in “creating public value” (Moore, 1995; 

Anonymous, 2006; O’Leary et al. 2006).  Reykowski (2006, p.323) questions the 

assumptions of deliberative democracy but investigations lend credence to evidence of 

the viability of divergent public participation in mediating problems.  Thus, Habermas’ 

(1973, 1993) viewpoint on discourse as an essential element in democracy and 

democratic consolidation points to the high potential of public deliberation in mediating 

problems. 

The design of “public space” or place of deliberation is essential in engaging 

stakeholders and in producing decisions that create value for society.  The more 

deliberation is inclusive of the relevant state and non-state stakeholders, and the more 

conducive the discourse setting, the greater the potential for decisions based on consensus 

or consensus-oriented decisions (Young, 1990, 1999; Benhabib, 1996; Warren, 1996).  

Having divergent publics in deliberations has its associated challenges, such as protracted 

disagreements or conflicts, but these can be mediated by facilitative leadership and 

institutional design. Nonetheless, divergent stakeholders’ participation in the decision 

making process legitimizes decisions and outputs, and hence is the essence of 
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collaborative governance for productive outputs and/or outcomes (Gutmann & 

Thompson, 1996; Habermas, 1984; Valadez, 2001; Kwi-Hee, 2004).  

The rationale for more inclusive participation in the collaborative process, as is 

the case with the mandated Councils, encourages intense formal and face-to-face 

engagement because of the mandated and clearly defined structure for all EMAs (HRSA, 

2008; CARE Act, 2006).  The members of the Councils (state and non-state stakeholders) 

set the agenda, meet face-to-face regularly in small groups, and make vote on motions (to 

support or reject motions), unlike deliberative democracy whereby it is sometimes 

difficult for target populations to set the agenda and influence deliberations because of 

the lack of mandated institutional design for deliberation, especially at the local levels 

(Grogan, & Gusmano, 2005, p. 143; Dryzek, 2000).  The forum for deliberative 

democracy is sometimes nothing short of a public relations gimmick (Walters, 2000; 

Verba, 1969). Mandated collaborative governance thereby fosters intense and substantive 

participation in order to collectively address the HIV/AIDS conundrum.  

The nexus between collaborative governance and deliberative democracy, 

especially as it pertains to divergent stakeholder participation in mediating complex 

problems, is apparent in the key elemental features. Collaborative governance consists of 

variables such as face-to-face dialogue, trust building, commitment to the process, shared 

understanding, facilitative leadership and institutional design for collective decision and 

collective actions through intense participation of stakeholders, as mandated (Ansell & 

Gash, 2007, p.1; Donahue, 2004). And key variables of deliberative democracy are 

“equality, inclusion, openness, publicity, and purpose and style” (Grogan & Gusmano, 

2005, p. 130)- an incremental version of Gutmann and Thompson’s (1996) publicity, 
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reciprocity and accountability, but the extent of participation is a challenge in some 

instances because of lack of clearly defined structures. Nonetheless, both concepts 

subscribe to the interactive input, process, and output governance model in enhancing 

democracy and in addressing problems. 

Inclusion and equality of stakeholders in decision making are essential to 

generating constructive decisions in addressing complex problems. Consequently, 

relevant state and non-state stakeholders are not just part of the process but have equal 

opportunity and standing in a deliberative process.  The perception of fairness among the 

stakeholders and the complimentary role of fair facilitative leadership and institutional 

design promote commitment and trust among the collaborative partners towards realizing 

the stipulated collaborative objectives (Cooper & Bryer 2006; Waugh & Streib, 2006; 

Farazmand, 2007). 

Furthermore, openness, publicity, purpose and style are essential for collaborative 

problem solving (Grogan & Gusmano, 2005; Chambers, 2003; Englund, 2000; Leach, 

2006; Ansari, 2003). Both deliberative democracy and collaborative governance embrace 

dialogue and consensus-oriented decisions in the public square and provides opportunity 

for public participation.  Thus, the extent of public participation in addressing complex 

public problems such as HIV/AIDS can be determined.   In addition, the success or 

failures of collaborative problem solving offer lessons for future collaborative efforts 

(Rikoski, 2008; Daniels & Walker 2001; Senge, 1990; Rein & Rabinovitz, 1977; Argyris, 

1976; Argyris & Schon, 1978).  

Collaborative governance and recurrent efforts of state and non-state stakeholders 

to collectively address problems promote joint ownership and responsibility for 
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decisions, whether they are outputs or outcomes (Ansari, 2003; Weech-Maldonado & 

Merrill, 2000; Pratt & Zeckhauser, 1985; Eisenhardt, 1989). These are inextricably 

intertwined and provide remedies for future endeavors. The state and non-state 

stakeholders thereby share responsibility for success or otherwise. The mutual ownership 

of the decisions by collaborative partners has high potential for commitment formation 

and success, and no doubt differentiates deliberative democracy and collaborative 

governance from a traditional governance paradigm that emphasizes top-down 

policymaking and implementation (Margerum, 2001, pp. 421-423). 

Deliberative democracy and collaborative governance are important concepts in 

understanding joint efforts of state and non-state stakeholders in governance.  

Deliberative democracy explicates active participation in deliberations as a conduit to 

collective and legitimate decisions (Reykowski, 2006; Elster, 1998).  The complementary 

collaborative governance paradigm emphasizes collective decisions and/or collective 

actions aligned with a mandate. The case of Councils in Broward County and Palm 

Beach County illustrate joint efforts of state and non-state stakeholders in making 

decisions as part of the implementation of the CARE Act. 

2.3 Collaborative Governance and Social Construction of Target Populations 
 

The dawn of the twenty-first century ushered in collaborative governance 

paradigms to help harness resources of state and non-state stakeholders in order to 

effectively deal with complex problems that cut across sectors and domains. The 

extensive challenges demand proactive commitment that transcends traditional 

governance models. The extent of engagement encourages greater involvement of target 
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populations as key stakeholders in decision making and implementation (Walters, 2000; 

Ingram & Schneider, 1991; Dryzek, 1990). The key target populations, as it related to the 

CARE Act are the PWAs (HIV infected); otherwise referred to as clients or consumers. 

The social construction of these target populations has implications for participation in 

the policy process, especially in collaborative governance to collectively address the 

HIV/AIDS problem. This section focuses on social construction of PWAs and how 

politics of HIV/AIDS provides the platform for HIV/AIDS infected and affected to 

become key stakeholders in mediating the HIV/AIDS conundrum. 

Schneider and Ingram (1993) conceptualized social construction of target 

populations as “the recognition of the shared characteristics that distinguish a target 

population as socially meaningful and the attribution of specific, valence-oriented values, 

symbols, and images to the characteristics” (p. 335).  Schneider and Ingram’s concept 

builds on Edelman’s (1988) concept of target populations that depicts groups either 

positively or negatively. Social construction of target populations according to Schneider 

& Ingram (1993) refers to the “cultural characterization or popular images of the persons 

or groups whose behavior and well-being are affected by public policy” (p.334).  Social 

construction is about group identity and in the context of HIV/AIDS highlights the 

politics of AIDS, especially, the characterization of PWAs at the onset of the epidemic in 

the U.S. and other countries. 

The concept of social construction and its policy implications have been a subject 

of keen interest to some social science scholars. Scholars (Donovan, 1993;1998; 

Lieberman,1995 Berger & Luckman, 1966;  Keeler, 2007; Ingram & Schneider, 1991; 

Schneider & Ingram, 1993, DeWinter-Schmitt, 2007; Schneider & Ingram, 1995; Knott 
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& Weissert, 1995; Edelman, 1988; Stone, 2002; General, 2007; Lockhart, 2000; Rose, 

1997; Roberts, 1992; Sosnowitz, 1992; Beechey, 2005; Williams, 1996;  Bundy, 1994;  

Newton, 2002; Holmberg, 1992; White, 1994) have applied the concept to various social 

and political phenomena at the local, national, and international levels. The analyses help 

broaden knowledge and understanding of how policy categories or constructions of 

targets are critical to policymaking and implementation.  

The social construction of target populations has gained prominence in 

contemporary policy literature partly because of the HIV/AIDS conundrum and its 

associated politics. PWAs became policy targets and, in an attempt to explicate how 

policy treats target populations, Schneider and Ingram (1993) developed four categories 

of targets: advantaged, contenders, dependents and deviants (p. 336).  PWAs (with some 

few exceptions) fall into the deviant category alongside criminals, drug addicts, 

communists, flag burners and gangs. And, as deviants, PWAs have no control over policy 

that affects them. Undoubtedly, the deviants make up the least consequential category 

when compared with the advantaged, contenders, and dependents categories.  

The deviant category is predominantly associated with PWAs. Nonetheless, other 

PWAs, pending the status and mode of transmission their disease, fall into a different 

category. For instance, Donovan (1993, pp. 77-78) points out HIV positive children were 

constructed as dependents, while women and racial minorities fall respectively within the 

dependents and deviants categories of the “social construction continuum.” 

Consequently, the CARE Act (1990) resource allocations reflect sympathy to the 

dependents category at the onset of implementation. The deviants (gays and injection 

drug users) and, to a greater extent, minorities were at the receiving end of the AIDS 
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policy, having fewer benefits but bearing enormous burdens (Schneider & Ingram, 1995, 

p. 337; Johnson & Jones, 1991; Espinoza, Hall, Hardnett, Selik, Ling & Lee, 2007; 

Keeler, 2007).  

The deviants and the associated benefits and burdens are contingent on the 

politics of AIDS.  Donovan (2001) and Schneider and Ingram (1993) point out some 

variations in social construction based on the political dynamics. For instance, 

constructions of PWAs over time was subject to political maneuvering in order to create a 

type of image that is deemed acceptable for political purposes and served as a basis for 

benefits and burdens (Schneider & Ingram, 1993 pp. 336-337).  The passage of the 

CARE Act of 1990 and its mandate for Councils gave PWAs a unique role in policy 

decision making as part of implementation of the Act. 

The role of PWAs as key stakeholders in HIV collaborative governance is unique 

in that the usually marginalized groups of people are now critical to implementation 

efforts. This perspective is not articulated by Schneider and Ingram (1993) in the concept 

of social construction of target populations.  Schneider and Ingram point out the political 

nature of social construction of target populations and how the eventual social 

construction shapes and impact politics. In addition, Schneider and Ingram accentuate 

how social construction may be manipulated for the purposes of allocating benefits and 

burdens (pp.342-343). Nonetheless, how deviants become key stakeholders in the policy 

process, as in this case, in decision making as part of the implementation of the CARE 

Act and in helping produce outputs in addressing the HIV/AIDS problem was not 

discussed. 
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The role of PWAs at each Council extends beyond Schneider and Ingram’s 

benefits and burdens proposition. PWAs active roles at the Councils emphasize the 

propensity of one group, i.e. deviants, to become either advantaged or contenders, or both 

at the same time. Thus, the PWAs (or deviants) have been mandated by the CARE Act to 

become an influential group or key stakeholders in HIV collaborative governance to help 

address the problem. While the politics of AIDS create the category and the category 

somewhat shapes the politics, the defined roles/tasks of PWAs in the legislation gave the 

usually categorized  powerless group of people a mandate that clearly establish their 

useful role in addressing the HIV/AIDS problem.  

The contingent nature of social construction of target populations and the 

archetypal example of the AIDS infected becoming key actors in HIV related 

collaborative governance lend credence to Lieberman’s (1995) constructive criticism of 

Schneider and Ingram’s categories of target populations. Lieberman points out the 

instrumental role of “historical-institutional” variables in social construction of target 

populations. Lieberman argues “the configuration of a society’s political institutions 

influences political outcomes not only by regulating formal and informal access to power 

but also by shaping the formation and expression of political sentiments. Over time, 

institutional change dramatically affects political possibilities, opening up certain roads 

and closing others.” (p.438). Thus, the politics of AIDS, especially the activism of the 

marginalized groups that were heavily impacted by HIV/AIDS from the onset, played a 

key role in legislating the CARE Act and its respective mandates for national, state, and 

local governments. 
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The activism of the marginalized groups extends beyond the design of the CARE 

Act. The CARE Act establishes the framework for HIV/AIDS collaborative governance 

and thus empowers the usually marginalized “deviants” to a greater extent by making 

them decision makers as part of the implementation of the Act.  Each Council at counties 

that fall within the delineated EMAs has HIV positive individuals constituting at least 

thirty-three (33%) of the Council membership (CARE Act, 1990/2006).  

The extent of target populations (otherwise constructed deviants) participation in 

AIDS collaborative governance at the various locales is a unique paradigm in policy 

implementation. The social construction of the target population and its constitutive 

historical-institutional dynamics does not only promote participation but also establishes 

the modalities for strong stakeholder participation in making collective decisions to 

collectively address the complex HIV/AIDS problem (Schneider & Ingram, 1993; 

Lieberman, 1995; deLeon, 2002; Walters et al. 2000). 

The target populations according to Ingram and Schneider (1991, p. 334) “are 

persons, groups, or firms selected for behavioral change by public policy initiatives such 

as statutes, agency guidelines, or operational programs” and for policy to have the desired 

effects, target populations are expected to be part of the decision making and 

implementation. The CARE Act provides opportunity for target populations to participate 

in governance to promote care and treatment, and to some extent encourages “behavioral 

change” (CARE Act, 2006; Donovan, 1993; Sosnowitz, 1992).  HIV positive individuals 

should not be perceived as the only target population in the combat of AIDS. All living 

beings at risks of HIV infection are target populations, especially since HIV preventative 
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efforts extend to all human beings. Thus, for collaborative governance to work, the 

potential and actual targets are critical to collective decisions and actions.  

A logical nexus between the target group’s participation and collective problem 

solving is the hallmark of collaborative success, especially when deriving mutual benefits 

and burdens are associated with collaborative governance (Ingram & Schneider, 1991, p. 

335; Sabatier & Jenkins-Smith, 1993).  At least, the perceived or actual benefits of 

participation in collaborative governance should serve as an impetus for commitment and 

eventual success. 

Participation of relevant target populations in collaborative governance is not 

necessarily a panacea for success, but there is evidence of beneficial outputs and/or 

outcomes for society. Verba (1965, p.53) alluded “participation represents general value 

in society, is means to an end, represents a goal per se… satisfies various constituents” 

and generates support for the policy. The goal to seek consensus and/or the consensus-

oriented nature of collaborative governance creates a sense of ownership of decisions and 

outputs.  

The case of having target populations as part of the Councils promotes collective 

decision making in addressing the HIV/AIDS problem. Nonetheless, having vast numbers 

of state and non-state stakeholders in collaborative governance has the potential for 

compromises or delays in making decisions and in taking construction actions (Irvin & 

Stansbury, 2004; Nanz & Steffek, 2003; Freeman, 1997; Abrams, 2000). In addition, the 

extent to which the usually excluded target populations in the policy process would be 

able to maintain independent postures to ensuring effective collaborative governance is 

quite a task.  The otherwise “outsiders” can succumb to the temptation of assimilating 
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“insider” group norms and values, thereby resulting in unproductive consensus or 

compromise (Tuckman & Jensen, 1977; Cohen & Bailey, 1997; Katzenbach & Smith, 

1993). 

Collaborative governance and social construction of target populations to a large 

extent emphasize the need for democratic participation in resolving complex problems 

(Schneider & Ingram, 1993; Ingram & Schneider, 1991; Innes & Booher, 1999; Stoker, 

1998). While collaborative governance usually accentuates sin qua non broad level 

participation in decision and implementation, social construction of target populations 

highlights group identities and the associated benefits and burdens relative to the political 

process (Schneider & Ingram, 1993, pp.340-342). The placing of target populations into 

categories by Schneider and Ingram has conceptual and practical significance but does 

not necessarily elucidate all the relevant variables that account for the social construction 

paradigm (Lieberman, 1995).  In addition, Keeler’s (2007, p.612) review of categories of 

“HIV risk exposure” reveals the logical inconsistent and incongruent nature of AIDS 

categories, and Donovan (1993) highlights the unproductive politics of categories relative 

to the HIV/AIDS conundrum. 

The CARE Act and the subsequent HIV collaborative governance give target 

populations, especially the HIV infected, a unique opportunity to be part of decision 

making as part of the implementation efforts in localities greatly impacted by the AIDS 

epidemic.  The extent of participation by the infected relative to the politics of AIDS in 

the U.S. points to an eventual instrumental stakeholder role of the infected in preventative 

and treatment measures.  The usually marginalized “deviants” thereby bear “advantaged”, 
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“contender” and “dependants” characteristics and the potential or actual impact extends 

beyond the politics of benefits and burdens. 

This chapter of the dissertation focuses on collaborative governance and related 

theories such as deliberative democracy and social construction of target populations 

relative to efforts towards addressing complex problem such as HIV/AIDS. Collaborative 

governance explicates collective efforts of state and non-state stakeholders in decision 

making and/or implementation as a conduit to mediating complex problem that impact 

various sectors of society (Donohue, 2004; Freeman, 1997). Deliberative democracy 

draws on interaction among the stakeholders in the collaborative process and complement 

knowledge and understanding of collaborative governance. The stakeholders in the case 

of the Councils in Broward County and Palm Beach County include target populations 

who are essential to making decisions and hence producing outputs in addressing the 

HIV/AIDS problem. The social construction of target populations explains how inclusion 

of otherwise “powerless” target populations marks a new trend of the policy process and 

fosters collective problem solving via collaborative governance of the Councils. The 

theory and literature highlight the viability of the collaborative governance model in 

mediating complex challenges of the twenty-first century. The next chapter further 

explicates the collaborative governance conceptual framework relative to addressing the 

HIV/AIDS problem by focusing on collaborative process variables and the critical 

variables, and the impact on producing relevant outputs of collaborative governance.   
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CHAPTER THREE 

PROCESS MODEL, LEADERSHIP AND STRUCTURE THEORIES 

This chapter focuses on collaborative process models and includes the critical 

variables of collaborative governance. The collaborative process models draw attention to 

the differences among scholars in conceptualizing the process of engaging state and non-

state stakeholders in collective problem solving. The variables of the collaborative 

process and critical variables are essential to understanding how collaborative governance 

works. The selected collaborative process model consists of variables such as trust 

building, commitment to the process, and shared understanding. The critical variables of 

this model are facilitative leadership and institutional design because of their 

indispensable role in the collaborative process. The chapter explicates the variables as 

they relate to collaborative governance and includes theories relative to the critical 

variables. The chapter is an extension of the conceptual framework of the study as 

discussed in chapter 2 and contributes to the literature by pointing out the iterative nature 

of the collaborative process and how critical variables impact collaborative governance, 

especially its process. 

3.1 Collaborative Process Model  

The collaborative process is an important element of collaborative governance. 

The collaborative process is decisive for success or failure of collaborative governance 
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efforts. Successful collaborative governance achieves the purposes of CARE Act and 

benefits society greatly, whereas unsuccessful collaborative governance creates burdens 

for society and can make bad situation worse. A collaborative process that embraces all 

relevant state and non-state stakeholders, promotes active participation, has a cordial 

relationship, empowers and is consensus oriented has a higher potential for success 

(Gray, 1989; Anonymous, 2006; Allison & Allison, 2004). Thus, the collaborative 

process help creates outputs and/or outcomes that are critical to addressing complex 

problems such as HIV/AIDS.  

There are various collaborative process models but all have a common underlying 

pattern. The model of the collaborative process is a continuum with either linear or 

nonlinear characteristics and includes multi-actor engagement based on an 

unconventional rather than traditional style of management and is consequential. Thus, 

irrespective of the ideological underpinning, “classic liberalism or civic republicanism” 

(Perry & Thomson, 2004), the collaborative process remains the “engine” of 

collaborative governance. 

Scholars of various orientations have shed light on what constitutes the 

collaborative process and how critical the collaborative process is to collaborative 

governance (Ansell & Gash, 2007; Gray, 1989; Thomson & Perry, 2006; Bryson et al. 

2006; Huxham, 2003; Susskind & Cruikshank, 1987, Ring & Ven de Ven, 1994; 

Imperial, 2005; Edelenbos, 2005; Wagenaar, 2006; Newman, Barabasi, & Watts, 2006; 

Agger & Löfgren, 2008; Saunders, 1985; Bingham, 1986; Himmelman 1996; Thomson 

2001; Ewing, 1987; Huxham & Vangen 2005; Brinkerhoff, 2002; Roberts & 

Bradley,1991). Some of these scholars conceptualized the process as a “stages heuristic” 
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or linear one (Gray, 1989; Thomson and Perry, 2006; Susskind and Cruikshank, 1987; 

Edelenbos, 2005) whereas others conceptualized the process as being cyclical or 

nonlinear (Ansell & Gash, 2007; Ring & Van de Ven, 1994; Huxham, 2003; Imperial, 

2005; Bryson et al. 2006) 

Gray’s (1989, pp.55-56) collaborative process model consists of three (3) stages: 

problem setting, direction setting, and implementation. The problem setting phase is 

significant in that it sets the stage for agreement on the problem or issue of collaborative 

governance, participation, dialogue, commitment formation, and standard for action. The 

direction setting phase allows for compromise of divergent interests and expectations in 

order to facilitate consensus for the “common good”. Last, but not least, the 

implementation phase represents the platform for action, monitoring, evaluation, 

modification, and reimplementation. 

Gray’s depiction of the collaborative process as a “stages heuristic” has some 

semblance with Nakamura Smallwood’s (1980) “three environments’ and Wildavsky’s 

(1970) description of the policy process.  Gray seems to suggest dependent rather than 

independent stages. The stages are linearly connected. For instance, the review of the 

implementation phase suggests implementation is evolutionary, is subject to coalitional 

influence and is constantly undergoing review (Browne & Wildavsky, 1980; Bardach, 

1977; Otoole & Montjoy, 1984), and resonates with the Councils’ attempts at realizing 

the legislative intents of the CARE Act by frequently reviewing implementation efforts. 

Gray’s stages model finds support in Edelenbos’ (2005) collaborative process 

model. Edelenbos identified three stages vis-à-vis, preparation, policy development, and 

decision making, with each stage having multiple steps/components (pp.111-113). The 
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stages are linearly related.  Like the Gray model, a significant setback at any of the stages 

can potentially derail the collaborative process.  

Thomson and Perry’s (2006, pp.23-24) collaborative process model consists of 

five categories and three dimensions: governing and administering (structural dimension), 

mutuality and norms (social dimension), and organizational autonomy (agency 

dimension). The structural dimension promotes participation and consensus-oriented 

decisions among the divergent interests through an established mechanism such as a 

collaborative Council.  The social dimension underscores the resolve among the state and 

non-state stakeholders to work together for the “common good” based on mutual trust, as 

is the case with AIDS related collaborative governance in Broward County and Palm 

Beach County. Last, the autonomy dimension is an emphasis on the need to compromise 

as a conduit to effectively addressing the complex problem for societal benefit.  There is 

high potential for collaborative success when the collaborative partners follow through 

the structural, social and autonomy dimensions and frequently review the consequences 

of collaborative efforts.  

The Thomson and Perry (2006) collaborative process model does not necessarily 

advocate ‘stages heuristics’ even though there is an emphasis on a systematic approach to 

collaborative governance (p.28). The model suggests a strong synergy between the 

dimensions and the model alludes to linearity. The linear conceptual collaborative 

process model has contemporary relevance but does not reflect the diverse collaborative 

process. Some scholars seem to subscribe to a cyclical or nonlinear nature of the 

collaborative process (Ansell & Gash, 2007; Van de Ven, 1994; Bryson et al. 2006; 

Huxham, 2003; Imperial, 2005). The nonlinear perspective seems to accurately describe 
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the collaborative process, as it relates to collaborative governance of the HIV Health 

Services Planning Councils. Thus, collaborative process variables such as trust building, 

commitment to the process, shared understanding, and the critical variables such as 

facilitative leadership and institutional design are concurrent and are relevant to 

producing collaborative outputs and/or outcomes for the “common good” (Ansell & 

Gash, 2007; Bryson & Crosby, 1992). 

Ring and Van de Ven’s (1994, p.97) collaborative process model consists of 

negotiation, commitment, assessment and execution. The model depicts the collaborative 

process as nonlinear or cyclical. Each variable of the collaborative process has 

dimensions. The variables and their respective dimensions are intertwined. The 

assessment component of the collaborative process model serves as the catalyst for 

change and modification. 

Ring and Van de Ven’s (1994) collaborative process model augments the 

argument for a multi-sector nature of collaborative governance, the need for trust and 

active participation, communication, compromise and consensus building among state 

and non-state stakeholders to enhance the resolve to work together. These necessary 

variables are essential for collaborative success in addressing complex public problems 

such as HIV/AIDS. The Councils’ collaborative processes, as a key aspect of 

collaborative governance are necessary for producing outputs in promoting the health and 

well being of PWAs. 

For collaborative governance to create value for society there is the need for a 

collaborative process that encourages recurring collaborative efforts.  The HIV Health 

Services Planning Councils meet such a litmus test. Himmelman’s (1996) cyclical 
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collaborative process model points out the progressive constructive engagement 

strategies that impact and transforms lives for the better. Thomson (2001) and 

Brinkerhoff (2002) buttress the interconnectedness of the collaborative process variables 

as fundamental to success of collaborative governance.  Ansell and Gash’s (2007, pp.16-

17) iterative and nonlinear collaborative process model emphasizes the nexus between 

behavioral and non-behavioral elements of the collaborative process in order to foster 

productive outputs and/or outcomes. Thus, trust building, commitment to the process, 

face-to-face dialogue, and shared understanding are essential collaborative process 

variables of collaborative governance. 

A review of the literature points to commonalities among scholars regardless of 

the linearity or non-linearity of their approach to the collaborative process. Some scholars 

have implicitly or explicitly identified trust building, commitment formation and 

communication as essential collaborative process variables of collaborative governance 

(such as Gray, 1989; Thomson & Perry, 2006; Ring & Van de Ven, 1994; Huxham, 

2003; Imperial, 2005; Ansell & Gash, 2007; Bryson et al., 2006; Susskind & Cruikshank; 

1987). These variables are interconnected in that trust impacts commitment formation 

and vice versa. In addition, communication plays an essential role in trust building and in 

commitment formation in helping address a complex public problem such as HIV/AIDS. 

The Ansell and Gash (2007) collaborative process model stands out among the 

rest of the collaborative process models in view of the emphasis on how critical 

facilitative leadership and institutional design are to collaborative governance. The 

success of collaborative governance is contingent on the catalytic role of facilitative 

leaders and likewise the institutional mechanisms of the collaborative process that define 
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who participates, how and in what form. While scholars such as Imperial (2005); Bryson 

et al.(2006), and others emphasize the role of leaders in collaborative governance, their 

analysis falls short of strongly pointing out the equally critical and complementary role of  

facilitative leadership and institutional design to collaborative governance, and especially 

the collaborative process, at least, in recurring collaborative efforts such as HIV/AIDS. 

Bryson and Crosby (2005) buttress the relevance of institutional design to collaborative 

governance but the substance of their discussion is on leadership as the most critical 

variable, unlike Ansell and Gash who strongly argued both variables are equally essential 

to successful collaborative governance. 

3.2 Collaborative Process Model: The HIV Context  

The Ansell and Gash collaborative process model has unique elements consisting 

of behavioral and nonbehavioral variables with facilitative leadership and institutional 

design serving as the critical variables. The collaborative process is an essential aspect of 

collaborative governance in that it can greatly impact outputs and/or outcomes, either 

positively or negatively.  The collaborative process variables are iterative and consist of 

trust building, face-to-face dialogue, commitment to the process, intermediate outcomes, 

and shared understanding (Ansell & Gash, 2007, p.8). The interaction between the 

variables is nonlinear or cyclical (Bryson et al. 2006; Van de Ven, 1994).  For the 

purposes of analysis, the collaborative process variables have been reclassified into three 

categories: trust building, commitment to the process, and shared understanding.  The 

trust building elements in this study extend beyond those of Ansell and Gash’s (2007) 

trust building category to include additional dimension such as face-to-face dialogue, 

negotiation and joint fact-finding. These elements have strong nexus to trust building 
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within the context of the HIV Health Services Planning Councils.  Similarly, “small 

wins” or intermediate outcomes and strategic plans are integrated with commitment to the 

process variables in order to help build a strong argument for commitment to the process. 

The shared understanding category remains unchanged. An attempt is made to relate 

dimensions of shared understanding to the Councils’ situations. 

This section explicates each of the collaborative process variables, the 

complementary dimensions, and the essence for collaborative governance.   

3.2.1 Trust Building  

Cummings and Bromiley, (1996) define trust “as a common belief among a group 

of individuals that another group will make good-faith efforts to behave in accordance 

with any commitments both explicit and implicit, be honest in whatever negotiations 

preceded such commitments, and not take excessive advantage of another even when the 

opportunity is available” (p.303). This definition underscores interpersonal and group 

trust which can greatly impact collaborative governance. Trust is very relevant to “meso” 

macro, and “micro” levels of collaborative analysis (Kramer & Tyler, 1995, pp.6-7).  

Trust is a key variable of collaborative governance and for that matter the 

collaborative process. As in the case of complex problem such as HIV/AIDS which cuts 

across sectors, trust is required of all stakeholders who are bound to work together to 

effectively address the problem (Mishra, 1996; Chiles & McMackin, 1996; Ostrom, 

1998).  The nature of the problem and the resolve to work together demand some level of 

trust among the members of each Council in order to adhere to their commitments.  More 

specifically, trust at the personal and organizational level is needed for constructive 

outputs and/or outcomes within the collaborative context (Lewicki & Bunker, 1996; 
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Zaheer, McEvily & Perrone, 1998; Bhattacharya, Devinney & Pillutla, 1998; Mayer, 

Davis & Pointon, 2006).  

Trust is a necessary variable for the collaborative governance and is a subject of 

interest to various scholars. Some scholars (Bromiley & Cummings, 1992; Miles & 

Snow, 1992; Etzioni, 1988; Gambetta, 1988; Tichy & Charan, 1989; Zucker, 1986; 

Pfeffer, 1992; Bradach & Eccles, 1989; Kramer, 1999; Lewicki & Bunker 1996, 1996), 

attempt to deconstruct trust within the macro, meso, and micro context in order to 

broaden knowledge and understanding of the concept, and its relevance to collaborative 

governance. Trust is required for any collaborative effort. The potential for collaborative 

success is greater when the members of the Councils build trust over time. 

Ansell and Gash (2007); Thomson and Perry (2006); Huxham and Vangen 

(2005); Bardach (1998) and others draw attention to the invaluable role of trust building 

to collaborative governance. In their perspective, building trust is imperative for 

collaborative success, especially when consensus among members of the Councils is 

needed for an effective response to complex problems. Trust is much required when there 

is a prehistory of antagonism among the state and non-state stakeholders (Ansell & Gash, 

2007, p. 17; Gray, 1989; Vangen & Huxham, 2003b), but the emergent nature of the 

Councils precludes any existing antagonism.  

The mandates of the CARE Act, 1990/2006 make trust among the members of the 

Council a necessary ingredient for remedial outputs. The inputs of the state and non-state 

stakeholders in the collaborative process are critical to generating viable solutions. Trust 

building through explicit and implicit means is thereby necessary for constructive outputs 

and/or outcomes.  Complementary dimensions to trust vis-à-vis communication, face-to-
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face dialogue, joint fact-finding, promoting equity in participation, especially promoting 

participation of “weaker” stakeholders and fairness in resolving conflict are essential to 

trust building within the collaborative context.  The interaction between these dimensions 

in the trust building category and likewise with other variables of the collaborative 

process is iterative (Ansell & Gash, 2007; Bryson et al. 2006; Healy, 1998; Kramer, 

1999). 

A trustworthy facilitative leader enhances trust by promoting equality in 

representation and participation (Nalbandian & Negron, 2008; Nalbandian, 1999; 

Vogelsang-Coombs, 2007).  Consequently, there is goodwill among members of the 

Councils to work together and share ideas and expertise collectively (Walters et al. 2000; 

Friedrichsen, 2006; McGuire, 2006).  Open and honest dialogue on issues without fear of 

repercussion will enhance active participation, especially of the “weaker stakeholders.”  

In the case of the Councils, it is expected that members will be open to sharing their 

feedback and perceptions relative to collaborative efforts. 

The extent of communication is an important aspect of deliberation among 

members of the Councils.  Formal and informal communications that are associated with 

participation in the Councils` efforts have the potential to promote building trust among 

members.  Holton (2001) emphasizes  “trust develops through frequent and meaningful 

interactions, where individuals learn to feel comfortable and open in sharing their 

individual insights and concerns, where ideas and assumptions can be challenged without 

fear or risk of repercussion and where diversity of opinions is valued over commonality 

or compliance” (pp.36-37). 
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A relationship based on trust among members of the Councils can manifest 

through constructive engagement on joint fact-finding missions as is the case with 

committees of the Councils.  Joint fact-finding provides the opportunity to work together 

and thus become close-knit.  The willingness of members of the Councils to examine 

outputs and suggest remedies when necessary is indicative of mutual trust and 

commitment to realizing the intents and purposes of collaborative governance (Zaheer et 

al. 1998; Coletti, Sedatole & Towry, 2005; Vangen & Huxham, 2003b).  By jointly 

evaluating efforts, members of the Councils express the desire to deal with associated 

challenges, either at the committee or at the general Council level.  

Furthermore, mutual trust in members of the Councils is enhanced by how 

conflicts are handled. A perception of fairness on the part of members of the Councils 

regarding conflict resolution is important for constructive collaborative governance 

(Lindskold, 1978; Mohr & Spekman, 1994; Ansell, 2003).  The CARE Act and the 

respective bylaws of each Council detailed conflict resolution mechanisms as conduits to 

fostering fairness in conflict resolution.  The mechanisms include third party participation 

in the resolution efforts when necessary in order to ensure members are not sidetracked 

by conflicts (CARE Act, 1990/2006; Broward County HIVPC, 2006; Palm Beach County 

CARE Council, 2006). 

The time-centered nature of trust building is necessary and conducive for the HIV 

Health Services Planning Councils in view of their recurrent collaborative governance 

towards addressing the HIV/AIDS problem. Trust, at the personal and interorganizational 

levels is essential to collaborative success.  While collaborative governance can emerge 

as a result of efforts to reconcile otherwise irreconcilable differences, the gravity of the 
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HIV/AIDS problem and the mandate to act collaboratively bring the divergent 

stakeholders to work together for the benefit of people with AIDS and the rest of society 

at large.  The mandates place responsibility on the members of the Councils to operate in 

an environment of trust through constructive dialogue, whereby contributions of all will 

be equally valued, whereby disagreements/conflicts can be fairly resolved, and whereby 

participants feel empowered to participate irrespective of their status (Comstock & Fox, 

1995; Handy, 1995; Garbarino & Johnson, 1999; Chiles & McMackin 1996; Smith, 

1995).  There is no doubt that trust among members of the Councils is imperative for 

commitment to the collaborative process.   

3.2.2 Commitment to the Process  

Collaborative governance in addressing the HIV/AIDS problem will be a vain 

exercise if members of the Councils are reluctant to commit to the collaborative process, 

and for that matter, the purpose of collaborative governance. The commitment of the 

members of the Councils to the collaborative process is essential for making decisions 

and generating outputs that benefit society. Burger, Gochfeld, Powers, Warren & 

Goldstein, (2001) conceptualized commitment to the collaborative process, as 

“developing a belief that good faith bargaining for mutual gains is the best way to 

achieve desirable policy outcomes” (also see Ansell & Gash, 2007, p.17) and points out 

consensus among the collaborative partners (which is in the case of the Councils are 

members) to commit to the collaborative process as essential for collaborative success.  

Consensus on what works best in promoting the health and well being of people with 

AIDS is thereby integral to commitment to the collaborative process (Crosby & Bryson, 

2005, p. 160). 
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Commitment to the process is essential for productive collaborative governance, 

just as trust building is to collaborative governance.  The commitment of the members of 

the Councils to work collaboratively in an attempt to address the HIV problem somewhat 

required blending altruism with interests. Commitment to the collaborative process in the 

context of this study consists of dimensions such as mutual recognition of 

interdependence, shared ownership of the process, openness to exploring mutual gains, 

small wins or intermediate outcomes, and strategic plans (Ansell & Gash, 2007, p.8).  

These dimensions are not exhaustive but are relevant to ensuring the success of the 

Councils in Broward County and Palm Beach County. Interaction between the 

dimensions of commitment to the process and other process variables is iterative.  

Members of the Councils demonstrate their commitment by attending meetings, 

participating in deliberations, and accomplishing assigned tasks (Broward County HIVPC 

Bylaws, 2006; Palm Beach County HIVCC Bylaws, 2005). 

Mutual recognition of interdependence is essential for commitment to 

collaborative governance. Understanding among members of the Councils that joint 

efforts in addressing the HIV problem has a viable potential for success can be a source 

of motivation to work assiduously. Tjosvold (1988, pp. 374-375) finds a positive 

correlation between collaborative partners and successful task accomplishment.  Bouwen 

and Taillieu (2004, p.137) lend credence to collaborative implementation as a viable 

strategy for sustainable outcomes.  

Mutual interdependence of members of the Councils is evidenced by commitment 

to shared ownership of the collaborative process.  By the willingness to jointly make 

decisions as part of the implementation of the CARE Act, the members of the Council 
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embrace the challenge of accepting the intended and unintended consequences of 

allocation priorities and other efforts of the Councils (Abramson & Rosenthal, 1995; 

Bronstein, 2003; Corrigan, 2000; Lachapelle & McCooL, 2005).  Abramson and 

Rosenthal (1995) point out the nexus between ownership of goals and commitment to the 

process, which eventually translate into comprehensive support for implementation 

(pp.1479-82).  In addition, Lachapelle and McCool, (2005) conceptualize ownership of 

the collaborative process as a product of multiple variables or elements, vis-à-vis broad 

participation in defining, sharing, and addressing the problem situation for societal 

benefits (p.279). 

The resolve among the members of the Councils to own the collaborative process 

as conduit to collectively addressing the HIV/AIDS problem is indicative of their 

willingness to explore mutual gains (Saarikoski, 2000; Stuart & Martinez, 2002; Walker, 

2000; Hudson, Hardy, Henwood & Wistow, 1999).  The gains within the context of the 

HIV Councils are the recurrent efforts to ensure services to target populations while at the 

same time achieving the expectations of the various members of the Councils in one way 

or the other.  Singh (2005) points out collaborative governance sometimes extends 

beyond mutual gains but is directed towards achieving the overall purpose of the 

Councils which greatly benefit society (pp.4-5). 

The willingness of the members of the Councils to own the collaborative process 

by accepting the consequence of their inputs is occasionally given a boost by “small 

wins” outcomes. “Small wins” are referenced by Hudson et al. (1999) as “adjustments” 

with minimal risks relative to the collaborative efforts (p.253).  Medved, Dearing & 

Larson (2001); Bardach (2001); Huxham, and Vangen (1996) conceptualize “small wins” 
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as incremental changes that have minimal impact on overall objectives of collaborative 

governance.  Ansell and Gash, (2007, p.19) underscore “small wins” as constituting 

intermediate outcomes that could be tangible outputs and are essential for progress with 

the collaborative efforts.  Crosby and Bryson (2005, p.160) propose “preferred solutions” 

be integrated into “winning proposals”, and the proposal should conform to socio-

political and moral standards.  The “small wins” are partly responsible for trust building 

among members of the Council and thereby reinforces commitment to collaborative 

governance. 

The potential impact of frequent “small wins” for collaborative success is relevant 

to HIV collaborative governance. The CARE Act mandates consistent collaboration 

among members of the Councils in an attempt to resolve the HIV/AIDS problem.  The 

Councils one or two year session(s) and subsequent assessment of outputs have the 

potential to impact subsequent sessions in one way or the other.  In addition, the strategic 

plans of each Council towards realizing specific objectives are essential to collaborative 

governance. The goal to accomplish specific tasks at the committee and general Council 

levels places responsibility on members of the Council to be committed to the 

collaborative process. 

The CARE Act and the Comprehensive Plans of respective HIV Health Services 

Planning Councils provide a roadmap to addressing the HIV problems. The CARE Act 

provides the general plans, while the Comprehensive Plans of the various Councils 

provide details on tasks to be accomplished and define modus operandi for collaborative 

engagement.  The modification of the CARE Act refines the strategies for the fight 
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against HIV/AIDS.  The Comprehensive Plans on the other hand review past progress as 

the basis for future action. 

Commitment to the collaborative process is an essential variable in determining 

the success of collaborative governance.  The commitment of the members of the Council 

(collaborative partners) to addressing the HIV/AIDS problem is demonstrated by the 

extent of their willingness to set aside sectional interests and work collaboratively 

towards creating public value.  The various HIV Health Services Planning Councils strive 

at least, towards consensus-oriented decisions and actions.  Commitment to the process is 

thereby relevant to realizing long and short term objectives of collaborative governance. 

3.2.3 Shared Understanding  

The complex nature of the HIV/AIDS problem that serves as the basis for 

collaborative governance can best be addressed when the members of the Councils have a 

clear and shared perspective of the problem.  Shared understanding of the problem fosters 

communication, creative decisions and solutions to the problem (Gray, 1989; Agranoff & 

McGuire, 1998; Davies & Boruch, 2001; Milbourne, Macrae & Maquire, 2003). The 

sensitive population, providers, community leaders and the rest of society stand to benefit 

from the commonly-understood problem, especially the potential it offers for joint 

decisions and broad-based implementation. 

Scholars such as Booher (2004); Healy, (1998); Hagedoorn (1993); Connick and 

Innes (2003); Porter-O'Grady (2003); Waage (2001); Manring and Pearsall (2004) and 

others point out the relevance of shared understanding to the collaborative process.  

Shared understanding within the context of this study consists of dimensions such as the 

following: mission/vision; common problem definition, common values, understanding 
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of the HIV/AIDS problem, and consensus-oriented deliberations (Ansell & Gash, 2007, 

p. 8; Hagedoorn, 1993; Allexander, Comfort & Weiner, 1998). 

The dimensions of the shared understanding variable are connected to the other 

collaborative process variables and respective dimensions.  Shared understanding of the 

problem fosters trust building among the members of the Councils and strengthens their 

resolve to be committed to the collaborative process in order to derive outputs and/or 

outcomes that benefit the target populations as well as the rest of society.  The nexus 

between the dimensions buttress argument for iterative nature of the collaborative process 

as a conduit to producing outputs and/or outcomes in addressing complex problems 

(Huxham, 2003; Imperial, 2005). 

Shared understanding of the mission and vision of collaborative governance 

serves as the rallying point for collective decisions and actions (Huxham, 2003, pp. 177-

178).  For instance, the mission generates interests among members of the Councils in the 

collaborative process and helps enhance their participation (Mitchel & Shortell, 2000, pp. 

243).  The rationale for HIV collaborative governance in mitigating the health, social and 

economic impacts on societies serves as a clarion call for the members of the Council to 

formulate solutions to the HIV/AIDS problem. 

The zeal among state and non-state stakeholders to address a complex problem is 

contingent on a common problem definition (Pahl-Worstl & Hare, 2004, p. 196).  A 

health problem such as HIV/AIDS that creates other problems for society has the 

potential to foster ingenuity of the state and non-state stakeholders for an effective 

response. The CARE Act of 1990 and its subsequent modifications points to the enormity 

of the HIV/AIDS problem and set parameters for action.  Consequently, members of the 
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Councils have less a task of problem definition, while much effort is invested in reaching 

consensus for remedial action. 

The collaborative process that embraces a commonly defined problem creates an 

environment for effective deliberation among the state and non-state stakeholders.  The 

resolve and the consistency to make decisions that are based on consensus or are 

consensus-oriented promotes constructive dialogue among the state and non-state 

stakeholders and hence the potential to create constructive outputs and/or outcomes.  

Spekman, Deborah, Salmond & Lambe (1997) emphasize the need to reach consensus as 

a conduit to effective collaborative governance (pp.283-284).  The inclusion of target 

populations in the collaborative process provides the opportunity to contribute to making 

decisions that impact those populations, draws attention to the HIV/AIDS problem 

regularly and encourages members of the Councils to work together as team. Thus, active 

participation of members of the Councils from target populations enhances shared 

understanding of the collaborative governance cause and could facilitate making 

decisions by consensus, and by doing so promote addressing needs of target populations. 

The consensus among members of the HIV/Health Services Planning Councils on 

the course of action to take in order to alleviate the problem is enhanced by common 

values among the members.  Shared understanding of the HIV/AIDS problem and the 

resolve to collaborate is a common value that consequently fosters creating public value 

(Grunig, 2000, p. 23; Moore, 1995).  Other values such as clear guidelines, goals, and 

common ideology (Wondolleck & Yaffee, 2000; Margerum, 2002; Hardy, 2003) are 

essential to the collaborative process and its outputs and/or outcomes. 
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Shared understanding among the members of the Councils (state and non-state 

stakeholders) on the HIV/AIDS problem, what needs to be done and how, to a greater 

extent, defines input into the collaborative process and its outputs and/or outcomes.  

Shared understanding among members of the Councils fosters collaborative governance 

in promoting making decisions by consensus, whereby state and non-state stakeholders 

find common grounds relative to their divergent interests and, by doing so advance the 

health and well being of PWAs. The case of shared understanding relative to the 

HIV/AIDS conundrum and the mandated collaborative efforts is facilitated by the 

complexity of the problem, the devastating impacts, and comprehensive legislation. The 

members of the Councils place a unique responsibility on ensuring collaborative 

governance works. 

3.3 Leadership Theories: How Facilitative Leadership Impacts Collaborative    
Governance 

Facilitative leadership is one of the critical variables of collaborative governance. 

Facilitative leaders (chairs and co-chairs of general Council and committee meetings) 

play significant roles in collaborative governance and are thereby essential to ensuring 

compliance with the CARE Act mandates. The facilitative leaders are elected by fellow 

members of the Councils, trained on facilitation and supported by the rest of the members 

in fulfilling their duties. The facilitative leaders assist participation in deliberation, 

consensus building, trust building, commitment formation, compromise, conflict 

resolution, and shared understanding (Vangen & Huxham, 2003a, 2003b; Chrislip & 

Larson, 1994; Ryan, 2001; Lasker, Weiss & Miller, 2001; Gray, 1989; Svara, 1994; 

Ansell & Gash, 2007; Chrislip, 2002; Koehler & Baxter, 1997; Clift, Veal, Holland, 
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Johnson & McArthy, 1995; Rees, 1998, 2005). Thus, the role of facilitative leaders is 

crucial for the success of any collaborative endeavor (Bryson & Crosby, 1992; Bellman, 

1992). 

The role of facilitative leaders for collaborative success is essential in mandated 

collaborative governance where the goal is to mediate a conundrum, for instance, 

HIV/AIDS. The CARE Act mandated collaborative governance place leaders of the 

various Councils in strategic positions. The efforts of facilitative leaders’ at the general 

Council meetings and at the committee meetings establish the leaders as catalysts in 

enhancing the success of collaborative governance towards addressing the HIV/AIDS 

problem in Broward and Palm Beach Counties (CARE Act, 2006, BHHSPC Bylaws, 

2006, PBCHCC Bylaws, 2005). In addition, the role of the facilitative leaders makes 

them both servants and transforming figures for the “common good” (Bryson & Crosby, 

1992). 

Mandated collaborative governance, as is the case of Broward County’s and Palm 

Beach County’s Councils promotes collective decisions as a conduit to effectively 

addressing the HIV/AIDS problem. The key to collective decisions and solutions is the 

inclusion of all relevant state and non-state stakeholders as members of the Council to be 

involved in addressing the problem in a particular public domain. The facilitative leaders 

are therefore instrumental in promoting representation and participation of the relevant 

stake and non-stakeholders (Vangen & Huxham, 2003a; Lasker et al. 2001; Svara, 1994; 

Hardy & Philip, 1998; McCann, 1983; Roberts & Bradley, 1991). 

Vangen and Huxham, (2003a, p. 65) advocate including state and non-state 

stakeholders with a keen interest in the problem. Having the members with keen interest 
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in addressing the HIV/AIDS problems makes a big difference in participation and 

representation at the Councils and the facilitative leaders play a role in ensuring relevant 

members are recruited to be part of the decision- making process.  Facilitative leaders 

help members of the Councils translate their representation into active participation to 

ensure collective decisions and solutions. The representation and participation of 

members of the Councils is relevant in this regard. 

Lasker and Weiss (2001, p.191) propose a partnership between state and non-state 

stakeholders as a conduit to providing a comprehensive solution to complex problems. 

Synergies of state and non-state stakeholders with a common resolve to address a 

problem promote active participation, and facilitate consensual decisions and actions.  

Svara (1994) calls for an “inclusive approach and working with others rather than the 

achievement of power over them or the manipulation of resources to secure their support” 

(p. 8).  Facilitative leaders thereby help create environment conducive for deliberation 

and thus promote embracive and fruitful deliberations. Deliberation that encourages 

contributions of the divergent state and non-state stakeholders irrespective of their status 

is empowering. 

Collaborative governance, as is the case with the HIV Health Services Planning 

Councils, promotes the inclusion of relevant state and non-state stakeholders as members 

with varying expertise, interests, and influence united by the common purpose of 

addressing the HIV/AIDS problem (Dukay, 1995; Bingham & O'Leary; 2008; Healy, 

1997; Gray, 1989). The inclusiveness of the Councils and the purpose place responsibility 

on the facilitative leaders to ensure participants are actively involved in the deliberations, 

irrespective of their status. The facilitative leaders are critical to empowering members of 
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the Councils, especially “weaker” stakeholders to actively participate in the deliberations 

(Bryson & Crosby, 2005; Rees, 1991; 2001; Huxham & Vangen 2005; Ozawa, 1993; 

Wessells, 2007). 

Rees (2001, pp.40-44) points out the responsibility of facilitative leaders is to 

empower state and non-state stakeholders to participate to help achieve set goals. To 

empower is to let the state and non-state stakeholders, thus members of the Councils, 

“share the responsibilities of planning and decision making” (p.21). By empowering 

members of the Councils, through encouraging participation, the facilitative leaders 

become a source of motivation for active participation in deliberations.  The efforts to 

help empower members make facilitative leaders one of the critical variables of 

collaborative governance.  

Rees (2001) further argues state and non-state stakeholders in collaborative 

governance feel empowered when facilitative leaders listen more and talk less and when 

they ask relevant questions geared towards stimulating fruitful discussions. In addition, 

the state and non-state stakeholders in collaborative governance feel empowered when 

the facilitative leaders “seek their ideas, opinions and reactions without judging or 

punishing them for what they say” (Rees, 2001, p. 42). By engaging the state and non-

state stakeholders that are Councils members in this context, the facilitative leaders help 

achieve consensus and/or help promote consensus-oriented decisions and the high 

propensity of realizing the intents of collaborative governance. 

Huxham and Vangen (2005, pp. 216-219) regard empowerment as an important 

leadership function. The facilitative leaders empower by promoting representation and 

participation of all relevant state and non-state stakeholders, moderating communication 
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or dialogue, ensuring access to information and helping create structures that encourage 

participation (pp.216-219). The facilitative leaders, in the context of the Councils, are 

pivotal to promoting positive relationships among members of the Council through their 

empowering role, at the various levels of deliberation (general and sub-committee 

meetings).  

The role of the facilitative leaders in helping empower members is essential in 

mandated HIV Health Services Planning Councils as is the case in Broward and Palm 

Beach counties. The inclusion of HIV infected (PBCHCC, 2006) places responsibility on 

the facilitative leaders to ensure members translate their representation into active 

participation (Krislov, 1974). In addition, the mandate of active participation of target 

populations requires facilitative leaders to be proactive in various levels of the 

collaborative process. 

To empower is to ensure deliberations are participatory and geared towards 

achieving the objectives of collaborative governance. The facilitative leaders are thereby 

custodians of the collaborative process and, to a large extent, responsible for fairness in 

representation and participation at the Councils (Ansell & Gash, 2007; Bryson et al. 

2006; Ryan, 2001; Svara, 1994). When the facilitative leaders exhibit professionalism, 

there is a high tendency of progress with the collaborative process, but in the absence of 

needed professionalism, going back to the traditional command and control style of 

leadership can short-circuit the collaborative endeavor (Funk, 1997; Luke, 1997). The 

goal is to “steer” and not “row” deliberations (Osborne & Gaebler, 1993). 

Ryan (2001, p.230) states facilitative leaders promote and safeguard the 

collaborative process and guide the group to work collectively on issues for the “common 
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good”. The facilitative leaders accomplish this task by helping convene, energize, 

facilitate, and sustain the collaborative process to ensure collective decisions and 

collective actions.  The facilitative leaders thus facilitate the group and, by virtue of their 

facilitative leadership, steer the collaborative process by promoting collective decisions 

to help address the problem, which in this context is HIV/AIDS.  

Svara (1994) buttresses how facilitative leaders sustain a sense of purpose and 

help improve the collaborative process by being “proactive”, goal-oriented and by 

prioritizing tasks geared towards achieving the objectives of collaborative governance 

(p.6-7). The success of the collaborative process is partly contingent on the skills and 

efforts of facilitative leaders (Bradford, 1998; Huxham & Vangen, 2000). Therefore, the 

facilitative leaders’ efforts in promoting fairness in deliberations are essential to effective 

collaborative process. 

Gray (1989) asserted outputs and/or outcomes of collaborative governance are 

indicative of how the collaborative process is facilitated (pp.56-57). The facilitative 

leader’s steering of the collaborative process is thus pivotal to achieving the expected 

outputs and/or outcomes of collaborative governance. For instance, facilitative leaders’ 

steering of the collaborative process at the Broward and Palm Beach HIV Health Services 

Councils is essential to achieving the CARE Act mandates. The facilitative leaders’ 

efforts remain invaluable to collaborative governance of the Councils. 

Furthermore, the facilitative leaders can enhance participation in the collaborative 

process through regular and constructive feedback to members of the Councils (state and 

non-state stakeholders). Feedback on the extent of participation will prompt docile 

members to be active, while at the same time encouraging active members to remain 
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active in order to enhance collective decisions for collective problem solving. For 

instance, the Broward County’s and Palm Beach County’s Councils give feedback to 

members on the extent of their participation at the committee levels (Broward County 

HIVPC Bylaws, 2006, Palm Beach County HIVCC Bylaws, 2005).  

Mutual feedback enhances achieving the purpose of collaborative governance. 

Mutual feedback allows members of the Councils to share their thoughts on the 

collaborative process and allow facilitative leaders to share their opinions on member’s 

participation deliberation. For instance, the Broward County’s Council provides a 

feedback form to be completed by members and even guests at each meeting. The 

feedback covers presentations, tasks, leadership, and benefits to participants and the 

community (Broward County HIVPC Evaluation Form, 2008). The feedback process 

(when consistently followed) enhances the facilitative leader’s credibility in the 

collaborative endeavor. In addition, how facilitative leaders help resolve conflicts lends 

credence to their important role in collaborative governance. 

The facilitative leaders’ pivotal role in the collaborative governance, as is the case 

in Broward County’s and Palm Beach  County’s Councils is indicative of how the leaders 

help resolve conflicts relative to deliberations among members of the Councils. Conflict 

is inevitable because of the divergent interests that are represented at the Councils. 

However, the facilitative leaders’ unique position makes him/her a key player in 

resolving conflicts and thereby ensuring that members work towards achieving the 

identified common purpose (Moller & Pankake, 2006; Gray, 1989; Bryson et al. 2006; 

Hageman & Bogue, 1998; Bingham, 1986). 
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Gray (1989) point out that collaborative governance is a conduit to transforming 

“adversarial interactions into a mutual search for information and for solutions that allow 

all those participating to insure that their interests are represented” (pp.7-8). The 

differences in interests place the responsibility squarely on the facilitative leaders to steer 

collaborative efforts in a manner that does not stifle dissent but rather resolve differences. 

By acknowledging differences and helping resolves conflicts, the facilitative leaders 

stand a better chance of moving collaborative governance forward in achieving the stated 

objectives.  

Moller and Pankake (2006, p.88) emphasize how instrumental facilitative leaders 

are in managing conflicts associated with collaborative endeavors. Facilitative leaders are 

in a unique position to foster cordial relationship among the state and non-state 

stakeholders and by doing so promote mutual agreement among them. For instance, the 

CARE Act (1996, Sec.101 [b. 6]) requires various HIV Health Services Planning 

Councils to have clearly established grievance policies and procedures. The grievance 

procedure requires facilitative leaders to initiate a “non-binding” collaborative process 

towards resolving grievances and thereby foster a good working relationship among 

members of the Councils. 

Conflicts are inevitable in any collective efforts because of the diverse 

stakeholders and divergent interests that are represented and collaborative governance is 

no exception (Bryson et al. 2006).  Despite the fact that the state and non-state 

stakeholders are united by a common purpose, the purpose can be accomplished only 

when efforts are made to resolve or manage differences or disagreements. Facilitative 
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leaders thereby play a key role in fostering effective collaborative governance and ensure 

mutual gains from the collaborative endeavors. 

The emergent collaborative governance for mutual gain in this twenty-first 

century requires facilitative leaders to steer the collaborative process towards a 

purposeful end. The collective engagement of relevant state and non-state stakeholders in 

the decision making and implementation process marks a departure from the traditional 

top-down governance model of the twentieth century. The facilitative leaders’ efforts are 

essential to promoting the health and well being of the HIV/AIDS infected and other at 

risk populations (Anderson, 2007 p. 63). The efforts of facilitative leaders at the Broward 

County’s and Palm Beach County’s Councils exemplify their springboard role in 

collaborative governance. By the critical functions of empowerment, participation and 

representation, conflict resolution, safeguarding the collaborative process, and 

constructive feedback, the facilitative leaders enhances trust, consensus, shared 

understanding, and commitment among collaborative partners (Ansell & Gash, 2007, p. 

20; Healy, 1997; Bingham & O'Leary, 2008). 

3.3.1 Facilitative Leader as a Servant and Transforming Leader 

The rudiment of mandated collaborative governance is a radical shift from the 

traditional command and control style of leadership. The problem that drives 

collaborative governance, in the HIV/AIDS case is complex and demands proactive 

multi-sector efforts in addressing the problem. The facilitative leaders are pivotal figures 

whose servant and transforming leadership steer collaborative efforts towards achieving 

commonly established objectives (Reinke, 2004; Levering & Moskowitz, 2000; Spears, 

1995). As servant-leaders (chairs and co-chairs of Council meetings), the facilitative 
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leaders are critical in engaging the state and non-state stakeholders (members of the 

Councils) for collective decisions and actions. 

Greenleaf (1977) conceptualized the servant leader as a “leader who wants to 

serve first” (p. 27). The desire to serve precedes leading and makes the servant leader 

better suited as an advocate of public interest. Consequently, the servant leader takes up 

the leadership role as necessary to furthering the service duties. The facilitative leaders’ 

efforts in promoting dialogue as necessary for reaching consensus in the HIV Health 

Services Planning Councils exemplifies commitment to serve in order to achieve the 

purposes of the CARE Act. 

Cunningham (2004, p. 2) builds on Greenleaf’s concept of servant-leadership, but 

at the same time stated the concept is complex because it is somewhat counter intuitive. 

The “servant-leader first has the desire to serve others, and then learns to lead as a 

servant”. In context, the servant roles serve as a platform for exhibiting leadership 

functions and qualities for the greater good.  To Cunningham, “serving, helping, self-

effacing, and effectiveness” (pp.2-6), buttress the theory of servant leadership. 

Riverstone (2004) agues servant leadership is “a postmodern alternative to 

traditional and modern leadership theories” (p.95). The emphasis on leaders as servants 

differs from the traditional leadership style that utilizes command and control of 

subordinates. Servant leadership is postmodern in that collaborative governance promotes 

interdependence of state and non-state stakeholders and each stakeholder has an 

important role to play in resolving problems through participation in collective decision 

making and implementation.  
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The theory of servant leadership has its roots in Judeo-Christian tradition and has 

become a subject of interest to scholars in recent times (Sendjaya & Sarros, 2002; 

Greenleaf, 1977/1996; Reinke, 2004; Cunningham, 2004; Smith, Montagno & 

Kuzmenko, 2004, Bass, 1999, Graham, 1991; Spears, 1995, Farling, Stone, Winston, 

1999; Levering & Moskowitz, 2000; Riverstone, 2004; Tichy & Ulrich, 1984).  Biblical 

figures such as Moses, Joshua, Joseph, Jesus and others were designated as servant 

leaders because of their service to followers. Jesus’ style of leadership, especially the 

washing of His disciple’s feet has been referenced as a key example of servant leadership 

(John, 13:1-17 (New International Version); Greenleaf, 1977; Ford, 1991, p. 153).  

What distinguishes servant leaders from other types of leaders are the qualities 

that servant leaders exhibit that help steer the collaborative process.  Greenleaf (1977,pp. 

30-54) identifies listening and understanding, empathy, acceptance, awareness, foresight, 

stewardship, commitment to the growth of people, healing, persuasion, and community 

building, as unique to the servant leaders.  These qualities, as they relate to collaborative 

governance, establish servant leaders as trustworthy individuals who can balance power 

relations and ensure active participation of state and non-state stakeholders in 

collaborative governance.  In addition, these qualities place the servant leader in a unique 

position to be an agent for commitment formation and shared understanding in the 

collaborative context (Ansell & Gash, 2007, p. 1).  

Servant leaders’ selfless leadership for the “common good” makes him/her a 

transforming figure (Bryson & Crosby, 1992/2005). Reinke (2004) asserts that servant 

leaders are transformational in that the leaders create shared vision, heal brokenness, and 

promote a “new way of doing and being” (p.35). The leaders’ role in embracing and 
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encouraging target population participation in collaborative governance has the potential 

to help modify existing negative perception of target populations.  Thus, servant leaders’ 

facilitative efforts promote response to the HIV/AIDS problem through collective 

engagement of state and non-state stakeholders which include target populations in the 

Council’s deliberations. 

The unique qualities of service associated with servant leaders (Greenleaf, 1977; 

Spears, 1995) are relevant to facilitative leaders of the Councils in Broward County and 

Palm Beach County.  The facilitative leaders, as servants, are expected to give “voice” to 

the “voiceless”, and target populations that otherwise have been and would have been 

excluded from the collaborative process.  Besides serving as the steward of the 

collaborative process, and as key change agents, the leaders mediate conflicts and 

promote representation and participation of all members of the Councils (CARE Act, 

1990, 2006; Crosby & Bryson, 2005).  

The essential role of leaders in ensuring representation and participation of all 

relevant state and non-state stakeholders in collaborative governance promotes a high 

sense of interdependence, trust, and understanding.  The state and non-state stakeholders 

view unity of purpose as key to collective decisions and collective problem solving.  

Consequently, they learn to trust each other over time and trust in each other impacts 

performance, creating high potential for success of collaborative governance (Rinke, 

2004, pp. 40/50; Nyhan, 2000).  Thus servant leader’s efforts are catalytic to collective 

decision making in addressing the HIV/AIDS problem. 

Burns (1978) conceptualizes transforming leadership as a process in which 

“leaders and followers raise one another to higher levels of morality and motivation” 
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(p.20). The leaders create a sense of purpose among followers by ensuring followers 

perceive the goals and objectives of the organization as paramount, and followers 

complement the efforts of the leaders by performing required tasks geared towards 

achieving the goals of the organization. Bass (1998) builds on Burns’ concept of 

transforming leadership by emphasizing the interdependent relationship between leaders 

and followers. Both Burns (1978); Bass (1998) explicate the synergistic involvement of 

leaders and followers as a conduit to realizing the purpose of the organization. 

The transforming leaders raise expectations by drawing attention to the purpose of 

collaborative governance on a regular basis. Yukl (1994) argues the impact of leaders 

relative to the purpose of the organization by “making them more aware of the 

importance of task outcomes, inducing them to transcend their own self-interest for the 

sake of the organization or teams, and activating their higher-order needs” (p.351).  The 

leaders, as is the case with the HIV Health Services Planning Councils are important in 

ensuring relevant state and non-state stakeholders are part of collaborative governance, 

and in ensuring consensus in order to realize the legislative mandates of the Councils.  

By instilling a sense of purpose among members of the Councils (state and non-

state stakeholders), the transforming leaders enhance commitment of members that 

directly and indirectly impact participation and outputs of the Councils. The shared 

understanding that results from believing in the vision and mission of the collaborative 

endeavor could potentially translate into members of the Councils becoming “torch 

bearers” of societal transformation through commitment to passionate service (Greenleaf, 

2002, p. 9; Graham, 1991; Bowman, 1997). 
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The invaluable role of facilitative leaders within the context of collaborative 

governance, as it relates to the Councils is reflective of servant and transforming 

leadership for the “common good.” The leaders play a key role in setting the goals and 

steering group efforts towards achieving the goals, in encouraging communication and 

consensus, in promoting representation and participation, in sharing “small wins”, and in 

making collective decisions the compelling mantra to resolving complex problems such 

as HIV/AIDS (Hackman, 2005; Luthans, 2008; Greenleaf, 1977; Huxham, 2003a; 

Margerum, 2002). 

3.4 Structure Theories and Institutional Design 

Structure theories of organizations reflect the organizational dynamics 

irrespective of sector, whether public, private or nonprofit.  The Administrative 

Management School advocates span-of-control; systems theory promotes integration; 

contingency theory facilitates organization design based on situation or emergent 

challenges, among others (Anand & Daft, 2007; Morgans, 1986; Rainey, 2003, Scott, 

1995; Morse, Buss & Kinghorn, 2007). Admittedly, the HIV problem calls for an 

organizational design that enhances participation of all relevant partners in the decision 

making and implementation process. The CARE Act (1990) mandates collaborative 

governance of HIV Health Services Planning Councils (subsequent modifications of the 

Act did not change the collaborative requirement). The Councils in Broward and Palm 

Beach Counties operate within an existing local bureaucratic establishment, but have 

unique design and structure that enhances realizing the intents and purposes of the 

Councils. This section presents a synopsis of structure theories and the impact of 

organization design and structure. The section concludes with institutional design within 
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the context of HIV/AIDS Health Services Planning Councils and its potential for 

inclusiveness for collective decisions and collective problem solving. 

The Administrative Management School (AMS) from the works of its leaders 

Luther Gulick & Urwick, (1937); Henri Fayol (1949); promotes “formal structures of 

organization and hierarchical authority of administrators” (Rainey, 2003 p. 29). The AMS 

theory proposes division of labor, thus specialization, and coordination of work thereby 

affecting organizational design within the public sector. For example, span of control 

defines the way relations are structured between leaders and subordinates within the 

organization, and thereby facilitates the management or administration of public 

organizations (Meier & Bohte, 2003, p. 61). 

        The AMS administrative principles vis-à-vis, planning, organizing, staffing, 

directing, coordinating, reporting and budgeting (POSCORB) guide decisions about 

organization structure  which eventually promote organizational performance in terms of 

effectiveness and efficiency (Farazmand, 2004; Frederickson & Smith, 2003; Bowditch 

& Buono, 2001; Perry, Mesch & Paarlberg, 2006). A clear evidence of AMS’s impact on 

the design of public organization is the reorganization of the U.S. bureaucracies in the 

1930s to effectively respond to contingencies (Burns & Stalker, 1961; Shafritz & Russell, 

2008; Farazmand, 1994). 

       The reorganization of federal bureaucracies promotes centralized authority structure 

and a narrow span of control and allows for subordinate supervision within the various 

functional units. The reorganization represents a shift from a formal span of control 

which was characteristic of federal bureaucracies (Meier & Bohte, 2003; Knott & Miller, 

1987). Thus formal structures and hierarchy of authority of bureaucracies, which was 
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masterminded by AMS principles, promote some level of efficiency and effectiveness of 

public organizations for decades but could not withstand the changing dynamics of public 

organizations and otherwise makes it impossible to respond or adapt to situations 

confronting public organizations. The emergent contingency and systems theories 

brought to bear a new understanding in organizational structure and design in the quest 

for promoting effective and efficient performance of public organizations (Donaldson, 

2001; Anonymous, 2008; Thompson, 1967). 

         The contingency theory downplays the idea of a set of principles being the driving 

force for any type of organization design (Drazin & Van de Ven, 1985; Rainey, 2003 p. 

186; Ethiraj & Levinthal, 2004). The key proponents of the theory, Lawrence & Lorsch 

(1967) draw attention to how the environment impacts the design and functions 

organization. Thus, as “social entities”, organizations are subject to both internal and 

external environmental variables that impact their operations (Barnard, 1938; DiMaggio 

& Powell, 1983; Frumkin & Galaskiewicz, 2004). Attempts to uphold formal structures 

and hierarchical authority can be devastating in view of the challenges (which can be 

foreseen or unforeseen). 

        The contingency theory advocates flexible and adaptable organizational structures 

that are responsive to environmental challenges. The efforts of the Clinton 

Administration to reinvent the U.S. federal bureaucracy in the 1990s represents  an 

attempt to respond to environmental challenges of competition, accountability, 

transparency, public-private partnership, networking, representation, decentralization, 

devolution and deconcentration (Osborne & Gaebler, 1993; Gormley & Balla, 2007; 

Gormley, 1989)   Provision of services to citizens cannot be facilitated by red tape and 
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dysfunctional organizational structures. The reduction of oversight staff and middle level 

management, decentralization and loosening of the federal bureaucratic structures 

(Rainey, 2003 p. 187; Osborne & Plastrik, 1998) somewhat enhanced decision making 

and service delivery to the various segments of the population. The reorganization of 

national security organizations in the aftermath of September 11th terrorists attack on the 

U.S (Newman, 2002, pp.126-127; Comfort, 2002), is another example of contingency 

perspective in practice, whereby structural changes and modifications become inevitable 

in view of the determination and  commitment to forestall and combat future terrorists 

attacks. 

        Related to the contingency theory is systems theory that takes environmental 

variables into consideration as a conduit for growth and sustainability. Systems design-

oriented organizations consist of multiple and interconnected parts. Thus, the 

environmental challenges become key determinants of organizational structure and 

design for proactive response (Katz & Kahn, 1978; Ashmos & Huber, 1987). Systems-

oriented organizations function, within an interplay of governmental, political, social, 

cultural, and economic structures at local, state, national or even international contexts 

(Morgans, 1986; Farazmand, 1994; Jan-Erik & Svante, 2000; Luthans, 2008). 

The recurrent changes within the environment make it practical for public 

organizations to adopt structures that promotes interrelationship within and outside the 

organization. The survival of the organization amidst mounting environmental challenges 

becomes a driving factor for change thereby rendering any attempt to maintain classical 

or formal structures ineffectual. The complex HIV/AIDS problem that demands multi-

sector involvement is a unique case for versatile organizational design and survival, and 
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hence renders traditional structural arrangements inadequate. The emergent HIV Health 

Services Planning Council and its design and structure within existing bureaucracies 

embody the changes for proactive response to complex and multi-sector problems. 

3.4.1 Institutional Design within the Context of HIV 

The U.S. government’s resolve to respond to the HIV/AIDS conundrum as 

contained in the CARE Act places the responsibility on existing local governments to 

create HIV Health Services Planning Councils. The Councils of Broward County and 

Palm Beach County exist within the existing county health bureaucratic arrangements, 

but have unique designs in order to foster participatory decision making. The Councils in 

the respective counties thereby embrace the mandated collaborative governance model in 

addressing the HIV/AIDS problem. 

The drive to modify existing structures to allow the Councils to engage all 

relevant state and non-state stakeholders including target populations in the deliberations 

is a dramatic shift in policy decision making and implementation. The CARE Act 

mandates representation and participation by stipulating the design and structure of the 

Councils in an attempt to promote formal engagement of all state and non-state 

stakeholders. Both the design and structure of the Councils within the institutional 

conceptual framework enhance response to contingencies, especially response to the 

devastating HIV/AIDS problem. It promotes deliberation among Council members, 

hence the uniqueness of the institutional design. 

Ansell & Gash (2007) define institutional design as “the basic protocols and 

ground rules for collaborative governance” (pp.13-14). Weimer (1995) concurs by 

contending “specifications” and “rules” constitute institutional design.  Design is 
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essential to collaborative governance in that it highlights the collaborative process, and 

facilitates access and participation, which in the case of the Councils is inclusive of 

otherwise powerless target populations. The institutional design complements leadership 

in steering the agenda for collaborative governance and has become a subject of 

discussion by various scholars (Lynn, Heinrich & Hill, 1999; Scott & Backman, 1990; 

Anheier, 2005; Glasbergen & Driessen, 2005; Susskind & Cruishank, 1987; Freeman, 

1997; Margerum, 2002; Coaglianese & Allen, 2003; Kraft & Johnson, 1999; Plummer & 

Fitzgibbon, 2004; Bradford, 1998; Imperial, 2005).  

Institutional design that facilitates access and the inclusion of all relevant state 

and non-state stakeholders in collaborative governance is a critical variable for 

collaborative success. It is as critical as facilitative leadership. The various state and non-

state stakeholders, members of the Councils, bring their varying expertise to bear in the 

collective decision-making process and thereby enhance making decisions that translate 

into better outputs and/or outcomes for society.  Margerum (2001, p. 421) states that 

stakes in collaborative outcomes impact participation, and Andronovich, (1995, p. 429) 

emphasizes how “locality-based interests” promote public solutions to public problems. 

The design of the Councils, in compliance with the CARE Act, facilitates involvement of 

all state and non-state stakeholders in the collaborative endeavor. 

The CARE Act’s requirement for broad citizen participation fosters making 

decisions by consensus. In addition, broad citizen participation in decision making 

legitimizes the Councils as representatives of the divergent interests in society and 

thereby increases the prospect for collective problem solving (Geringer & Kitzhaber, 

2004, p.9).  For instance, at least thirty-three percent (33%) of the Council members are 
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expected to be HIV positive individuals, whose roles are presumed to sensitize other 

Councils members (CARE Act, 1990; 2006). Kwi-Hee (2004); Konisky & Beierle 

(2001); Reily (2001), point out how inclusion of diverse stakeholders in collaborative 

governance positively impacts the process and vice versa. 

A key dimension of participation in collaborative governance and an essential 

aspect of institutional design are the ground rules. The ground rules are foundational to 

who participates, the nature of the collaborative process, conflict resolution, and exit 

strategies, (McAfee, 2006; Smirnova, 2008; Joseph, Gunton, & Day, 2008).  For instance, 

the Bylaws, Robert Rules of Order, and Florida Sunshine Law provisions are utilized in 

collaborative governance of the Councils in Broward County and Palm Beach County to 

enhance achieving the stated objectives (Broward County HIVPC, Bylaws, 2006; Palm 

Beach County CARE Council Bylaws, 2005). (Sunshine Law in context is a State statute 

that promotes full disclosure of public records but at the same time prohibits further 

discussion of Council’s business outside of the formal forum of deliberation (Florida 

Statutes, 2008, xix, 286). 

The ground rules are essential to success of collaborative governance in view of 

the fact that the state and non-state stakeholders have divergent interests and power status 

relative to the collaborative endeavors.  Consistently applied ground rules help build trust 

and shape commitment of the members that eventually impact outputs and/or outcomes 

(Dedekorkut, 2004; Murdock, Wiessner & Sexton, 2005). It is essential to ensure that 

rules are clear and understandable to all members of the Councils, and knowledge of the 

rules is emphasized as one of the preconditions for active involvement. 
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The involvement of divergent groups and individuals in collaborative governance 

establish the urgency for the ground rules. The ground rules help reduce incidences of 

conflict, manage conflicts or disagreements and promote shared understanding among 

members of the Councils.  Guttman (2004, pp.56-57) emphasizes the ground rules are 

pivotal to guiding and managing group behaviors. The CARE Act (1990/2006) lay out 

strategies for conflict resolution relative to HIV collaborative governance at the various 

EMAs.  

Incidences of conflict are minimal when the institutional design, as it pertains to 

the ground rules fosters transparency of the collaborative process.  Skeptical members of 

the Councils are reassured by openness in deliberations, negotiations, and task 

performance (Dukay, 1995; Klotz, 2008; Greif, 1991; Geoghegan & Renard, 2002; 

Glasbergen & Driessen, 2005). Klotz (2008, p.4-5) relates transparency of the 

collaborative process to effectively dealing with complexities and ensuring better outputs 

and/or outcomes.  

Transparency results when there are institutionally mandated deadlines for a 

particular collaborative agenda or purpose. For instance, the HIV Health Services 

Planning Councils have stipulated a two-year and/or one-year sitting period per 

collaborative session (CARE Act, 1990/2006; Broward County HIVPC Bylaws, 2006) 

but with the leeway to make some modifications.  All members of the Councils are made 

aware of the time-frame and the task for the session. Cognizance of the deadlines relative 

to the task has the potential to foster cooperation and consensus among the members. 

Alternatively, the deadline could truncate deliberations and collaborative governance in 



80 

 

general (Pasquero, 1991; Anonymous, 2008; Susskind & Cruikshank, 1987; Freeman, 

1997). 

This particular institutional design is geared toward ensuring participatory 

collaborative governance. As such, this design allows HIV infected and affected 

individuals in tandem with community leaders, and representatives of organizations in the 

fight against HIV to collaborate to mediate the HIV/AIDS problem. Despite the 

Councils’ existence within established local bureaucratic structures, the inclusiveness, as 

manifested in the general and committee meetings arrangements, underscores unique 

“public space” arrangements for at least consensus-oriented decisions and outputs 

(Goodsell, 2003, pp. 361-362; Brinton & Nee, 1998). 

Institutional design within the context of the HIV/AIDS collaborative governance 

lends credence to the progressiveness of structure theories in organization and policy 

studies. The design changes mark progression from classical to contemporary theories 

and underscore the emergent realization among stakeholders to create institutions that 

facilitate effective response to contingencies or complex problems. The changes are 

apparent as public, private and nonprofit organizations have adopted functional 

structures, product or hybrid structures, matrix designs, market and customer-focused 

design structures. The changes mark a shift from centralization to decentralization 

(Anand & Daft, 2007, pp.329-344; Rainey, 2003, pp.181-218). The design and structure 

of the Councils foster broad representation and participation and transparency of the 

collaborative process and reduce conflicts or help manage and resolve conflicts, and the 

ground rules define collaborative governance for the “common good” (Greif, 1991; 

Axelrod, 1984; Bryson & Crosby, 1992). 
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Chapter 3 is an extension of Chapter 2 and further explicates the collaborative 

governance conceptual framework. The chapter broadens knowledge and understanding 

of collaborative governance by discussing collaborative process models relative to efforts 

towards addressing the HIV/AIDS conundrum in South Florida. Based on the literature, 

the collaborative process models fall into two categories: linear and nonlinear/cyclical. 

The linear and non-linear models emphasize relationships between the collaborative 

process variables and the respective dimensions but with some exceptions. The former 

proposes a stepwise collaborative process whereby relationship between variables is 

linear. Gray (1989) depicts relationship between variables of the linear process model as 

a stage. On the other hand, nonlinear or cyclical model shows relationships between the 

collaborative process variables and the respective dimensions are inextricably intertwined 

and thus can hardly be delineated. Huxham (2003) and Imperial (2005) are among 

scholars that subscribe to the nonlinear model.  

This study is within the non-linear process school of thoughts and adapted Ansell 

and Gash’s (2007) collaborative process model. Their model consists of five (5) variables 

vis-à-vis trust building, commitment to the process, face-to-face dialogue, intermediate 

outcomes and shared understanding (p.8). Trust building and commitment to the process 

are behavioral, whereas the others are nonbehavioral (p.20).  This study maintains three 

(3) of the five (5) variables. In addition, the study blends dimensions of face-to-face 

dialogue and intermediate outcomes with trust building and commitment to the process in 

view of the strong nexus between the variables. Thus, good negotiation, small wins, 

strategic plans, and joint fact-finding (p.8) are important to trust building and 

commitment to the process.  The chapter highlights the importance of the collaborative 
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process to collaborative governance by drawing attention to the strong link between the 

critical variables (facilitative leadership and institutional design), the collaborative 

process variables (trust building, commitment to the process and shared understanding) 

and their respective dimensions, and outputs and/or outcomes in helping create value for 

society. Furthermore, the chapter emphasizes the invaluable and unique role of target 

populations in collaborative governance and how inclusiveness of the Councils in 

Broward County and Palm Beach County enhances deliberative democracy for collective 

problem solving. In summary, this study contributes to the literature by developing a 

model that complements existing non-linear collaborative governance process models 

and highlights how critical variables such as leadership and institutional design impact  

collaborative governance, especially the collaborative process and outputs of the 

Councils in an attempt to mediate the AIDS problem in South Florida. 

The next chapter discusses the various methods employed in collecting data on 

collaborative governance of the Councils in Broward County and Palm Beach County, 

which is essential to understanding how collaborative governance works in addressing 

the HIV/AIDS problem in South Florida. 
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CHAPTER FOUR 

RESEARCH DESIGN AND METHOD 

The purpose of this dissertation is to examine how collaborative governance 

works in addressing the HIV/AIDS problem in South Florida. The study examines 

aspects of collaborative governance such as its critical variables, i.e. facilitative 

leadership, institutional design, and collaborative process variables: trust building, 

commitment to the process and shared understanding, and outputs such as allocation 

priorities. This chapter explains the methods used in this comparative case study, an 

explanation which is essential to understanding efforts of the Councils in Broward 

County and Palm Beach County in providing various categories of services to meet the 

needs of PWAs. The study utilizes mixed methods design because it allows for multiple 

ways to raise questions on the phenomenon of study, while it also generates substantial 

amounts of data, promotes sequencing of methods, and helps triangulate findings to 

ensure the credibility of the study (Thomas, 2003; Greene, Caracelli & Graham, 1989; 

Driscoll, Appiah-Yeboah, Salib, & Rupert, 2007; Gliner & Morgan, 2000; Cook, 2003; 

Lincoln & Guba, 1985). Data from the methods will help answer the main research 

question and subsidiary research questions that drive the study, thus help conclude how 

collaborative governance works.  

The chapter is divided into sections 4.1-4.7. Section 4.1 discusses why mixed 

methods are used; section 4.2 draws on the case of Broward County’s and Palm Beach 
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County’s Councils; section 4.3 focuses on the case study approach; section 4.4 elucidates 

the quantitative design; section 4.5 details Council observations; section 4.6 discusses 

interviews; and section 4.7 highlights reviews of documents. The observations, 

interviews and documents reviews constitute the qualitative methods of the study. The 

chapter concludes by emphasizing the relevance of the case study to knowledge and 

understanding of collaborative governance in addressing the HIV/AIDS conundrum in 

South Florida. 

4.1 Why Mixed Methods 

The literature supports the use of qualitative or quantitative methods separately or 

jointly to examine some pertinent issues and/or problems of research interest (Cook, 

2003; Bailey, 1992). This study employs a mixed methods design as a conduit to 

understanding collaborative governance of the Broward County’s and Palm Beach 

County’s Councils because of the advantage it offers to explore variables relative to the 

experience of the Councils.  Such undertaking cannot be effectively accomplished by 

using just a single qualitative or quantitative method.  Scholars such as, Thomas (2003); 

Rubin & Rubin (1995); Jorgenson (1989); Howard & Jenson (1999); Hatry, (1994); 

Altheide (1999); Hall (2003); Adams, & White (1994); Greene et al. (1989); Driscoll et 

al. (2007) esteem mixed methods as a viable methods of social science inquiry. 

Greene et al. (1989) identify five bases for mixed methods in social science 

inquiry such as triangulation, complementarity, development, initiation, and expansion 

(p.255). Triangulation helps counteract biases of other associated methods; 

complementarity makes it possible to measure related but different aspects of the 

phenomenon; development allows for orderly use of methods; initiation promotes 
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discovery of contradictions and expansion facilitates extending the scope of the study 

(Greene et al., 1989, pp. 256-269).  While all five bases apply to this study in one way or 

the other, triangulation and complementarity are the strongest bases for the use of mixed 

methods in this context.   

A qualitative method such as interviews provides information on the experiences 

of members of Councils relative to collaborative governance and observation provides 

insight on interactions among members of the Councils, meeting facilitation and 

institutional design. In addition, the document reviews provide information on 

institutional design and facilitative leadership, and outputs relative to the Councils.  The 

quantitative method in this context is a basic survey on the collaborative governance 

concept; this complements the qualitative data by presenting members’ perspective of the 

Councils as a decision-making bodies.  For instance, without the interviews, the 

researcher will not be able to directly interact with members of the Councils, probe, and 

prompt for perspectives on collaborative governance (Holstein & Gubrium, 1999, p. 

105).  Similarly, without observations, the researcher will not be able to learn about 

interactions among members, how leaders facilitate the meetings and how ground rules 

are applied.  Lastly, without the surveys, the researcher will not be able to draw 

meaningful conclusions on deliberative and consensus-oriented aspects of the 

collaborative governance concept (Ansell & Gash, 2007, pp.1, 20).  Such conclusions are 

essential in stating whether the Councils are collaborative and how collaborative 

governance works in addressing the HIV/AIDS problem in South Florida. 

Furthermore, data from mixed methods facilitate the development of “emergent 

and unexpected” themes on the various aspects phenomenon of study (Driscoll et al. 
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2007, p. 24). The diverse themes will foster understanding of the experiences of the 

Councils and for that matter, collaborative governance in South Florida. Nonetheless, 

mixed methods are not devoid of limitations. For instance, Driscoll et al. (2007) point out 

loss of “depth and flexibility” when qualitative data is subjected to quantitative analysis 

(p. 25). This limitation is not a major concern in this investigation because the methods 

employed complement each other and help understand various aspects of collaborative 

governance. In addition, the mixed methods are viable methods of inquiry in this context 

in view of the emergent nature of collaborative governance and limited research on 

mandated efforts towards addressing the HIV/AIDS problem. 

Together, data from these methods will make the findings of the study reliable 

because the methods are complementary and allow for triangulation of findings (Todd, 

1979). Consequently, the researcher is in a better position to ascertain if collaborative 

governance works in Broward County’s and Palm Beach County’s Councils. Also, the 

relative reliability of the findings makes it possible for at least some limited 

generalizations on collaborative governance. In summary, analysis based on mixed 

methods will help broaden knowledge and understanding of collaborative governance 

towards addressing complex problem such as HIV/AIDS in South Florida. 

4.2 Collaborative Governance In South Florida 

This study compares collaborative governance of two Councils in South Florida; 

specifically, in Broward County and Palm Beach County as part of the implementation of 

the CARE Act. The goal is to examine how collaborative governance works in addressing 

the HIV/AIDS problem in the respective counties. The two Councils were chosen 

because they exist in two adjoining counties with similar demographics (ethnic 
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composition); have similar collaborative processes, and institutional designs, were 

accessible to the researcher because of proximity and cost savings, have existing 

structures of collaborative engagement relative to multicultural culture discourse, have 

been recipients of Minority AIDS Initiative (MAI) since 2001 and were established in the 

early 1990s (U.S. Census, 2009; Stanisevski, 2006; HRSA, 1999). The literature supports 

focusing on similar or dissimilar cases to provide knowledge and understanding of a 

phenomenon (Stake, 1998; Yin, 1984/1994). Broward County and Palm Beach County 

fall within the federal government designated EMAs because of the high incidences of 

HIV infections and have been recipients of Ryan White funds since the 1990s (Broward 

County HIVPC Comprehensive Plan, 2006-2009; Palm Beach County HIVCC 

Comprehensive Plans, 2006). 

The Councils in many ways have been providing services (mostly treatment 

services) to PWAs without any means of support. From 2000 to 2006 Broward County 

Council has served 11,708 of 16,119 people with HIV and AIDS (Broward County 

HIVPC Comprehensive Plan, 2006-2009; Broward County HIVPC Title 1 Service 

Utilization, 2006. The Palm Beach County’s Council has served 5,143 of 7,049 people 

with HIV and AIDS (CARE Council Comprehensive Plan 2006 ;( CARE Council Count 

of Clients & Service Report, 2009). For comparing collaborative governance of the 

Councils in line with the legislative mandates and based on variables such as facilitative 

leadership, institutional design and outputs will help establish how collaborative 

governance works in the respective counties in meeting the needs of PWAs.  In addition, 

the findings of the study will contribute to collaborative governance theorizing in 

addressing complex problems such as HIV/AIDS.  
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4.2.1 Broward County HIV Health Services Planning Council 

The Broward County HIV Health Services Planning Council (referred to as 

Broward County’s Council) existed since 1990 and continued to be the principal body 

tasked to fulfill the legislative intents of the CARE Act in Broward County 

(Comprehensive Plan, 2006-2009, p. 47). And as a recipient of Part A funds, the Broward 

HIVPC is mandated to act as follows: 

establish priorities for the allocation of funds within the eligible area; 
develop a comprehensive plan for the organization and delivery of health 
services described in section 2604 that is compatible with any existing 
State or local plan regarding the provision of health services to individuals 
with HIV disease; and assess the efficiency of the administrative 
mechanism in rapidly allocating funds to the areas of greatest need within 
the eligible area” (CARE Act, 1990; Sec. 2602: b.3)   

The Broward County’s Council has been responsible for various allocation 

priorities and other tasks that are required to meet categories of needs of PWAs in the 

county. Broward County’s Council funds forty-six (46) HIV/AIDS related services but 

places emphasis on core medical services (Comprehensive Plan, 2009, p.28). Broward 

County’s Council works in cooperation with other entities in the HIV/AIDS arena, 

especially Part B fund recipient agencies that hope to address the HIV/AIDS problem. 

 The Broward County’s Council is a collaborative body and consists of infected 

and affected, service providers, non-elected community leaders and interested individuals 

(collectively termed members) “with particular consideration given to representing 

disproportionately affected and historically underserved groups and subpopulation” 

(Broward  County HIVPC, 2008, p.2 ).  The membership is in line with requirement of at 

least thirty-three percent (33%) mandated Part A service recipients requirement (Broward 
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County HIVPC Bylaws, 2006). Furthermore, the collaborative body consists of 

representatives from the following groups: 

Health care providers, including federally-qualified health centers; 
Community-based organizations serving affected populations and AIDS 
service organizations; social service providers, including but not limited to 
providers of housing and homeless services;  mental health care and 
substance abuse providers; local public health agencies, including 
representation from prevention/education; hospital planning agencies or 
health care planning agencies; affected communities, including people with 
HIV disease and historically underserved groups and subpopulations; non-
elected community leaders; state government, including the State Medicaid 
agency and agency administering the Title II program; CARE Act grantees 
under section 2671 which coordinated services and access to research for 
women, infants, children or youth; or, if none exists, representatives of 
organizations with a history of serving children, youth, and families living 
with HIV and operating in the EMA; grantees under other Federal HIV 
programs, including but not limited to providers of HIV prevention 
services; and representatives of individuals who formerly were Federal, 
State, or local prisoners, were released from the custody of the penal 
system during the preceding 3 years, and had HIV disease as of the date on 
which the individuals were so released (Broward  County HIVPC, 2008, p. 
3) 

 
Divergent interests are represented within the Council. State and non-state 

stakeholders are the key players in collaborative governance and have worked 

collaboratively for years in the attempt to address the HIV/AIDS problem in Broward 

County. The members of the Council contribute their respective expertise and experience 

to make decisions as part of the implementation of the CARE Act in Broward County.  

The commitment to work together for public benefit seems to help downplay individual 

interests. Broward County’s Council currently has thirty-three (33) members and thereby 

meets the minimum requirement of twenty-one (21) members and is close to meeting the 

maximum mandated requirement of 45 members. In addition, the Chair appoints alternate 
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members to help achieve a quorum on a regular basis (Broward County HIVPC Bylaws, 

2006, Sec. 8, 2). 

 The Broward County’s Council has seven (7) committees (Bylaws, 2006, Sec. 1 

A, 7). These committees are as follows: Executive Committee, Membership and 

Development Committee, Quality Management Committee; Assessment Committee, 

Joint Clients and Community Relations Committee, Joint Planning Committee,  and Joint 

Priorities Committee.  Three (3) of the seven (7) committees are joint committees and are 

co-chaired by a Part A and Part B consortium. The joint committees underscore the 

commitment of the members and affiliates of the Council to address HIV/AIDS problem. 

The Broward County’s Council occasionally creates Ad hoc committees to deal with 

specific issues such as Information Systems, Bylaws and others as they are necessary to 

attain the mandates (Broward County HIVPC Bylaw, 2006, Sec. 3, 8).  

The committees handle specific tasks and are constituted by members and 

affiliates with specific expertise. The committees do most of the work and make 

recommendations to the general Council. Committee decisions are usually by consensus 

and/or are consensus oriented and depicted by either a unanimous pass of a motion or 

simple majority vote. The general Council ratifies committee decisions.  Nonetheless, in 

instances where there was no consensus on an issue, the issue is deferred for further 

discussion at the committee level and likewise at the general Council level. Members 

with conflicts of interest relative to a particular issue at the committee and the general 

Council meetings are required to abstain from voting on the issue (Broward County 

HIVPC Bylaws, 2006, Sec IV, 6-7). 
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 The Broward County’s Council committees operate based on the “Sunshine” 

Law, (Florida State Statute, 2008, xix, 286), Bylaws, policies and procedures, Robert 

Rules of Order, CARE Act, Broward County Code of Ordinance section 1-233 (Florida 

State Statute, 2009, Broward County HIVPC, 2006).  For instance, the CARE Act 

outlines the institutional design module. All meetings are subject to quorum requirements 

and at least one member who is PWA is required to be present in order to move forward 

with the agenda. Furthermore, all members are expected to vote on an issue at each 

meeting, even if the vote is a dissenting vote.  Broward County’s Council is required to 

meet at least nine (9) times in a fiscal year (Broward County HIVPC, 2006, Bylaw, 

Article V, 4). 

 The Broward County’s Council Chair and Vice Chair alongside the various 

committee chairs and co-chairs function as facilitative leaders of the various meetings 

and are supported by the Administrative Staff.  The Chair and Vice Chair are elected by 

the rest of the members via majority vote for a two year term and are expected to be 

neutral and cannot vote on motions/issues. The only exception is when a vote on an issue 

is a tie vote. The Chair then votes to break the tie. The Chair has an added responsibility 

of serving as a liaison between the Council and Broward County Commissioners 

(Broward County HIVPC Bylaws 2006; Article IV & Article V, Sec. 7, 3-4, 6). The 

facilitative leaders steer respective meetings in order to encourage participation of 

members to help achieve consensus and/or pass motions, at least by majority vote.  The 

facilitative leaders are expected to uphold policies and procedures governing the 

meetings (Broward County HIVPC Bylaw, 2006, Article IV, 3-4). 



92 

 

 The invaluable role the Broward County’s Council plays in helping address the 

HIV/AIDS problem cannot be overemphasized.  The Council’s decisions enables funding 

various categories of medical and other support services to PWAs that are needed most 

with the consequences of good health and long life. The Council provides opportunity to 

otherwise powerless target populations to become key stakeholders and as a consequence 

the target populations are empowered to positively impact personal lives, as well as lives 

of fellow PWAs and other at risk populations. Membership on the Council is not devoid 

of challenges but the opportunity to work together to address a common problem seems 

to at least override sectional interests. 

4.2.2 Palm Beach County HIV Comprehensive AIDS Resources Emergency (CARE)  

         Council 
 

The Palm Beach County HIV Comprehensive AIDS Resources Emergency Council 

(referred as Palm Beach County’s Council) has existed since 1991 (formerly known as 

the HIV Health Services Planning Council until 1997) and remains the principal body 

tasked to fulfill the legislative intents of the CARE Act.  The Act mandates the Palm 

Beach County’s Council to accomplish the following goals: 

establish priorities for the allocation of funds within the eligible area; 
develop a comprehensive plan for the organization and delivery of health 
services described in section 2604 that is compatible with any existing 
State or local plan regarding the provision of health services to individuals 
with HIV disease; and assess the efficiency of the administrative 
mechanism in rapidly allocating funds to the areas of greatest need within 
the eligible area” (CARE Act, 1990; Sec. 2602. b.3).   
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The Palm Beach County’s Council is a consortium of Part A and Part B and is 

responsible for various allocation priorities and other mandates that enhance provision of 

categories of services to PWAs within the Palm Beach EMA Continuum of Care. 

Currently the Palm Beach County’s Council funds forty-eight (48) HIV/AIDS related 

services (Comprehensive Plans, 2006, p.33). Palm Beach County’s Council works jointly 

with other agencies and organizations dealing with the HIV/AIDS problem. 

The Palm Beach County’s Council is a collaborative entity and consists of 

members from different groups with interest in the management of public affairs. The 

groups that are represented include HIV infected and affected individuals, service 

providers, community leaders and interested individuals (CARE Act, 1990/2006). The 

members are responsible for planning, developing, monitoring, evaluating and advocating 

a medical and support services system for individuals and families affected by HIV 

Spectrum Disease (CARE Council Bylaws, 2005, p. 2). It is required that a minimum of 

thirty-three percent (33%) of members of the CARE Council should be HIV infected 

individuals (CARE Council Bylaws, 2005, p. 5; CARE Act, 1990; 2006).  

The affected community consists of Persons with HIV or AIDS; 
historically under-served populations; Persons affected by HIV Spectrum 
disease such as, but not limited to, care givers, life partners or family 
members of persons infected with HIV.  The service providers include 
Community-based organizations serving HIV affected populations; AIDS 
service organizations; Federally qualified Health Centers; Local Public 
Health Agencies; Social Service Providers; Mental Health and Substance 
Abuse Service Providers; Medical Professionals serving persons living 
with HIV/AIDS; Palm Beach County Grantees under other Titles of the 
CARE Act. And the Non-Elected Community Leaders are Hospital and 
Health Care Planning Agencies, or other Social Service Planning Agencies; 
State and Local Government (including the State Medicaid Agency); 
Grantees under other Federal HIV Programs; Florida Department of 
Health; Local Health and Human Service Boards; Other Non-Elected 
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Community Leaders including representatives of public and private 
business interests (CARE Council Bylaws, 2005, p.3-4). 
 

The HIV infected and affected, service providers and non-elected community 

leaders constitute key decision makers on HIV/AIDS as part of the implementation of the 

CARE Act within the Palm Beach EMA. Most of the members have been part of the 

CARE Council for years. The extent of representation and participation varies but the 

drive to work together to provide services to PWAs is paramount.  “Attendance at  Palm 

Beach County’s Council meetings, committee meetings, special events and workshops in 

compliance with applicable policy, voting on Council and committee issues, completing 

agreed to tasks, sharing of skills, time, and other resources appropriate to the committee 

or Council” constitute participation (CARE Council Bylaws, 2005, p.10). The Council 

currently has twenty-one (21) members and thereby meets the minimum membership 

requirement.  

The Palm Beach County’s Council has nine (9) standing committees (CARE 

Council Bylaws, 2005, pp.7-12), namely: Executive Committee, Planning Committee, 

Priorities and Allocations Committee, Membership Committee, Support Services 

Committee, Medical Services Committee, Community Awareness Committee, 

Management Information Systems (MIS) Committee, and Quality Assurance and 

Evaluation Committee.  In addition, the chair authorizes, with time, the creation of Ad 

hoc committees’ for work on Bylaws, Election, Grievances and others to deal with 

specific issues relevant to the Palm Beach County’s Council. Most of the work of the 

Palm Beach County’s Council is done at the committee level and the general Council 

ratifies the decisions. Thus, the committees’ decisions are voted on at the committee level 
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and also at the general Council level after a period of discussion on the issue among the 

members. Each committee handles specific tasks as is necessary to fulfill the intents of 

the Palm Beach County’s Council. The decisions are referred to the general Council for a 

vote/ratification. If a committee cannot reach consensus on an issue, the issue is deferred 

for further discussion at subsequent meeting(s), and likewise, if the general Council 

cannot reach a decision on an issue, the issue is deferred for discussion at subsequent 

meeting(s). The members with conflict of interest on an issue at the committee and 

general Council meetings are required to abstain from voting on the issue. 

  The general Council and committees operate under the “Sunshine” Law (Florida 

Statute, 2008, xix, 286), CARE Council Bylaws, CARE Council Policies and Procedures, 

Robert’s Rules of Order, CARE Act, Florida State Statute 112.3143 and Palm Beach 

County Code of Ethics R-94-693 (Bylaws, 2005; Florida State Statute, 2009). For 

instance, the CARE Act streamlines the institutional design mechanisms. All meetings 

are bound by quorum requirements and at least, one member who is a PWA must be 

present before proceedings can commence. All the members are expected to vote either 

yea or nay on an issue at the committee and at the Council levels. The Palm Beach 

County’s Council meets for minimum of six (6) times in a year (Bylaws, 2005, pp.8-10). 

 The Palm Beach County’s Council Chair, Vice Chair and the various Committee 

Chairs serve as facilitative leaders for the various meetings and are greatly assisted by the 

Palm Beach County’s Council staff. In addition, the Chair serves as a liaison between the 

Palm Beach County’s Council and Palm Beach County Commissioners. These facilitative 

leaders steer respective meetings in order to foster participation of members and to 

achieve consensus. The facilitative leaders serve as arms of the rules governing the 
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meetings and are expected to be neutral. The Chairs do not usually vote on issues unless 

there is a tie. The Palm Beach County’s Council Chair and Vice Chair are elected by 

majority vote of members present at the Annual Meeting for a year term but can serve for 

consecutive three terms (Bylaws, 2005). 

 The Palm Beach County’s Council continuous to serve as a means of support to 

PWAs within the Palm Beach EMA by making allocation priorities until otherwise 

stated.  The services that are funded are invaluable to PWAs in that they promote good 

health and other vital life support services.  In addition, the mandated participation of 

PWAs in the Palm Beach County’s Council empowers and allows PWAs to be key 

stakeholders in the decision making and implementation process. In summary, Palm 

Beach County’s Council serves as a platform for members with varied interests to work 

together towards addressing the HIV/AIDS problem. The experiences of both Councils 

are essential to knowledge and understanding of collaborative governance in South 

Florida. 

4.3 Case Study Approach 

Case study is one of the methods employed by scholars to examine social, 

political and other relevant phenomenon of interest. The focus on a specific case helps 

generate knowledge and understanding of the phenomenon and thereby enhances theory 

building (Hamel, Dufour & Fortin 1993, p. 29). Scholars such as Yin (1984;1994;2003); 

Stake (1998); Czarniawska (1997); Gerring (2004); Jensen & Rogers (2001); Hamel et 

al.(1993); Becker (1970); McNabb (2002) have contributed to the use of case study 

approach in research to lend credence to the  usefulness of case study in making 

discoveries in the Social Sciences and other  fields of study.  
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Yin (1984) defines case study as “an empirical enquiry that investigates a 

contemporary phenomenon within its real-life context; when the boundaries between 

phenomenon and context are not clearly evident; and in which multiple source of 

evidence is used ”(p.23) Czarniaswka (1997) refers to case study as “the study of 

development of phenomenon” (p.65) and Gerring (2004) regards case study as “an 

intensive study of a single unit for the purpose of understanding a larger class of (similar) 

units”(p.342). These definitions point to the unique role of case study research in 

generating knowledge and understanding of social and political phenomena. The use of 

case study in this study will broaden knowledge and understanding of the use of 

collaborative governance in addressing the HIV/AIDS problem in Broward and Palm 

Beach counties. 

Scholars present various perspectives on the contributions of case study research. 

Hamel et al. (1993); and Masoner (1988) believe that a case study contributes to theory-

building in view of the emphasis on discovery through phenomenon. Yin (2003) 

complements Thomas, 2003, and Hamel et al. 1993) perspective by asserting case study 

provides researchers the opportunity to answer ‘how’ and ‘why’ questions when there is 

little control over the phenomenon under study (p.20). Furthermore, Jensen and Rogers 

(2001) argue case studies “satisfy the recognized need for conditional findings and in-

depth understanding of cause and effect relationships that other methodologies find 

difficult to achieve” (p.235). 

Case study assumes several forms and consequently provides researchers multiple 

ways to obtain relevant answers in order to shed light on the phenomenon that is 

examined (Stake, 1998; McNabb, 2002). Case study helps understand human behavior 
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within societal settings and facilitates decision making (Becker, 1970; Scholz & Tietje, 

2002). Thus, the potential for comprehensive understanding via case study provides 

researchers viable opportunity to promote discovery. 

The contributions of case study to public administration cannot be 

overemphasized. Bailey (1992) contends case study facilitates the development of public 

administration theory. Bailey cites cases such as “Philip Selznick's (1949) study of the 

Tennessee Valley Authority, Herbert Kaufman's (1960) study of forest rangers, Graham 

Allison's (1971) analysis of the Cuban missile crisis, and Daniel Mazmanian and Jeanne 

Nienaber's (1980) study of the Corps of Engineers” (pp.50-54), to point out the 

invaluable role that case study plays in developing knowledge and understanding of those 

phenomena and generating conceptual and practical implications for public management.  

The case of collaborative governance in Broward County’s and Palm Beach 

County’s Councils is essential for learning about local efforts towards addressing the 

HIV/AIDS problem in line with the federal mandate. The use of case study which consist 

of multiple methods (qualitative and quantitative) will provide comprehensive insight 

into deliberations at the Councils, members’ perspectives on participation in the Council; 

leader’s facilitative efforts and institutional design of the Councils and outputs. The 

findings will contribute to collaborative governance theory building and generate insight 

for public managers. The next section explains the multiple methods in investigating how 

collaborative governance works. The section starts with quantitative design and ends with 

document reviews of the qualitative design. 
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4.4 Quantitative Design  

Quantitative Design is one of the robust tools of inquiry in social science and 

other fields of study because of the precision it provides in measuring some concepts. For 

instance, Rice (1938); Hossler and Douglas (2001) emphasize the extent of accuracy 

associated with the use of quantitative methods when investigation involves measuring 

perceptions and attitudes. Quantitative design is used as a complementary tool in this 

study to measure perceptions of members of the Councils in Broward County and Palm 

Beach County on collaborative governance. The goal is to facilitate knowledge and 

understanding of collaborative governance and by doing so help answer the main and 

subsidiary research questions that drive the study.  

The study employs a survey instrument that measure some dimensions of 

collaborative governance. These dimensions are deliberative, consensus and collaborative 

and are essential to understanding decision making at the Councils.  The dimensions are 

based on Ansell and Gash’s (2007, p.2-6) concept of collaborative governance. The 

deliberative dimension focuses on deliberations i.e. dialogue as it relates to decision 

making by members of the Councils. Consensus dimension focuses on reaching 

consensus on outputs such as allocation priorities as part of the collaborative process. The 

“formal” dimension of the definition (organization of collaborative process) is not 

included in the survey because observation and document reviews best help measure the 

formal dimension. The collaborative dimension is to measure the overall perception of 

members of the Councils as a decision making body. Together, the dimensions help 

understand collaborative governance of the Councils. 
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The statements are formulated based on the Ansell and Gash’s (2007) article 

which is the foundational piece of the study. There were eleven statements measuring the 

three dimensions and rated on five-point Likert Scale (See Appendix A). The statements 

were added during the course of the interviews when it was apparent the interview results 

alone would not accurately provide the subtle differences of the dimensions of the 

collaborative governance concept. The statements were approved by Florida Atlantic 

University Institutional Review Board (FAU IRB).  

Members of the Councils, committee members and few staff who were 

interviewed also completed the survey instrument. The dimensions that were being 

measured were explained to members prior to their completing the survey and/or during 

the course of completing the survey when additional questions were asked to further 

clarify the dimensions. There were a total of fifty-five (55) respondents from both 

Councils: 31 from Broward and 24 from Palm Beach. On the average, it took the 

respondents 15 minutes to complete the survey. The results of the survey analysis will 

promote an understanding of members’ perspective of the Councils and will be insightful 

to interpreting the qualitative data. The next section focuses on the qualitative design of 

the study. The section starts with discussion of direct observation and ends with a review 

of documents. 

4.5 Council Observation  

Direct observation according to Salkind (2009) “occurs when the researcher is 

actually in or directly adjacent to the environment being studied but is not actually a 

participant in the environment itself” (p.211). The environment in context is Broward 

County’s and Palm Beach County’s Councils meetings, both the general and committee 
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meetings. Observation of the meetings became necessary in view of the fact that 

Collaborative governance phenomenon is relatively new, especially collaborative 

governance towards addressing the HIV/AIDS problem. The observation focuses on the 

members of the Councils, interaction among members during deliberations, how leaders 

facilitate the meetings, seating arrangements at meetings, how consensus is reached and 

how voting takes place. The rationale for the observation was to gain knowledge and 

understanding of how collaborative governance works in the Councils.  

The observations are essential to learning about collaborative governance because 

of the diverse interests that are represented at the Councils. The Councils consist of three 

key groups, HIV infected and affected, services providers and non-elected community 

leaders. Members of the Councils make decisions as part of the implementation of the 

CARE Act to fund various categories of services to meet various needs of people with 

AIDS. 

The inclusion of target populations in deliberations, which in this case, is PWAs, 

and those affected alongside other stakeholders is unique and thereby worth observing 

how the deliberations unfold at the committee and the general Council meetings. In 

addition, the mix of racial, sexual, expertise and experience representations are worth 

observing in order to help understand the state of deliberations. The exchange of 

information/debate and relationships among representatives is critical to understanding 

how collaborative governance works and the outputs that are produced in addressing the 

HIV/AIDS pandemic. 

Broward County’s and Palm Beach County’s Councils hold general Council and 

committee meetings to promote collaborative governance of all relevant state and non-
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state stakeholders committed to addressing the HIV/AIDS problem. The meetings and 

levels of representation are in line with the CARE Act mandates. The general Council 

meetings bring together most of the members of the various committees, thus there is 

greater representation when compared with the committee meetings. The committee 

meetings consist of a smaller number of representatives with interest in specific goals.  

All committee decisions, thus recommendations, are sent to the general Council for 

approval or disapproval via votes. The committees can be joint or unitary, depending on 

the preferred institutional design of each Council.  

The observations for this study occurred in the seven months between October, 

2008 and April, 2009. Twenty (20) committee meetings and four (4) general Council 

meetings, and one (1) annual retreat at the Broward County’s Council were observed. 

Each meeting in Broward was at least two (2) hours. Thus, overall observations at 

Broward were at least fifty (50) hours (see Table 1a). During the same period, fourteen 

(14) committee meetings and three (4) general Council meetings, one (1) Ad-hoc meeting 

and one (1) annual retreat at the Palm Beach County’s Council were observed.  Each 

meeting averaged about an hour long. Overall, observation in Palm Beach took at least 26 

hours (see Table 1b).  

  At the Broward County’s Council, most of the meetings occurred at Broward 

Health Regional Building where the Council’s offices are located. Nonetheless, some of 

the committee meetings, especially Joint Clients and Community Relations Committee 

meetings took place at designated communities within the Broward County.  At the Palm 

Beach County’s Council, the committee meetings usually occurred at the Treasure Coast 
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Health Council. However, the general meeting occurred at the Mayme Frederick 

Building. 

Observation provided an opportunity to learn details of institutional design and 

facilitative leadership, and how both variables impact the collaborative process with trust-

building, commitment to the process, shared understanding, and outputs of the Councils. 

The success of collaborative governance is contingent on institutional design and 

leadership of the respective Councils. Institutional design is critical to representation and 

participation of the relevant state and non-state stakeholders (members) in collaborative 

governance. In addition, facilitative leadership is essential to participation and making 

decision by consensus.  

Furthermore, the observations of the general Council and committee meetings at 

both Councils made it possible to learn how members share opinions and debate motions, 

and how voting takes place. Non-verbal communication, the structure of sessions, some 

insights on formal and informal relationships among members of the Councils, and other 

details that are essential to understanding how collaborative governance works were also 

observed. Overall, the observations help one understand the dynamics of decision making 

and outputs that are produced towards addressing the HIV/AIDS problem in South 

Florida. 

The observation can lead to discoveries that might not be realized through 

interviews or document reviews. The data garnered through observations complements 

data from interviews, document reviews and surveys. The process of interpretation of the 

observation data consists of developing themes that emerge from the data. Thus, the 

systematic notes from the various incidents of observation at the committee and the 
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general meetings help broaden knowledge and understanding of collaborative 

governance, especially how it works in the respective Councils. The next section consists 

of discussion of interviews relative to the Councils but is preceded by figure 1 and 2 

showing the observation itinerary of the respective Councils. There were 50 hours of 

observation at the Broward County’s Council and 25 hours of observation at the Palm 

Beach County’s Council. The observations consisted of a couple of general and 

committee meetings and a retreat per respective Council. 

Figure 1a 

Observation Itinerary Summary: Broward County’s Council 

Type of Meeting Average Hours Per Meeting Number of Meeting Total Hours 

Executive Committee 2 2 4 

Membership and Development Committee 2 5 10 

Joint Clients/ Community Relations Committee 2 4 8 

Joint Planning Committee 2 3 6 

Joint Priorities Committee 2 4 8 

Quality Management Committee 2 1 2 

Ad Hoc 2 1 2 

General Council Meeting 2 4 8 

Retreat 6(2) 1 2 

Total 22 25 50 
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Figure 1b 

Observation Itinerary Summary: Palm Beach County’s Council 

Type of Meeting Average Hours Per Meeting Number of Meeting Total Hours 

Executive Committee 1 4 4 

Membership Committee 1 3 3 

Community Awareness Committee 1 1 1 

Priority and Allocation Committee 1 2 2 

Planning Committee 1 1 2 

Support Services Committee 1 1 2 

Medical Services Committee 1 1 1 

Ad Hoc Committee 1 1 1 

General Council Meeting 1 4 4 

Retreat 8(6) 1 6 

Total 17 20 26 

 

4.6 Interviews  

Interviewing is one of the qualitative methods researchers employ to generate data 

on a subject of investigation.  Hostein and Gubrium (1999) conceptualized interviews as 

a “special form of conversation” in that interviews provide “a way of generating 

empirical data about the social world by asking people to talk about their lives”(p.105). 

Rubin and Rubin (1995) stated qualitative interviewing “is a way of finding out what 

others feel and think about their worlds” and provides the researcher the opportunity to 

“understand the experiences and reconstruct event in which they did not participate”(p.1). 

This study uses extensive interviews of mostly fulltime members of HIV Health Services 

Planning Councils in Broward and Palm Beach counties in order to understand their 

experiences relative to collaborative governance towards addressing the HIV problem. 

The interviews made it possible to ask multiple questions in order to better understand 

members’ perspectives of the Councils, which would be difficult to accomplish through 
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administering survey instruments only. Data from the interviews complement data from 

surveys, observations and document reviews. 

The interviews at the Broward County’s and Palm Beach County’s Councils 

involve the various members that volunteer to participate in the study. The members 

consist of HIV infected and affected, service providers and non-elected community 

leaders. Some of the respondents are members of committees only and staff responsible 

for the various meetings. Not all the members were interviewed because some could not 

arrange an interview date and as a result did not participate in the study.  In addition, 

some of the members were unwilling to participate in the study.  

  A total of fifty-five (55) interviews were conducted: thirty-one (31) in Broward 

County’s Council and twenty-four (24) members in Palm Beach County Council. Twenty 

one (21) of those interviewed at Broward were full time members (64% of full time 

members). The remaining 10 members were 2 staff that are responsible for the meetings 

and 7 members that belong to committees only. Of the 24 respondents at Palm Peach, 17 

were fulltime members (81% of full time members), 5 were committee members only and 

3 were staff responsible for the meetings.  

In line with the objectives of the study, the respondents at both Councils include 

the chair and co-chair of the various committees, the chair and co-chair of the Councils. 

The chairs are members of the Councils. Broward has a total of thirty-three (33) fulltime 

members and Palm Beach has 21 fulltime members. The perspectives of the fulltime 

members, affiliates who belong to committees only and staff were helpful to gaining 

knowledge and understanding of collaborative governance. The interviews occurred 

during a four (4) month period between January and April, 2009.  Each interview lasted 
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an average of one-hour and forty five minutes. Overall, at least 97 hours were spent 

interviewing respondents at both Councils. 

Each respondent answered a set of standardized questions relevant to HIV 

collaborative governance at the respective Councils.  The questions were pre-tested with 

two members of each Council and some minor changes made in order to help garner the 

appropriate information to accomplish the purpose of the study. The questions were 

geared towards obtaining responses to the respective concepts vis-à-vis trust building, 

commitment to the process, shared understanding, facilitative leadership and institutional 

design (Ansell & Gash, 2007).  

The questions cover the various variables of collaborative governance and are 

presented below to give the reader insights into the information collected from members 

as a conduit to achieving the objectives of the study. The extensive questions are 

available in Appendix B and are as important as the ones presented below. 

• To what extent would you characterize the Council’s communication and 

interaction as based upon trust? Does face-to-face interaction enhance trust among 

members? 

• In your opinion, does the leadership facilitate the inclusion of critical stakeholders 

in the collaborative process? Who do you identify as some of these critical 

stakeholders?  

• In what ways do the leaders ensure transparency of the collaborative process? Are 

they advocates of equal powers.  And are they advocates of equal participation? 

• In your opinion, do the other members clearly understand the AIDS problem? Do 

they share similar sentiments? Do the Council’s deliberations promote consensus?  
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• Why did you decide to participate in the Council?  What were some factors that 

contributed to your decision?  Do you consider yourself an active participant in 

deliberations?  How often do you participate in the Council’s deliberations?  

• Would you say other stakeholders respect your perspective? Would you say there 

is mutual ownership of decisions? 

• What would you say are your responsibilities to helping everyone stay committed 

to the Council and its goals? How do you do that? 

• What would you consider to be the contributions of the target populations to the 

Council’s collaborative governance?  

• Would you say the inclusion of target populations help produced consensual 

outputs in mediating the HIV/AIDS problem? Has their participation produce a 

shift in how they are perceived as HIV infected?  In what ways? 

• In your opinion, does the Council have clearly established ground rules of 

participation? Do the rules promote active participation? Do the rules promote 

consensus among members? 

• To what extent do you think the organization of the Council into various 

committees facilitates working together? What of joint decision making? Does it 

enhance achieving the objectives of the Council? 

• In your opinion, is the Council making a difference? What are the outputs?  

• What has been the greatest impact of the Council? What is the greatest strength? 

Is there a greatest need or weakness? 

A majority of the questions were open-ended. Nonetheless, there were some few 

closed-ended questions. The open-ended questions allow respondents to express their 
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opinions on questions asked to the best of their knowledge (Kvale, 1996). The prospects 

for interviewees to freely express views on the open-ended questions provide opportunity 

to obtain needed and relevant information from the respondents. In addition, the open-

ended questions allow the investigator to probe and prompt the respondents in order to 

clarify perspectives and obtain detailed responses (Rubin & Rubin, 1995; Gerring, 2004). 

The opportunity to obtain detailed responses via the open-ended questions was 

supplemented by a few closed-ended questions. The closed-ended questions were 

expected to help to accurately represent respondents’ perspective on key conceptual 

questions relative to collaborative governance. The closed ended-questions were added 

after some initial interviews that revealed responses to the interview questions only will 

not be adequate to figure out the subtle differences of the Councils relative to the 

collaborative governance concept.  Consequently, some of the qualitative questions were 

reframed in a form of survey instrument in order to help accurately measure the concepts 

via quantitative analysis.  

The interview process consisted of identifying respondents during the observation 

phase of the study. Contacts were made and maintained and upon approval of the study’s 

protocol by FAU’s IRB. The respondents were approached for the interviews thereafter 

and the necessary interview arrangements were made. Each respondent was given a 

consent form to review and sign prior to the interview and was given a copy to keep. The 

consent form explained the purpose of the study, the procedure for participation, a 

respondent’s rights, risks, and benefits, assurance of confidentiality, contact names for 

purposes of additional enquiries relative to participation (FAU IRB Approved Consent 

Form, 2008).  
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 The Palm Beach County’s Council was more cooperative than the Broward 

County Council during the interview process. The Palm Beach County’s Council 

responded promptly to the request for interviews. In Broward, the Grantee and the 

Director of the Council were hesitant to grant approval to conduct the interviews but 

consented after the Assistant County Attorney reviewed the instrument and the synopsis 

of the proposal. The Attorney stated the rationale for his involvement is to ensure 

confidential information of members is not revealed as result of the study. (It is difficult 

to understand the rationale for the Grantee and Director’s hesitance). Nonetheless, the 

respondents participated willingly. (Some of the respondents expressed interest in the 

study even before approval was granted to conduct the interviews).  

The data garnered through the interviews broaden knowledge and understanding 

of collaborative governance, related to the issue of HIV/AIDS. Specifically, the data 

helped provide details of facilitative leadership, institutional design, the collaborative 

process variables relative to each Council, and the outputs (Ansell & Gash, 2007; Bryson 

& Crosby, 2006, Alison & Alison, 2004).  In addition, the interviews provide insights on 

the nature of deliberations when mandated target populations (PWAs) join other relevant 

state and non-state stakeholders in working on the HIV/AIDS problem through making 

decisions that impact treatment and intervention efforts. The next section discusses 

review of documents. 

4.7 Review of Documents 

Data obtained through interviews, observations and surveys of the Councils is 

supplemented with documentary evidence such as Council bylaws, policies and 

procedures, allocation priorities, minutes, client reports, needs- assessment reports, 
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comprehensive plans, and Council minutes. I reviewed the documents in order to gain 

knowledge and understanding of collaborative governance of the Councils, particular 

knowledge of institutional design such as ground rules and structure of the Councils, 

leadership and outputs. Data garnered from the bylaws, policies and procedures, and 

comprehensive plans help develop a case for each Council. 

The bylaws, policies and procedures provide insight on the Councils in areas such 

as the purpose, composition, participation, number of committees and task, election of 

officers; duties and responsibilities, meetings, voting and conflict of interest, grievance 

procedures, and operating procedures (Broward County HIVPC Bylaws, 2006, Palm 

Beach County HIVCC, Byelaws, 2005). Furthermore, the minutes provide details on 

various subjects of deliberation and votes on the subjects and the need assessment reports 

provide details on studies conducted to identify needs of PWAs for service purposes. The 

client report provides insight on the extent of services received by PWAs. The 

comprehensive plan provides information on a continuum of care for PWAs. The 

comprehensive plan also highlights the state of the epidemic with rate of infections and 

deaths.  Allocation priorities provide details on funds for various categories of services to 

meet needs of PWAs (Broward County HIVPC, 2000-2006; Palm Beach HIV CARE 

Council, 2000-2006). 

A review of internal documents of each Council provides knowledge and 

understanding of efforts towards fulfilling the legislative intents of the CARE Act, within 

the 2000-2006 periods. For instance, allocation priorities constitute the foremost outputs 

of each Council and information obtained from the documents helps in understanding the 

nature of the deliberations, the consensus and voting on allocations for the various 
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categories of services to meet PWAs needs. The allocation priorities are one of the bases 

for comparison of the Councils and the focus of one of the subsidiary research questions.  

Furthermore, information from the documents provides insight on facilitative 

leadership and institutional design, particularly the similarities and differences between 

the Councils. Facilitative leadership and institutional design constitute critical variables 

of collaborative governance.  Facilitative leadership impacts trust building, commitment 

to the process and shared understanding and even the outputs such as allocation priorities. 

The review of allocation priorities, facilitative leadership and institutional design are 

helpful to concluding if collaborative governance works. 

For the purposes of understanding collaborative governance of the Councils, data 

garnered from the documents were coded based on identified categories i.e. committees, 

membership, and allocation priorities. The analysis revealed the subtle similarities and 

differences between the Councils relative to facilitative leadership, institutional design 

and allocation priorities. The data from the various documents were essential to 

understanding efforts towards realizing mandates of the CARE Act in South Florida. The 

next section justifies use of mixed methods. 

In summary, the choice of case study approach to examine efforts of the Broward 

County’s and Palm Beach County’s Councils contribute to knowledge and understanding 

of the emergent collaborative governance in addressing the HIV/AIDS conundrum. The 

use of multiple qualitative methods and the survey instrument generates substantial 

amount of data on variables of collaborative governance, develops relevant themes, 

triangulates findings and thereby enhances the credibility of the study (Creswell, 2002; 

Cook, 2003). For instance, the observation provides the opportunity to learn about 
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interaction among the members during deliberation and how leaders facilitate meetings. 

Interview of members helps probe and prompt members for their perspectives relative to 

experience with the respective Councils and impact in treatment and preventative efforts. 

The document reviews provide insight into allocation priorities and institutional design of 

the Councils. The surveys help understand members perspective of the Council as a 

collective decision-making body.  Data generated through the various methods will help 

establish how collaborative governance works in addressing the HIV/AIDS conundrum in 

Broward and Palm Beach counties.  

 Furthermore, the choice of similar cases in two respective counties heavily 

impacted by HIV/AIDS provides the opportunity to learn about efforts geared towards 

fulfilling the legislative intents of the CARE Act. Stake (1998) suggests case studies 

provide the option of focusing on similar or dissimilar cases. And in this study, the two 

cases in South Florida which are mostly similar will help present the dynamics of 

collaborative governance, especially how facilitative leadership and institutional design 

contribute to outputs to collaboratively address the HIV/AIDS problem. 

The next chapter reports the results of the respective data collected via the various 

methods. The chapter provides details of collaborative governance in Broward and Palm 

Beach counties towards addressing the HIV/AIDS problem and establishes the basis for 

drawing  conclusion on how collaborative governance works in meeting challenges posed 

by the AIDS epidemic in the respective counties and, by doing so, realizing the 

legislative intents of the CARE Act. 
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CHAPTER FIVE 

RESULTS 

The purpose of this dissertation is to examine how collaborative governance 

works in addressing the HIV/AIDS problem in South Florida, specifically in Broward 

and Palm Beach counties. This chapter presents results of the study based on data 

collected through the various methods as explained in chapter 4.  The chapter is divided 

into four sections. Section I consists of analysis of quantitative data on collaborative 

governance and the respective dimensions. Section II reports findings from observation 

of the Councils. Section III summarizes findings from interviews. Finally, section IV 

consists of findings based on document reviews.  Collectively, the results highlight local 

efforts in realizing the legislative intents of the CARE Act through collective decision 

making and/or implementation by the respective Councils. Overall, the results are 

essential to knowledge and understanding of collaborative governance of state and non-

state stakeholders in addressing the HIV/AIDS conundrum in South Florida.  

5.1 Quantitative Results 
 

This section reports the various responses to statements on collaborative 

governance which is essential to understanding members’ perspectives of collaborative 

governance towards addressing the HIV/AIDS conundrum in South Florida. The 

instrument focuses on dimensions of collaborative governance such as deliberative 

dimension, consensus dimension and collaborative dimension and is referenced in 
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chapter four. The instrument, which was entitled “Collaborative Governance Survey”, 

was administered to some of the members of the Broward County’s and Palm Beach 

County’s Councils and affiliates that volunteered to participate in the study. Thus, besides 

the fulltime members of the respective Councils, staff that are responsible for the various 

committee and general Council meetings and the service providers that are members of 

the various committees but are not fulltime members of the Council participated in the 

study. A majority of the respondents were members of the Councils: 21 of 31 (68%) of 

the respondents from Broward County’s Council were members and 18 of 24 (75%) 

respondents from Palm Beach County’s Council were members. The members and 

affiliates are state and non- state stakeholders in collaborative governance of the 

Councils. For presentation purposes, the term “members” is used to reference all the 

survey respondents.  

The survey instrument is used as a complementary tool in this study to help 

construe members’ perspectives of collaborative governance relative to the Councils. The 

instrument was added during the course of the interviews in order to obtain some closed 

ended statements on some of the dimensions of collaborative governance to enhance 

understanding  members’ perspectives of collaborative governance based on  their 

experience with the Councils as a collective decision making body while at the same time 

complement  interview data and interpretation.  The survey instrument assisted in 

obtaining and rating responses of members of both Councils on collaborative governance 

on a five-point Likert scale. Thomas (1999) and Margerum (2001) alluded to how survey 

results provide fairly accurate measure of respondents’ perspectives hence interpreting 

the outcomes. Also, the survey facilitated comparing the perspective of members of both 
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Councils relative to collaborative governance and critical in drawing similarities and 

differences among the Councils. Rice (1938) and Hossler and Douglas (2001) all point 

out the importance of using quantitative measures when dealing with concepts such as 

perception. Thus, the survey helped uncover subtle details of collaborative governance, 

especially some of the dimensions associated with the concept. 

The instrument focuses on dimensions such as the deliberative dimension, 

consensus dimension and collaborative dimension of collaborative governance. The 

deliberative dimension focuses on discussions among the members on various subjects as 

they relate to producing outputs such as allocation priorities. Consensus dimension 

focuses on reaching consensus on subjects of deliberation. And the collaborative 

dimension focuses on members’ perspective of the Council as a collective decision 

making body. The “formal” dimension of the collaborative governance concept (formal 

organization of collaborative process) was not included in the survey because observation 

and document reviews best assess the formal dimension. Together, the dimensions 

provide knowledge and understanding of collaborative governance of the Councils. 

 The dimensions were rated on a 5 point Likert Scale. The response categories 

were “strongly disagree” (coded 1); “disagree” (coded 2); “neutral” (coded 3); “agree” 

(coded 4) and “strongly agree” (coded 5). The 5 point Likert Scale was chosen because 

for more than six decades, it has been subjected to various types of psychometric 

investigations and has proven to be relatively reliable when compared to alternate scales 

of measurement (Clason & Dormody, 1994; Matell, 1971; Cummins & Gullone, 2000).  

In addition, the Likert Scale is helpful in measuring locations with T-Tests and other test 

procedures (Sisson & Stocker, 1989) and it promotes comparability of responses 
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(Andrews & Withey, 1976). By using a 5 point Likert Scale, the responses of members of 

both Councils to the various statements on dimensions of collaborative governance were 

measured and compared for similarities and differences. The results were critical to 

drawing conclusion on collaborative governance of the Councils. 

 The statements were formulated based on the Ansell and Gash (2007) work which 

formed the theoretical foundation of the study. There were a total of eleven statements 

(11) measuring the three dimensions associated with the collaborative governance 

concept. Statements 1-3 measure the deliberative dimension; statements 4-6 measure the 

consensus dimension and statements 6-11 measure the collaborative dimension. The 

statements do not in any way constitute an exhaustive explication of the dimensions of 

collaborative governance but were formulated to show members’ perspective of 

collaborative governance within the context of the study. The statements for the 

respective dimensions were subjected to reliability analysis to assess the reliability of 

scale for interpretation purposes. The results of the analysis help answer the subsidiary 

research question, “How do Council members perceive participation in collaborative 

governance? Do they perceive the Council to be collaborative?”  The dimensions coupled 

with observations of formal deliberations at the Councils, interviews and document 

reviews constitute understanding of how collaborative governance works towards 

addressing the HIV/AIDS problem in Broward County and Palm Beach County. 

5.1.1 Summary of Members Perspectives on Collaborative Governance from 
Broward County’s and Palm Beach County’s Councils 

The literature suggests collaborative governance is a type of governance that 

involves state and non-state stakeholders in collective decision making and/or collective 
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implementation (Gray, 1989; O’Leary et al. 2008; McGuire, 2006). The case of 

collaborative governance of  the  Councils in Broward County and Palm Beach County 

bring together the HIV infected and affected, services providers and non-elected 

community leaders to make decisions as part of the implementation of the CARE Act 

towards addressing the HIV/AIDS problem (CARE Act, 1990; 2006). This study aims to 

examine how collaborative governance works in the respective counties as a conduit to 

knowledge and understanding of the efforts towards addressing the challenges presented 

by the HIV/AIDS problem in the respective counties. The survey instrument is geared 

towards understanding members’ perspective of collaborative governance of the 

respective Councils, which is essential to knowledge of how collaborative governance 

works and the outputs in meeting the needs of PWAs. This section presents results of 

members’ perspective of collaborative governance of the Councils. The study reports the 

median score because the literature encourages using median score when “observations 

are ranked in order of magnitude” (Meier & Brudney, 1997, p.25). Also using the median 

score ensures a better representation of respondents’ perspectives (McGhee, 1985; 

Norusis, 2005; Meier & Brudney, 1997). As mentioned in section 1 and chapter 4, the 

statements on collaborative governance were rated on 5 point Likert scale which is 

ordinal and thereby appropriate to utilize the median score based on the result. The 

results as reported in Table 1 show some skewness of the data and by using the median 

score the perspective of members of both Councils on collaborative governance is 

accurately reported.  

 Members of both Councils were asked to describe their perspective of 

collaborative governance by responding to the eleven (11) statements on collaborative 
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governance. The statements were rated on scale of 1-5 (1= strongly disagree, 5-strongly 

agree). The analysis associated with members’ perspective of collaborative governance is 

presented in Table 1. 

Members of Broward County’s Council tend to “agree” the Council employs 

collaborative governance towards addressing the HIV/AIDS and is indicated by a median 

score of 4 to 10 of the 11 statements  measuring their perspective ( 4= agree on a 5 point 

Likert scale). Members tend to “agree” that the Council is deliberative as indicated by a 

median score of 4 to 2 of the three statements measuring the deliberative dimension. 

Members responded strongly agree to the statement on opportunity to actively participate 

in the collaborative process (see Table 1). Similarly, members of the Broward County’s 

Council tend to “agree” on the Council being collaborative as indicated by a median 

score of 4 (4-agree on a 5point Likert scale) to the 5 statements measuring the 

collaborative dimension. Members responded “agree” to 2 of the statements measuring 

the consensus dimension as indicated by a median score of 4.  

Members of the Broward County’s Council tend to be “neutral” to the statement 

“putting differences aside in order to make decision by consensus” as indicated by a 

median score of 3 (3=neutral on a 5 point Likert scale).  The “neutral” response to 1 of 

the 3 statements measuring the consensus dimension suggests members of the Broward 

County’s Council tend to represent their interests when it comes to making decisions by 

consensus. By representing their interests through active participation in decision making, 

members of the Broward County’s Council spend quite some time in making decision by 

consensus. For instance, making a decision on allocation priorities could take quite some 

time and a motion on allocation priorities for various categories of services to PWAs 



120 

 

could pass by either a unanimous vote or by a simple majority vote (50% +1). In any 

event, a unanimous vote or simple majority vote on subjects of deliberation constitute the 

official position of the Council on the issue and the Council bears responsibility for the 

outputs. Overall, members of the Broward County’s Council agreed the Council employs 

collaborative governance by ensuring representation and participation of relevant state 

and non-state stakeholder as part of the implementation of the CARE Act in addressing 

the HIV/AIDS problem in Broward County. The experience of members of the Broward 

County’s Council with collaborative governance as reported is similar to that of members 

of Palm Beach County. 

Members of the Palm Beach County’s Council tend to “agree” the Council 

employs collaborative governance towards addressing the HIV/AIDS problem as 

indicated by a medium  score of 4 to 10 of the 11 statements measuring their perspective 

on collaborative governance (4= agree on a 5 point Likert scale)(see Table 1).  Members 

tend to “agree” the Council is deliberative as indicated by a medium score of 4 to all the 3 

statements measuring the deliberative dimension. Similarly, members tend to “agree” the 

Council is collaborative as indicated by a medium score of 4 to all the 5 statements 

measuring the collaborative dimension (see table 1). 

Members of the Palm Beach County’s Council tend to “agree” the Council makes 

decision by consensus as indicated by a median score of 4 to 2 of the 3 statements 

measuring the consensus dimension (see Table 1). Median score of members’ to the 

statement “Council aims to make decision by consensus” which is part of the consensus 

dimension was 4.5 and shows commitment to making decision by consensus. By 

responding “agree” to statements on the consensus dimension suggest the members of the 
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Palm Beach County’s Council consisting of HIV infected and affected, service providers 

and non-elected community leaders for the most part make decision by consensus. For 

instance, when it comes to making a decision on allocation priorities to fund various 

categories of services to meet PWAs needs, members of Council tend to reach consensus 

fairly quickly. Likewise, members tend to reach consensus on other outputs of the 

Councils. Overall, members tend to agree the Council ensures representation and 

participation of all relevant state and non-state stakeholders in collaborative governance 

towards addressing the HIV/AIDS problem in Palm Beach County. 

 

Table 1 

Analysis of Members’ Perspective from the Broward County’s and Palm Beach County’s 
Councils on Collaborative Governance 

Questions Mean Median SD Skewness N 
      

Broward County ‘s Council      
Members have the same opportunity to actively participate in the 
process 4.16 4 1.06 -1.39 31 

Members freely express their opinion on issues during the process 4.29 5 1.10 -1.58 31 
Divergent contributions of Members are welcomed during the process 3.96 4 1.01 -1.15 31 
 Members contribute to decision process to ensure consensual output 4.06 4 .89 -1.33 31 
The council aims to make decision by consensus 4.06 4 1.12 -1.18 31 
Members put differences aside to make decision 3.19 3 1.22 -.39 31 
The council represents collaborative governance 4.03 4 .83 -1.52 31 
The council represents democratic governance 4.12 4 1.02 -1.46 31 
The council represents government of all concerned parties 3.67 4 1.22 -.61 31 
The council represents participatory management 4.06 4 .72 -.65 31 
The council represents collaborative management 4 4 1 -1.06 31 
 
Palm Beach County’s Council      

Members have the same opportunity to actively participate in the 
process 4.25 4 .73 -.44 24 

Members freely express their opinion on issues during the process 4.29 4 .62 -.28 24 
Divergent contributions of Members are welcomed during the process 4.12 4 .89 -.04 24 

Members contribute to decision process to ensure consensual output 4.20 4 .77 -1.04 24 
The council aims to make decision by consensus 4.37 4.5 .71 -.70 24 

Members put differences aside to make decision 3.95 4 1.04 -1.17 24 
The council represents collaborative governance 4.2 4 .75 -1.22 24 
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The council represents democratic governance 4.37 4 .57 -.21 24 
The council represents government of all concerned parties 4.37 4 .64 -.54 24 

The council represents participatory management 4.37 4 .64 -.54 24 
The council represents collaborative management 4.2 4 .83 -1.4 24 

 

The next section compares the results of the Councils on the collaborative 

governance dimensions and highlights members’ knowledge and understanding of 

collaborative governance in addressing the HIV/AIDS problem in the respective 

Councils. The quantitative results coupled with qualitative results are essential to 

concluding how collaborative governance works in the respective counties. The section 

consists of three tables. Tables 2, 3 and 4 represent analysis of the deliberative, consensus 

and collaborative dimensions. 

5.1.2 Deliberativeness of the Councils 

The deliberative dimension of collaborative governance focuses on discussions 

among members of the Councils, as it relates to making decision as part of the 

implementation of the CARE Act to fund various categories of services for PWAs. The 

dimension was measured by asking members to comment on three related statements 

about participation in deliberation at the Councils. The statements were:  

 Members have the same opportunity to actively participate in the process, 

 Members freely express their opinion on issues during the process, and 

       Divergent contributions of Members are welcomed during the process. 

The three statements were formulated based on Ansell and Gash’s (2007) piece on 

collaborative governance and were expected to help measure members’ perspective of 

deliberative dimension of collaborative governance as a conduit to achieving the 

objective of the study.  Thus, the statements are not existing ones and are formulated 
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based on the context of the study. The statements were subjected to reliability analysis 

and yielded a coefficient alpha of .80, indicating satisfactory reliability. 

The members of both Councils were asked to describe their perspective of the 

deliberative dimension on a scale of 1-5 (1= strongly disagree and 5 = strongly agree). 

The descriptive statistics associated with members’ view of the Councils’ deliberation are 

presented in Table 2. Members of both Councils tend to “agree” the Councils are 

deliberative, as indicated by the median score of at least 4.0 to the various statements. 

Table 2 
 

Analysis of the Deliberative Dimension of Collaborative Governance 
 
 

Questions Mean Median SD Skewness N 

Broward County’s Council      

Members have the same opportunity to actively participate in the 
process 4.16 4 1.06 -1.39 31 

Members freely express their opinion on issues during the process 4.29 5 1.10 -1.58 31 
Divergent contributions of Members are welcomed during the process 3.96 4 1.01 -1.15 31 
      

Palm Beach County’s Council      
Members have the same opportunity to actively participate in the 
process 4.25 4 .73 -.44 24 

Members freely express their opinion on issues during the process 4.29 4 .62 -.28 24 
Divergent contributions of Members are welcomed during the process 4.12 4 .89 -.04 24 

 

 

5.1.3 Making Decision by Consensus 

The consensus dimension of collaborative governance focuses on reaching consensus 

on various subjects of deliberation, i.e. allocation priorities, as part of implementation of 

the CARE Act to meet needs of PWAs in the respective counties.  This dimension was 

measured by asking members to comment on three related statements on making decision 

by consensus. The statements were: 
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Members contribute to the decision process to ensure consensual output. 

The Council aims to make decision by consensus.      

Members put differences aside to make decisions.      
  

The three statements were formulated based on Ansell and Gash’s (2007) piece on 

collaborative governance and were expected to help measure members’ perspective of 

consensus dimension of collaborative governance as a conduit to achieving the objective 

of the study. Thus, the statements are not existing statements and are formulated based on 

the context of the study. The statements were subjected to reliability analysis and yielded 

a coefficient alpha of .75, indicating satisfactory reliability. 

Members of both Councils were asked to describe their view of the consensus 

dimension of collaborative governance on a scale of 1-5 (1= strongly disagree and 5 = 

strongly agree). The descriptive statistics associated with members’ view of the Councils 

making decision by consensus are presented in Table 3.  Members of both Councils’ tend 

towards “agree” on two of the three dimensions as indicated by a median score of 4 by 

both Councils on most of the statements. The exception was statement 6 as both Councils 

recorded a significant medium difference.  Broward County’s Council recorded a median 

of 3 on question 6 which is “neutral” on a 5 point Likert Scale while Palm Beach 

County’s Council recorded a median of  4.5 which shows members tend towards “agree” 

on collective decision making (see Table 1 and/or 3).  Members of the Broward County’s 

Council: HIV infected and affected services providers and non-elected community 

leaders seemed to more strongly represent their interests when compared to members of 

Palm Beach County’s Council. It may take a longer time to deliberate at the Broward 

County’s Council in order to reach consensus on some subjects of discussion and outputs. 
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Voting on some subjects of deliberation may not necessarily be a unanimous vote but 

could be by a simple majority vote. Overall, both Councils make decision by consensus 

and/or are consensus-oriented as they pass motions by unanimous vote or by simple 

majority vote. 

Table 3 

Analysis of Consensus Dimension of Collaborative Governance 
 

 

5.1.4 Collaborative Councils 

Collaborative dimension focuses on members’ perspective of the Councils as a 

decision- making body as part of the efforts towards addressing the HIV/AIDS problem 

in the respective counties.  The dimension was measured by asking members to comment 

on five related statements regarding their views of the Council. The statements were the 

following:  

          The Council represents collaborative governance. 
     
        The Council represents democratic governance. 
     
        The Council represents government of all concerned parties.   
  
       The Council represents participatory management.     

        The Council represents collaborative management.     

Questions Mean Median SD Skewness N 
 
Broward County’s Council 

     

 Members contribute to decision process to ensure consensual output 4.06 4 .89 -1.33 31 
The council aims to make decision by consensus 4.06 4 1.12 -1.18 31 
Members put differences aside to make decision 3.19 3 1.22 -.39 31 
      
 
Palm Beach County’s Council 

     

 Members contribute to decision process to ensure consensual output 4.20 4 .77 -1.04 24 
The council aims to make decision by consensus 4.37 4.5 .71 -.70 24 
Members put differences aside to make decision 3.95 4 1.04 -1.17 24 
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The five statements were formulated based on Ansell and Gash’s (2007) piece on 

collaborative governance and were expected to help measure members’ perspective of the 

collaborative dimension of collaborative governance as a conduit to achieving the 

objective of the study. Thus, the statements are not existing statements and are 

formulated based on the context of the study. The statements were subjected to reliability 

analysis which yielded a coefficient alpha of .85, indicating satisfactory reliability. 

Members were asked to describe their views of the collaborative dimension of 

collaborative governance on a scale of 1-5 (1= strongly disagree and 5 = strongly agree). 

The descriptive statistics associated with members’ view of the Council as being a 

collaborative decision-making body is presented in Table 4.  Members of both Councils 

tend to “agree” on all the five statements measuring the collaborative dimension as 

indicated by a median 4 (4= agree on a 5 point Likert scale).  Members of both Councils 

engage in deliberations and strive to make decision by consensus and/or are consensus 

oriented. Members can agree and disagree on subjects of deliberation and have the option 

to vote yes or no; which is part and parcel of collective decision making involving state 

and non-state stakeholders. Based on responses to the collaborative dimension, members 

perceived Councils as being collaborative. 

 Table 4 
 

Analysis of Collaborative Dimension of Collaborative Governance 
 

Questions Mean Median SD Skewness N 
 
Broward County’s Council 

     

The council represents collaborative governance 4.03 4 .83 -1.52 31 
The council represents democratic governance 4.12 4 1.02 -1.46 31 
The council represents government of all concerned parties 3.67 4 1.22 -.61 31 
The council represents participatory management 4.06 4 .72 -.65 31 
The council represents collaborative management 4 4 1 -1.06 31 
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5.2 Multidimensionality of Collaborative Governance  

Ansell and Gash’s (2007, pp.2-6) conceptualization of collaborative governance 

suggests the concept is multidimensional, consisting of deliberative, consensus, and 

collaborative dimensions among others. The dimensions as discussed in sections 1 

through 4 of this chapter are essential to knowledge and understanding of collaborative 

governance as it relates to efforts towards addressing the HIV/AIDS problem in South 

Florida. The deliberative dimension focuses on discussions among the members on 

various subjects as it relates to producing outputs such as allocation priorities. Consensus 

dimension focuses on reaching consensus on subjects of deliberation, and the 

collaborative dimension focuses on members’ perspective of the Council as a collective 

decision-making body. Thus, the collaborative dimension explicates deliberation and 

consensus among members of the Councils in producing outputs such as allocation 

priorities. This section explores the dimensionality of collaborative governance since 

Ansell and Gash did not conduct any statistical test to establish the multidimensionality 

of the concept. 

The literature supports use of exploratory factor analysis to identify patterns of 

relationship among variables (Hair, William, Barry, Anderson, & Tatham, 2006; 

Tabachnick & Fidell, 1996; Green & Salkind, 2003). Factor analysis of the eleven (11) 

statements that were formulated on the various dimensions of collaborative governance 

will help identify the relationship among the dimensions as they relates to knowledge of 

Palm Beach County’s Council 
The council represents collaborative governance 4.2 4 .75 -1.22 24 
The council represents democratic governance 4.37 4 .57 -.21 24 
The council represents government of all concerned parties 4.37 4 .64 -.54 24 
The council represents participatory management 4.37 4 .64 -.54 24 
The council represents collaborative management 4.2 4 .83 .-1.4 24 
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collaborative governance. The use of multiple measures for each dimension of 

collaborative governance concept was to ensure reliability (Hair et al. 2006).  

 Factor analysis is essential in that the factors will be derived based on statistical 

analysis instead of theory (Hair et al. 2006, p.773).  Ansell and Gash (2007) made their 

assumption of the multidimensionality of the concept of collaborative governance based 

on theory only. The exploratory factor analysis is chosen over confirmatory factor 

analysis because of lack of specificity of the factors which makes it difficult to detail in 

advance the number of factors and loadings of the variables (Hair et al. 2006, p.774). The 

results of factor analysis are presented in Table 6 and 7. 

The rotated component matrix (see Table 5) shows the loading of the eleven (11) 

statements measuring dimensions of collaborative governance. The rotated solution 

produced two (2) factors: deliberative and collaborative. Statements measuring the 

deliberative dimension loaded on factor 1 and statements measuring collaborative 

dimension loaded on factor 2. Statements measuring the consensus dimension split 

loaded on factor 1 and 2. The factor loadings, especially the split loading of the 

consensus dimension, highlight the nexus between the dimensions of collaborative 

governance and point to the iterative nature of variables of collaborative governance in 

general. For instance, Ansell and Gash (2007) asserted collaborative highlights 

deliberation and reaching consensus among state and non-state stakeholders in 

collaborative governance (p.6). 
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Table 5 

Factor loadings of the statements measuring dimensions of collaborative governance 

Rotated Component Matrixa 
 

Component 

1 2 

Members have same opportunity to actively participate in the collaborative process .718  

Members freely express their opinion on issues during the process .792  

Divergent contributions of members are welcome during the process .777  

Members contribute to the decision process to ensure consensual output .887  

The council aims to make decisions by consensus .591  

Members put their differences aside in order to make decisions geared towards achieving the 

purpose of the council 
 .541 

The council represents collaborative governance  .635 

The council represents democratic governance  .734 

The council represents government of all concerned parties  .630 

The council represents participatory management  .780 

The council represents collaborative management  .830 

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with Kaiser Normalization. 

a. Rotation converged in 3 iterations. 

 

The two factor loadings accounted for 65% of the response variance to 

dimensions of collaborative governance (see Table 6). Factor 1, which is the deliberative 

dimension, accounted for 34% of the variance and factor 2 which is collaborative 

dimension accounted for 31% of the variance. Together, deliberative and collaborative 

dimensions explained 65% of the variable variance of collaborative governance. 
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Table 6 

Total variance explained by variables of collaborative governance 

Total Variance Explained 

Component 
Extraction Sums of Squared Loadings Rotation Sums of Squared Loadings 

Total % of Variance Cumulative % Total % of Variance Cumulative % 

1 5.919 53.810 53.810 3.707 33.704 33.704 

2 1.191 10.828 64.638 3.403 30.934 64.638 

 

Extraction Method: Principal Component Analysis. 

   

The factor analysis (see Table 5 and 6) attests to collaborative governance being 

multidimensional and iterative concept as indicated by identified two dimensions in the 

rotated component matrix and shows split loading of the consensus dimension on 

deliberative and collaborative dimensions. The loadings show a relationship between the 

dimensions of collaborative governance while at the same time suggests the relationship 

is complex and somewhat fuzzy. In any case, collaborative governance is an emergent 

concept and this study will contribute to collaborative governance theorizing. Even 

though the results suggest multidimensionality of the collaborative governance concept, it 

is premature to categorically state the identified dimensions constitute all the possible 

dimensions of collaborative governance and serve as a basis for confirmatory factor 

analysis in the future. The “collaborative governance survey instrument” did not include 

all the possible dimensions of collaborative governance because the questions were 

formulated based on what best helps achieve the objectives of the study and were not in 

anyway exhaustive of each dimension. For instance, the formal dimension of 

collaborative governance was not covered in the survey because of the assumption that 
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observation of formal deliberations at the Councils will help measure the formal 

dimension of collaborative governance. Nonetheless, collaborative governance involves 

state and non-state stakeholders collectively making decisions in practice, and is 

conceptually multidimensional and iterative. The iterative nature of the concept is 

emphasized by the nexus between collaborative process variables and the critical 

variables as reported in the qualitative analysis. 

5.3 Similarities and Differences between the Councils on Collaborative Governance 

An independent samples test was conducted on the Councils to ascertain the 

similarities and/or differences in collaborative governance relative to efforts in addressing 

the HIV/AIDS problem. The analysis was based on a 95% confidence level.  A “p” value 

under 0.05 would be significant. The test yielded an insignificant result (see Table 7) 

indicating both Councils are similar in collectively making decision to fund various 

categories of services for PWAs as part of the implementation of the CARE Act.  

The independent samples t-test was utilized because the calculated t-test is not 

necessarily contingent on population variances being equal and the “p” values are fairly 

accurate even if the normality assumption is not met and the sample size for each group is 

more than 15 cases (Green & Salkind, 2003, pp.156-157). Even though the data is 

somewhat skewed in this instance, the diagnostics (normality plot) revealed the normality 

assumption was not violated. Also, the t-test procedure yielded better output in 

comparing the two Councils in view of the fact that the data is not suited for ANOVA 

and Chi-square. The independents samples t-test results are insightful of Councils’ 

collaborative governance. 
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Furthermore, the test produced a group mean of 4.0 for Broward County’s 

Council and 4.2 for Palm Beach County’s Council (see Table 4). The result implies there 

is no statistical significance between the Councils, indicating more similarities than 

differences among the Councils in their efforts towards addressing the HIV/AIDS 

problem in the respective counties. Nonetheless, there was a statistically significant 

difference between the Councils relative to the consensus dimension of collaborative 

governance as indicated by a difference in the median score on the statement “Members 

put differences aside to make decision”(even the mean scores suggest the difference as 

well).  Broward County’s Council had a medium score of 3, which is “neutral” on a 5 

point Likert scale while Palm Beach County’s Council had a medium score of 4, which is 

“agree” on a 5 point Likert scale. While members of Palm Beach County’s Council tend 

to “agree” on making decision by consensus, some members of Broward County’s 

Council seemed to suggest representation and participation in deliberations by the various 

interests play a part in making decision by consensus. Some members of the Broward 

County’s Council (HIV infected and affected, service providers and non-elected 

community leaders) tend to strongly represent their interests in the collaborative process. 

The difference suggests agreement and disagreement among members representing 

various constituencies on some subjects of deliberation. Palm Beach County’s Council 

seemed to have less issue with strong representation of interests in deliberation (see Table 

3). The results suggest it takes less time to make a decision by consensus in Palm Beach 

County’s Council when compared with Broward County’s Council. 

In summary, it is worth pointing out that making decision on some subjects of 

deliberation at both Councils are sometimes deferred for lack of consensus i.e. 
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deliberation on some allocation priorities. Voting on various subjects of deliberation by 

members of the respective Councils is a climax of decision making. Motions are passed 

unanimously or by a simple majority vote. In either instance, the votes represent the 

official position of the Councils on a subject of deliberation and the Councils bear 

responsibility for the outputs of their decisions.  

Table 7 
 

Partial Results of the Independent-Samples T Test 
 

Group Statistics 

HIV health services planning council affiliation N Mean Std. Deviation Std. Error Mean 

Broward County 31 3.9677 .77372 .13896 

Palm Beach County 24 4.2576 .48895 .09981 

 

 

 

The quantitative results show more similarities than differences in members’ 

perspective of collaborative governance in the respective Councils as indicated by the 

relatedness of the Councils’ median scores on the respective dimension of collaborative 

Independent Samples Test 

Levene's Test for Equality of 
Variances 

t-test for Equality of Means 

 

F Sig. T Df 
Sig. 

(2-tailed) 

Mean 

differenc
e 

 

Std. 
Error 

differenc
e 

95% Confidence of 
the Interval of the 
Difference 

Lower Upper 

Equal variances assumed 1.92
5 

0.17
1 -1.602 53 0.115 -0.28983 0.18089 -0.65264 0.07298 

Equal variances not assumed   -1.694 51.17
2 0.096 -0.28983 0.17109 -0.63329 0.05362 
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governance (see Table 1). In addition, the independent samples t-test results suggest no 

statistical difference between the Councils on collaborative governance. Both Councils 

are thereby equally exerting efforts towards addressing the HIV/AIDS problem in the 

respective counties and by doing so producing outputs, i.e. allocation priorities and 

others, to provide various categories of services to PWAs in the respective counties. Even 

though there was no statistical significance difference overall between the Councils, there 

was a difference between the Councils on the consensus dimension as indicated by 

difference in median score (even depicted by the mean). Broward County’s Council 

recorded a median score of 3 on the statement assessing making decision by consensus; 

which equals “neutral” on a 5 point Likert scale whiles Palm Beach County’s Council 

tends to “agree” on making decision by consensus as indicated by a median score of 4 

(see Tables 1 and/or 3). The results suggest members of the Broward County’s Council 

spend more time deliberating before making decisions by consensus because members 

strongly represent their respective interests when compared to members of the Palm 

Beach County’s Council. Nonetheless, both Councils make decisions by unanimous votes 

or by a simple majority vote on some subjects of deliberation and occasionally defer 

decisions on some subjects of deliberation due to lack of consensus. 

Collaborative governance of the HIV Health Services Planning Councils in the 

respective Councils is characterized by agreement and disagreement among members on 

subjects of deliberation as part of the collaborative process in making decisions about 

providing various kinds of services to meet PWAs needs. Furthermore, the collective 

response of members of both Councils to the questions on the various dimensions of 

collaborative governance affirms the multidimensional nature of the collaborative 
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governance concept, and the knowledge and understanding of members of both Councils 

of their collective efforts towards addressing the HIV/AIDS problem. Collaborative 

governance that promote diverse representation and participation of state and non-state 

stakeholders at the Councils seemed to produce allocation priorities and other outputs in 

addressing challenges posed by the AIDS epidemic in Broward County and Palm Beach 

County. Nonetheless, there were some evidences of politics of collective decision making 

in view of divergent interests represented at the Councils making allocation priorities.  

The quantitative results complement qualitative results in concluding how 

collaborative governance works relative to treatment efforts in the respective counties. 

The next section reports results from observations, interviews, and documents. The 

section starts with results from observation and ends with results from document reviews. 

Note: 

The independent -samples t procedure was utilized over one-way ANOVA because the 

procedure works just fine even if the population variances are not equal. The data is not 

well suited for ANOVA because there were just two groups with unspecified levels.  In 

addition, attempt at Chi-square did not yield an interpretable result because of the dataset. 

5.4 Qualitative Results 

Analysis and interpretation of qualitative data is essential to broadening knowledge 

and understanding of social phenomenon. Data from principal qualitative methods such 

as interviews, observations and documents provide the opportunity for some discovery 

and place the researcher in a unique position to enhance understanding of a phenomenon. 

Rossman and Rallies (2003) buttress the substance of qualitative data analysis by stating: 
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Analyzing and interpreting qualitative data is the process of 
deep immersion in the interview transcripts, field notes and 
other materials you have collected: systematically organizing 
these materials into salient themes and patterns; bringing 
meaning so that others can read what you have learned. It 
entails fully knowing the data (immersion), organizing these 
data into chunks (analysis) and bringing meaning to these 
chunks (interpretation) (p.270). 

 

This section consists of analysis and interpretation of qualitative data garnered from 

the Broward County’s and Palm Beach County’s Councils. The analysis is helpful to 

making a unique conceptual and practical contribution to knowledge and understanding 

of collaborative governance towards addressing the HIV/AIDS problem in South Florida.  

5.4.1 Observation 

In an attempt to learn more about collaborative governance of the Broward 

County’s and Palm Beach County’s Councils especially about collaborative process and 

consequential outputs, I chose to observe committee and general Council meetings. The 

observation focuses on how facilitative leaders assist deliberations, the institutional 

design of the Councils (how ground rules and protocols are applied), interaction among 

members relative to subjects of deliberation and voting on issues. The observation help 

generate data that cannot easily be obtained through other methods.   

According to Becker (1999) and Babbie (2005) observations provides in-depth 

and invaluable information about individuals or groups. Observation of the Councils 

revealed that the Councils were group-centered and the experience supports Becker and 

Babbie’s contestation on observation. The observations were insightful in understanding 

the contribution of leadership and institutional design to the collaborative process and 
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communication among the members relative to decision making. In addition, the 

observation afforded the opportunity to learn about the non-verbal communication, and 

other relevant information. Data generated via observation complement data from 

interviews, surveys and document reviews help make a case for how collaborative 

governance works in addressing the HIV/AIDS conundrum in South Florida.  

5.4.1a Broward County HIV Health Services Planning Council 

In an attempt to understand how collaborative governance works in Broward 

County’s HIV Health Services Planning Council (referred to as Broward County’s 

Council), I observed various meetings, specifically, committee and general Council 

meetings. The committee meetings were usually smaller compared to the general Council 

meetings. Each committee handled a specific tasks and made decisions and/or 

recommendations to the general Council. The committee members consisted of Council 

members and some providers that were not Council members but were part of the 

committee because of their expertise and as required by the legislative mandate. 

Committee decisions are voted on after a period of deliberation on the subject matter and 

then sent to the general Council for further discussion and vote. The decisions were made 

by consensus and/or by majority vote (simple majority rule applied) at both the 

committee and general Council meetings. The committee and general Council meetings 

were chaired by the appointed members of the Council. Each committee has a chair and a 

co-chair (Part A and B chairs) in view of the joint nature of the Council. Also, the general 

Council meetings and the committee meetings were co-chaired. The meetings were 

governed by Robert’s Rule of Order, the Council Bylaws and were subject to Florida’s 

Sunshine Law.  
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I observed the following committee meetings: Joint Clients and Community 

Relations; Membership/Council Development; Quality Management; Joint Planning, 

Joint Priorities; Pharmacy Advisory Panel; Ad-hoc; and the General Council meeting. 

The observations began in October and ended in April 2009. There were a total of 

twenty-five (25) observations: twenty (20) committee meetings and four (4) general 

Council meetings, and one (1) annual retreat of the Council.  Most of the general Council 

meetings and the committee meetings were held at the Broward Regional Health Building 

but some of the Joint Clients and Community Relations meetings were held at the various 

communities within the Broward County in an attempt to foster community participation 

and awareness of the Council and its services. I was able to observe Joint Clients and 

Community Relations Committee meetings at the community level and in the Broward 

Regional Building. An average meeting lasted for two (2) hours. 

Each meeting began with a call to order by the chairs (meetings are co-chaired) in 

accordance with Government in the Sunshine provisions. A moment of silence was 

observed and followed by welcome and introductions of all gathered (members and 

guests). Thereafter, the chairs (facilitative leaders) reviewed meeting ground rules, public 

record and public comment requirements, excused absences (if any) and appointment of 

alternates. The meeting agenda and previous meeting minutes were approved by a motion 

of a member and seconded by another member. Members had the opportunity to make 

corrections to the agenda and previous minutes when necessary. Public comments (if 

any) were allowed before deliberations began on the agenda items. Each member and 

guests were provided with copies of the agenda, previous minutes and supplementary 

documents for the meeting. 
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The discussion of agenda items usually began with a comment by the chairs (the 

meetings are co-chaired/facilitated). The chairs’ comments were intended to draw 

attention to the issues for discussion and to buttress the importance of the Council’s task 

to the health and well being of people with AIDS. Usually, one of the chairs raised the 

agenda items for discussion one after the other.  

At the general Council meetings, the chair of the Council (elected head of the 

Council) assumed more responsibility in facilitating the meetings even though assisted by 

a co-chair. However, at the committee meetings the co-chairs assumed similar roles and 

alternated playing leading roles at subsequent meetings when necessary. The chairs 

served as facilitative leaders of the meetings. Thus, the chairs stimulated discussion on an 

agenda item, asked members for their opinions, framed issues in order to promote 

understanding and reframed member’s contributions (if necessary) to ensure members 

present could construe the contribution. As facilitative leaders, the chairs ensured that all 

members (as much as possible) present at the meetings had the opportunity to express 

their opinion on the various agenda items and were requested to do so if the chairs 

realized some of the members were less likely to speak. 

The chairs enforced Robert’s Rules of Order at the various meetings in order to 

prevent a few members from manipulating the deliberations. Occasionally, the chairs had 

to place a time limit on each member’s contribution to ensure most of the members had 

an opportunity to contribute to the subject under discussion. Nonetheless, there were 

instances were some members attempted manipulating deliberations. When the 

deliberation became so intense, the chairs had to call the meeting to order and intervene 

in conflicts that emerged as part of the deliberations.  For instance on Thursday, February 



140 

 

26th, 2008, at the general Council meeting, there was intense debate among the members 

when the Priorities Report was presented. The debate got so tense that the Chairs had to 

intervene to prevent the deliberation from turning into personality conflicts. A part of the 

measure to reduce conflict incidences, the Assistant County Attorney is always at hand to 

clarify issues, especially policies and procedure relative to the conduct of the meeting and 

participation. 

Each chair has a unique way of facilitating deliberations. Despite the uniqueness 

relative to style of facilitation per chair, the chairs ensured the rules were followed and 

the agenda for the day was accomplished. Members with knowledge and experience in 

some areas were resourceful in making decisions and thereby supported the efforts of the 

chairs. Guests were often provided an additional opportunity to comment on issues.  The 

meeting adjourned when all agenda items and other business had been discussed and 

votes taken on issues. Sometimes, final decisions on some agenda items were deferred 

because of lack of consensus or majority vote.  The need to defer making a final decision 

on some issues happened because there was a lack of enough information and/or a 

request for additional time to revisit the issue. In some rare instances, the chair had to 

break a tie in votes in order for a final decision to be made (the chair does not vote unless 

a tie breaking vote is required). The adjournments were subject to a motion by a member 

and seconded by another member. 

 The legislative mandate, Council policies, and procedures enhance collaborative 

governance of providers, people with the AIDS and community leaders to address the 

challenges associated with AIDS pandemic at the county.  All members sat at the same 

level at the committee and the general council meetings. Sitting arrangements at 
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committee meetings were usually in a circular form unless it became necessary to 

maximize space to make room for all members and guests (as is usually the case with the 

general Council meetings). The sitting arrangement promotes face-to-face interaction as 

members can see each other’s face. Guests usually occupied the outer circle and members 

occupied the inner circle. Each time a change in arrangement was required, members sat 

in a cluster format but guest maintained their sitting arrangement. Overall, the sitting 

arrangement allows for close interaction among the members. 

Robert’s Rules of Order, the legislative mandate, the ground rules and bylaws 

award equal status to each member and members have an equal chance to participate and 

each member has one vote. At the same time, it is apparent members with expertise on a 

specific subject of deliberation were more active participants in some instances. Guests 

were not allowed to vote even though they were allowed to participate in the 

deliberations.  Likewise, members with a conflict of interest were not allowed to vote on 

issues relative to their conflict. Furthermore, the bylaws forbid voting on issues at 

meetings if a quorum is not achieved.  For instance, there was no voting on issues at the 

Membership/Council Development Committee on February 5, 2009, for lack of quorum 

even though deliberated.  These measures were to ensure conformance to the policies and 

procedures governing the conduct of the meetings.  

Council members were professional in communication and conducted themselves 

in ways that were productive to deliberations and reaching consensus. Members that were 

part of the Council for a long time tried to encourage new members to participate in 

deliberations. Thus, members/chairs provided needed support to new members to 

enhance participation in the collaborative governance process. The professionalism of 
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members and the extent to which rules were applied helped create conducive 

environment for deliberations. 

The Council Retreat in December 2008 was a useful information and education 

session to members, especially new members and guests. The Retreat also provided the 

opportunity to members to share their perspectives on the comprehensive plan and thus 

collectively strategize to ensure a continuum of care to people with AIDS. Furthermore, 

some consultants and providers shed light on relevant issues and challenges associated 

with addressing the HIV/AIDS pandemic and the way forward. 

5.4.1b Palm Beach County HIV Comprehensive AIDS Resources Emergency    

           Council 
 

I observed Palm Beach County HIV Comprehensive AIDS Resources Emergency  

(CARE) Council (referred to as Palm Beach County’s Council) meetings over a seven 

months period between October 2008 and April 2009.  The observation centered on the 

various meetings: committee and general Council meetings. Each committee performed 

specific tasks or decisions and made recommendations to the general Council. The 

committee members were mostly fulltime Council members with a few providers serving 

as committee members only because of their expertise. Committee decisions were voted 

on after a period of deliberation on the subject matter and then sent to the general Council 

for further discussion and vote. The decisions were made by consensus or by majority 

vote (simple majority rule applied) at both the committee and general Council meetings. 

The committee and general Council meetings were chaired by the appointed members of 
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the Council as facilitative leaders. The meetings were governed by Robert’s Rule of 

Order, the Council Bylaws and were subject to Florida’s Sunshine Law provisions.  

I observed the following committee meetings: Executive Committee; Planning 

Committee; Priorities and Allocations Committee; Membership Committee; Support 

Services Committee; Medical Services Committee; Community Awareness Committee 

and an Ad-hoc Committee, and the General Council meetings. The observation began in 

October 2008 and ended in April 2009. A total of twenty (20) meetings were observed: 

fourteen (14) committee meetings, four (4) general Council meetings, and one (1) Ad-hoc 

meeting and one (1) Retreat. The venue for the committee meetings was the CARE 

Council Office at West Blue Heron Boulevard and the venue for the general Council 

meetings was the Mayme Frederick Building in Riviera Beach. 

The committee and general Council meetings lasted for an average of one (1) 

hour. The shortness of the meeting is partly attributed to the agenda’s being sent to 

members in advance. Each meeting at the committee and general Council level began 

with a call to order by the chair, roll call by staff responsible for the meeting and 

introduction of guests. Thereafter, there was a moment of reflection for those who have 

succumbed to AIDS. The chair read a statement to that effect and set the stage for 

deliberations. Excused absences (if any) were accepted, followed by acceptance of 

meeting agenda, and acceptance of previous minutes. Members have the chance to 

correct the agenda and previous minutes when necessary. The acceptance of the agenda 

and previous meeting’s minutes is subject to a motion by a member and must be 

seconded by another member before it is considered passed. Each member and guests had 
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copies of the agenda, previous minutes and supplementary documents that were made 

available. 

The meetings usually began with a comment by the chair followed by a brief 

discussion of old business (if any) by all members present at the meeting. The chair’s 

comments were mostly to draw attention to the issues for discussion and to buttress the 

importance of the Council’s task to the health and well being of people with AIDS. The 

chair raised agenda item one after the other for discussion.  

The chairs of the committees and general Council meetings served as facilitative 

leaders. Thus, the chair stimulated discussion on an agenda item at each meeting, asked 

members for their opinions on issues under discussion, framed issues in order to promote 

understanding, reframed member’s contributions (if necessary) to ensure members 

present could construe the contribution, helped resolve deliberation-related conflicts and 

performed other tasks as necessary to ensuring collaborative governance works. As a 

facilitative leader, the chair encouraged members to participate in the deliberation; even 

those members that were less likely to express their views on issues under discussion on a 

regular basis. The chair does not vote on issues because of the facilitative role unless a 

vote is required to break a tie vote. 

The chair enforced Robert’s Rules of Order to prevent a few members from 

taking control over the meeting. Occasionally, the chair had to place a time limit on 

discussions, in some instances to make room for other members to contribute. In 

instances of tensed discussion, the chair had to calm tempers and intervene in conflicts 

that emerged as part of the discussion. For instance, a discussion on funding for an 

emergent community awareness program at an Awareness Committee meeting on 
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Tuesday, December 9, 2008 was so tense the meeting had to be called to order to prevent 

an untoward moment. It was apparent that some of the chairs at the committee and 

general Council levels were more experienced at facilitating deliberations than others. 

Nonetheless, the chair at each meeting was responsible for ensuring the agenda for the 

day was accomplished and stood corrected by other members if protocols were not 

properly followed. The meeting adjourned when all agenda items and other business were 

discussed. Sometimes, issues were deferred for subsequent meetings because of 

consensus or majority vote and the need for additional information on a subject. The 

adjournments were subject to motion by a member and seconded by another member. 

The institutional design of the Council, especially the committee and the general 

Council meetings, made it possible for providers of health and social services, people 

with AIDS and community leaders to work together towards accomplishing the required 

mandate as a conduit to promoting health and well being of people with AIDS. All 

members sit at the same level at the committee and the general Council meetings.  Sitting 

arrangements at committee meetings were at close interval compared to the general 

Council meetings. Robert’s Rules of Order, the legislative mandate, the ground rules and 

bylaws award equal status to each member and members have equal chance to participate 

and each member has one vote. Nonetheless, status differences in the areas of experience, 

knowledge/expertise somewhat impact a member’s participation. Guests were not 

allowed to vote on issues even though were part of the deliberation.  Likewise, members 

with a conflict of interest were not allowed to vote on issues relative to their conflict. No 

votes were allowed when the quorum requirement was not met, even though members 
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can deliberate issues on the agenda. These measures were in conformance to the policies 

and procedures governing the conduct of the meetings. 

The Council members were very professional and respected each others 

perspectives on the various subjects of deliberation irrespective of the depth or lack of 

substance. Members that were part of the Council for a long time tried to encourage new 

members to participate in discussions and likewise the staff. Thus, members/chairs and 

staff provided needed support to new members with the collaborative process of 

deliberations. The level of interaction and communication among members conformed to 

professional code of conduct and to some extent helped create an environment conducive 

to deliberations. 

The Council Retreat in February, 2009 was a useful information session to new 

and old members, and guests. Topics of interests relative to the legislative mandate such 

as the CARE Act and its future, Sunshine law provisions, medication fraud relative to 

Medicaid and others were presented by key note speakers and discussed by members in 

attendance. The retreat afforded members an additional opportunity to interact with 

experts on relevant HIV/AIDS and health fields. Overall, the observation afforded the 

opportunity to gain insight on how collaborative governance works at the Palm Beach 

County’s Council. 

5.4.2 Interviews 

Social Science researchers are concerned about the representation of subjects’ 

perspectives in any research endeavor. Subjects’ perspectives obtained through person-to-

person interviews are essential to understanding unique social and political phenomena 

(Gliner & Morgan, 2000; Rubin, 1995). Representation of subjects’ perspectives, as is the 
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case in this study, helps ascertain how collaborative governance works in addressing the 

HIV/AIDS problem in Broward and Palm Beach. 

This section presents the results from interviews of members and affiliates (staff 

and committee members that are not fulltime members) of the Broward County’s and 

Palm Beach County’s Councils. The staff and committee members that are not fulltime 

members of the Councils are part of the Council’s collaborative governance. A total of 

fifty-five (55) interviews were conducted: thirty-one (31) for Broward County’s Council 

and twenty-four (24) for Palm Beach County’s Council. The presentation of the 

summaries of the responses includes a few responses that are unique but represents a 

minority point of view. The goal is to represent the perspectives of the respondents while 

at the same time to make conscious effort to honor the confidential agreement regarding 

personal identity and information provided.  

The results are based on the various variables of collaborative governance: the 

collaborative process and critical variables. The collaborative process variables are trust 

building, commitment to the process and shared understanding. The critical variables are 

facilitative leadership and institutional design. The critical variables are major 

contributors to the collaborative process and are partly responsible for the success or 

otherwise of collaborative governance (Ansell & Gash, 2007; Bryson & Crosby, 2005). 

Two of the subsidiary research questions are geared towards the impact of the critical 

variables on the collaborative process. The results are presented based on dimensions 

synthesized from the responses on each of the variables per Council. To ensure clarity of 

presentation, the respondents are referenced as members. The interview questions can be 

found in Appendix A. 
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5.4.2a Broward County HIV Health Services Planning Council 

This section consists of the summary of responses from members of the Broward 

County’s Council. The results are essential to understanding collaborative governance 

towards addressing the HIV/AIDS conundrum in South Florida and help ascertain how 

collaborative governance works in addressing the HIV/AIDS problem. 

 

5.4.2b Trust Building 

Trust building is one of the variables particular to the collaborative process.  In an 

attempt to ascertain perspectives of members of the Broward County’s Council on trust 

building, members were asked various questions (see Appendix A). The dimensions 

synthesized from the responses relative to the trust building variables were trust, 

communication, time, consensus, working together as a team, the Sunshine law, respect 

for the opinion of other members, equality in representation and participation, facilitating, 

and voting.  

Trust dimension: This dimension explores members’ perspectives on trust relative to the 

Council’s collaborative governance. Members indicated there are two dimensions to 

trust; trust with information and trust to get the job done. Trust with information refers to 

the reliability of information presented by members, especially when members present 

data for decision making purposes. Members also mentioned there is trust to get the job 

done despite the divergent interests that exist among the members. For instance when 

asked “to what extent would you characterize interactions as based upon trust?” most of 

the members responded there is trust to a great extent.  Few responded there is trust to 

some extent. One member asserted one cannot tell if there is personal trust. Nonetheless, 
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the member stated even though there may not be personal trust among all the members, 

there is at least trust to get the job done. 

Communication dimension: This dimension explores members’ perspectives on face-to-

face interaction as it relates to building trust. Members asserted face-to-face interaction, 

as is the case with committee and general Council meetings, enhances building trust. 

Members asserted frequent interaction provides the opportunity to participate in 

deliberations, learn of other members’ perspectives on issues and to better understand 

divergent perspectives that are expressed during the decision making process. A majority 

of the members were of the opinion that face-to-face interaction on a frequent basis does 

not only help build trust but it also helps to make decisions to improve the lives of PWAs. 

Working as a team dimension: This dimension explores members’ perspectives on 

working together as a team and if this also helps build trust. Most of the members were of 

the view that working together as a team helps build trust in that it provides the 

opportunity to build relationships, learn of other members, communicate frequently and 

makes it easier to reach consensus. Nonetheless two members were of the view that the 

fact that someone works with you does not imply they trust you. The two members 

claimed there may not be personal trust, but at least, there is trust to get the job done. 

Sunshine law dimension: This dimension explores members’ perspectives on how the 

Sunshine law impacts deliberations and decision making. Members concurred the state 

law (Sunshine law) made it possible to trust members because it promotes full disclosure 

and cognizance of the fact that any information provided becomes public record and 

verifiable, as members are compelled to provide accurate information and/or share their 
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candid opinion. Furthermore, members asserted the Sunshine law enhances trust, 

especially when the task requires that data is shared to help make decisions. Nonetheless, 

the Sunshine law has the potential to make some members want to say less if not 

educated on the need to actively participate in deliberations in order to make allocation 

priorities. 

Facilitate dimension: This dimension explores members’ perspectives on the efforts of 

the facilitative leaders in trust building. When members were asked, “Would you suggest 

leaders are responsible for building trust among the members?” members responded 

unanimously that the leader’s (meeting chairs) efforts in steering the collaborative 

process helps built trust. When a follow up question, “In what ways?” was asked, 

members enumerated different ways: the leaders facilitate deliberations; they encourage 

members to participate in deliberations as often as possible at each meeting; they are 

receptive to diverse opinions; they endeavor to be neutral; they enforce rules even 

handedly; they provide feedback, help create an environment conducive for deliberations 

and help frame issues to promote understanding. The facilitative leaders are critical to the 

success of collaborative governance because of their efforts in the decision-making 

process and in helping produce outputs to meet various needs of PWAs. 

Respect opinion dimension: This dimension explores the extent to which members 

perceive their perspectives were respected and/or appreciated. When asked, “Do the 

members jointly appreciate each others contribution to the collaborative governance 

process?” would you say other stakeholders respect your perspective? A significant 

number of members felt their perspectives are valued. A significant number of members 
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felt their perspectives are valued. Some of the members’ asserted contributed 

perspectives on a subject of deliberation are valued even if not all that relevant to the 

issue under discussion at a particular meeting.  Nonetheless, two of the members were not 

sure if their perspectives are valued but hoped so. Members seemed to place value on the 

extent to which their contributions are valued. Also, in instances of divergent opinions, 

members said opinions are respected and debated in such a way that consensus can be 

reached. In summary, members seemed to agree that mutual respect of opinions help 

build trust and facilitate working together.  

Equality in representation and participation dimension: This dimension explores the 

issue of status of members in collaborative governance. Status appeared to be of 

importance to members. When asked, “Do you think there are status differences that 

affect your ability as a Council to work together?” members made reference to equality in 

representation and participation as contained in the bylaws to make a case that all 

members are equal, represent a unique interest and have equal opportunity to participate 

in deliberations. Nonetheless, a few members acknowledged there are some differences 

in expertise and experience that positively affect participation. These members asserted 

the differences in expertise and experience helped to collectively make decisions to 

address the AIDS problem. When asked, “In your opinion are some of the members more 

powerful than others?” Members were yet again divided: some responded, “yes”, others 

responded, “no”. Those members who responded, “yes” seemed to suggest knowledge 

and experience placed some members in a better position to effectively participate in 

deliberations. Those who responded “no” appeared to indicate all members are equal and 

have one vote, and would vote “no” on an issue if they felt the interest of PWAs is not 



152 

 

being served. Even those members that responded “yes” acknowledged when it comes to 

decision making, each member has only one vote regardless of knowledge and 

experience. 

Time dimension: This dimension explores the perspective of members on the role of time 

in trust building. Members unanimously acknowledged it takes quite some time to build 

trust in view of the diverse composition of the Council and the diverse interests that are 

represented. Members asserted it takes time to get to know others, understand and respect 

their interest, and work collectively. The members stressed it takes time to feel they 

belong, to trust and to effectively participate in deliberations.  

Consensus dimension: This dimension explores issues surrounding deliberations and 

making decisions on various subjects of deliberation. Members admitted that making 

final decisions on various subjects of deliberation requires tolerance of opposing views. 

Members may agree or disagree on a subject of discussion but at the end of the day, 

would have to make a decision by finding common ground that best serves the interests 

of PWAs. It seemed the more members reached consensus on issues, the more they 

learned to trust, to work together and to get the job done.  Disagreement has become part 

and parcel of deliberations and is considered worthwhile in helping make decisions. 

Voting dimension: This dimension explores issues surrounding voting. Members were 

fully aware of their equal status when it comes to voting on various subjects of 

deliberation. Members were unanimous in pointing out there is a conducive environment 

for deliberation that allowed voting to take place. Members stated an environment devoid 

of undue influence helped build trust, also trust in the process. Members have the option 
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to vote “yes” or “no” on the various subjects of deliberation pending perspective on the 

issue. In instances where members did not unanimously vote for a subject of deliberation, 

simple majority rule (50% plus 1) applies. When a quorum requirement for a meeting is 

not met, members cannot vote even though they can deliberate on the various subjects on 

the agenda. 

5.4.2c Commitment to the Process 

Commitment to the collaborative process is one of the variables of collaborative 

governance. Commitment on the part of the state and non-state stakeholders (members, in 

the case of the Council) to the objectives of collaborative governance is essential for 

success. Dimensions synthesized from responses relative to commitment to the 

collaborative process variable were commitment, knowledge/expertise and experience, 

consensus, help ensure services to PWAs, and help make the collaborative process better 

and facilitate. Dimensions such as help ensure services to PWAs and help make 

collaborative process better are integrated for analytical purposes because of the 

relationship with the other dimensions and the resolve to ensure clarity of presentation. 

Commitment dimension: This dimension explores the willingness of members to help 

achieve the objectives of the Council. When asked, “Why did you decide to participate in 

the Council?” and What were some factors that contributed to your decision?”  all the 

members unanimously claimed they chose to be part of the Council because they would 

like to make a difference in the lives of PWAs and the community. Those members 

(PWAs) who have benefited from the services of the Council in the past were emphatic in 

stating their resolve to give back to the community and advocate for the interest of 
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PWAs. Members stated their commitment is demonstrated by regular attendance and 

participation in deliberations. When asked, “Would you say your participation makes a 

difference in terms of outputs in addressing the HIV/AIDS problem?” None of the 

members believe that his/her participation is not making a difference. The awareness that 

his/her efforts are impacting PWAs lives positively strengthens their resolve to 

participate in the Council. Some of the members that are PWAs frankly stated being part 

of the Council aided their healing, helped reduce social isolation and strengthened their 

resolve to make a difference. 

Knowledge/expertise and experience dimension: This dimension explores members’ 

willingness to share their knowledge and experience to help achieve the objective of the 

Council. When asked, “In your opinion, would you consider the involvement of relevant 

representatives in the collaborative governance to be a viable option for consensual 

outputs in addressing the AIDS problem?” all the members acknowledged involving 

relevant state and non-state stakeholders as the best way to collectively make decisions to 

address the problem. According to the members, the Council provides the avenue to share 

knowledge and experience. Members of the Council said they bring their expertise and 

experience to the collaborative process, and by doing so help make the collaborative 

process better, and help make decisions to address PWAs needs. All members asserted 

there is mutual interdependence to collectively make decisions to address challenges 

associated with HIV/AIDS problem and the members strive to collectively explore 

mutual gains. 
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Consensus dimension: Consensus explores issues surrounding deliberations and making 

decisions to provide various categories of services to PWAs. When asked, “Is there a 

consensus that working collectively would help mediate the HIV/AIDS problem for 

mutual benefits?”  all concurred that working together as a team is the most viable way to 

collectively make decisions to help address PWAs needs.  And when asked, “Would you 

suggest there is mutual ownership of decisions?” members unanimously claimed making 

decisions is a team or group effort and all members are responsible for the Council’s 

decisions even if they voted no in some instances.  Some of the members asserted they 

own some decisions more than others, especially decisions on issues that they are 

passionate about and fervently deliberated. Some of the members were of the view that 

consensus does not imply 100% agreement on an issue and likewise ownership of 

decisions cannot always be 100%. One member stated ownership of the decision is less 

relevant; what is relevant is ensuring decisions help address needs of PWAs.   

Facilitate dimension: This dimension explores the effort of the facilitative leaders in 

enhancing commitment to collaborative governance. When asked, “In what ways do the 

formal leaders facilitate members’ commitment to the Council’s collaborative 

governance?”  members responded that the leader promotes a conducive environment for 

participation in deliberation,  promotes participation and commitment to task, encourages 

divergent opinions on the subject of deliberation, helps reframe issues to promote 

understanding, enforces rules fairly, is neutral, reminds members of the purpose for 

collaborative governance on a regular basis, always seeks consensus, intervenes in 

deliberation-related disagreements or conflicts, provides feedback on participation, 

appreciates members efforts, and provides mentorship, especially for new members, if 
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necessary. Members seemed to have high regards for the chair, co-chair and committee 

leaders, especially for their role in promoting participation in deliberations. 

5.4.2d Shared Understanding 

Shared understanding is one of the variables of the collaborative process and is 

enhanced by the efforts of facilitative leaders and institutional design relative to the 

collaborative process. Shared understanding among the members of the HIV/AIDS 

problem and the purpose of collaborative governance is essential for success. The 

dimensions synthesized from responses relative to the shared understanding variable were 

consensus, voting, facilitating, rules, encouraging participation, and discussions.  

Dimensions such as rules, encouraging participation and deliberation were integrated into 

the other dimensions for analytical purposes because they are related to the other 

dimensions and are integrated to promote better understanding of the presentation. 

Consensus dimension: This dimension explores issues surrounding understanding of 

HIV/AIDS problem as related to the Council’s purpose and deliberation.  When asked, 

“In your opinion, do the members clearly understand the AIDS problem?” members 

responded favorably to the question and asserted to common sentiment to work together 

to achieve consensus on various allocation priorities. Members felt their unique position 

that allowed having access to epidemiology and other relevant data strengthened their 

resolve to make decisions. One member holds the view that most of the members 

understand the problem and the need to make decisions, but thinks there are some slight 

differences in the extent of understanding the problem and participating in the 

collaborative process.  This member felt PWAs have better understanding of the problem 
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and participate relatively better than service providers. Nonetheless, the member 

acknowledged the resolve of members to collectively make decision. When asked, “Do 

the members agree on what decisions have to be made?” members claimed there is 

agreement on what decisions have to be made and consequently endeavored to achieve 

consensus. Nonetheless, all members acknowledged disagreements are part of 

deliberations in the attempt to achieve consensus. Members asserted disagreements are 

usually resolved by following the rules, further discussions and through the efforts of the 

facilitative leader. When asked, “In your opinion, do the Council’s decisions facilitate 

collectively addressing the AIDS problem?” there was a unanimous agreement among the 

members that consensus on various allocation priorities facilitates collectively tackling 

the HIV/AIDS problem.  

Voting dimension: This dimension explores members’ perspectives on how decisions are 

made. All decisions are subject to a vote at both the committee meetings and the general 

council meetings. Members asserted voting on an issue signifies their resolve to 

collectively make decisions to fund various categories of services for PWAs.  Members 

admitted in some instances that decisions are made subject to simple majority rule (50% 

plus 1). Nonetheless decisions made by a simple majority rule become the official 

position of the members on the issue. Members unanimously concurred that voting is the 

last stage of deliberations and signified the intents and purposes on funding categories of 

services for PWAs. Voting cannot take place when the quorum requirement for a meeting 

is not met. 
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Facilitate dimension: This dimension explores leaders’ efforts in promoting shared 

understanding. Members acknowledged the role of the facilitative leader in promoting 

shared understanding through helping phrase issues, encouraging dialogue, and enforcing 

rules, especially enforcing rules to resolve conflicts associated with deliberations relative 

to funding various categories of services. Members asserted even though the mission of 

the Council is clear and to a large extent realistic and achievable, the leader has a role in 

helping phrase issues or rephrase members’ contributions in order to promote 

understanding of perspectives and deliberation. Members acknowledged that when 

deliberations are professionally facilitated, there is a greater motivation to participate. 

When it comes to challenges associated with deliberations, members were upfront in 

stating intermittent conflicts sometimes plague decision making. In such instances, the 

leader’s facilitative skills become a useful resource in steering deliberations and resolving 

conflicts that emanate from the deliberations. Nonetheless, a few of the members asserted 

the leaders can sometimes generate conflict if the leaders take side in a conflict situation 

and/or if not circumspect in the attempt to help resolve conflicts.  

5.4.2e Facilitative Leadership 

Facilitative leadership is considered to be one of the critical variables of 

collaborative governance. The facilitative leaders are essential to the success of 

collaborative governance because of their facilitative role in the collaborative process. 

The term “facilitative leaders” in this context is used to reference chairs at the committee 

and general Council meetings. The chairs are elected by their fellow members. 

Dimensions that emerged out of responses tailored towards understanding the facilitative 

leader’s role in collaborative governance were to facilitate meetings; to help build trust; 
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equality in representation and participation; to utilize knowledge and expertise; promote 

consensus, help resolve conflicts, empower, provide feedback, be neutral and fair, treat 

with respect and dignity, enforce rules, and create conducive environment for 

deliberations. Dimensions such as consensus, neutral and fair, treat with respect and 

dignity, enforce rules, and create conducive environment are integrated with the other 

dimensions for analytical purposes because of the relationship between the dimensions 

and the resolve to ensure clarity of presentation. 

Facilitate dimension. This dimension explores facilitative leaders’ efforts in steering 

meetings in order to ensure decisions are made to address PWAs needs. When asked, “Do 

those in formal leadership capacities help the Council to work together?” the majority of 

members responded that the leader is critical to working together as a team. Members 

claimed the leader facilitates discussions, helps phrase issues, and encourages 

participation by opening the meeting “floor” to all members to air their opinion on issues. 

The leader’s facilitative efforts, according to the members, promote consensus and help 

reach consensus on various subjects of deliberation. The leader’s facilitative effort also 

include calling for votes on various subjects of deliberation. Members asserted the 

leader’s facilitative effort is made easier because of the support the leader receives from 

the rest of the members on a consistent basis. Nonetheless one member felt the leader is 

not doing enough in that some decisions are rushed and the leader sometimes placed time 

limit on discussions.  

Trust dimension: Trust explores the facilitative leaders’ efforts in helping build trust 

among the members in an attempt to help achieve the objectives of collaborative 
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governance.  When asked, “Would you suggest leaders are responsible for building trust 

among the members?” all members with exception of one claimed the leader is a key 

factor in building trust among the members. Leaders’ efforts that are essential to trust 

building, according to the members, were the way the leaders remained neutral over time, 

facilitated deliberations, created environment conducive for deliberations, enforced rules 

fairly, and the way the leader helped clarify rules and issues. The member with a different 

perspective on leaders’ role in trust building claimed it is not the leader’s responsibility to 

help built trust but to ensure the collaborative process is inclusive.  

Equality in representation and participation dimension: This dimension explores the 

facilitative leaders’ role in embracing all members in deliberations and promoting equal 

status of members. When asked, “Is the leader an advocate of equal powers and 

participation?” all members acknowledged the leaders’ indefatigable effort in promoting 

equity in representation and participation. Members stated the leader’s endeavor to ensure 

everyone participates (even guests), to treat everyone equally, and to make everyone feel 

welcomed.  In addition, the leaders promote representation and participation by enforcing 

the rules on recruiting members to meet the demographic requirements. Members 

asserted the Council has evolved as has how leaders facilitate deliberations. Nowadays, 

the Council creates a more conducive environment for deliberation and leaders are much 

more professional in facilitating deliberations. 

Knowledge/expertise and experience dimension: This dimension explores leaders’ 

capabilities that enhance role performance. When asked, “What would you consider to be 

the challenges associated with the Council’s deliberations, and in what ways do leaders 

help mediate the challenges?” Members acknowledged deliberations are sometimes 
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bedeviled with challenges such as the length of time it takes to reach consensus because 

of heated debates, side conversations at meetings, quorum requirements that sometimes 

make it impossible to proceed with the business of the day, time constraints which 

sometimes requires short deliberations, and difficulty in understanding data because of 

the volume of data. Members concurred that leader’s efforts in enforcing the rules, 

sticking to the agenda for the day, placing time limit on discussions, providing equal 

opportunity for participation in deliberations (thus permitting and encouraging divergent 

opinions), rephrasing issues to promote understanding and calling votes were tremendous 

efforts that help mediate the challenges. Members drew attention to the fact that each 

leader has a unique way in mediating the challenges because of knowledge/expertise and 

experience. Members further stated some of the leaders are more experienced and skillful 

than others and this is reflected in the way challenges are handled.  

Conflict resolution dimension: This dimension explores issues surrounding facilitative 

leaders’ efforts in resolving conflicts associated with deliberations. When asked “Are the 

leaders critical in resolving conflicts and how?” all members responded the leaders are 

critical in resolving deliberation-related conflicts or disagreements. Members seemed to 

acknowledged leaders invaluable role in deliberation and enumerated the following 

means by which leaders helped resolve conflicts: follow grievance procedure, enforce 

rules, be neutral, facilitate, allow further discussion on the issue, help reframe issues, help 

reach consensus and treat members with the respect and dignity that they deserve. 

Nonetheless, one of the members who also acknowledged the leaders’ role in resolving 

conflict further stated the leader can sometimes be a source of conflict, if protocols are 

not properly followed. 
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Empowerment dimension: This dimension explores the leaders’ role in promoting 

dialogue, especially the participation of target populations in deliberations. When asked, 

“In your opinion, does the leadership facilitate the inclusion of critical stakeholders in the 

collaborative governance process?” all members responded in the affirmative because 

they felt they are critical stakeholders. The members asserted leaders are catalysts in 

engaging PWAs, service providers and other community leaders in deliberations.  A 

significant number of members claimed PWAs are the most critical members of the 

Council (even though they acknowledged all members are critical) and the leaders’ 

facilitative efforts enabled PWAs participation in decision making. 

Feedback dimension: This dimension explores leaders’ efforts in providing comments 

regarding participation in deliberations and in performing various assigned tasks.  When 

asked, “What kinds of feedback do you receive from leaders regarding your 

participation?” members asserted the feedback is mostly encouraging, focuses on 

participation and leaders provide feedback on a consistent basis. A significant number of 

members considered the feedback to be helpful in encouraging active participation in 

deliberations. Few of the members were of the view that, even though feedback is 

provided on a regular basis, it has less influence on participation; commitment has 

already been made to help achieve the objective of collaborative governance; thus 

promoting health and well being of PWAs. Members also mentioned feedback is usually 

provided as part of deliberations because of the Sunshine law provision that prohibits 

further discussion of Council’s business outside of the formal forum for deliberation. 
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5.4.2g Institutional Design  

Institutional design is one of the critical variables of the collaborative governance 

process. The design of institutions which, in this case, is the structure and protocol of the 

Council is essential for success in that it impacts the collaborative process and outputs. 

Dimensions that were synthesized from responses to the institutional design variable 

were rules, specific task, consensus, diversity, empowerment, facilitation, council impact, 

trust, communication, environment, information session/forum, and voting.  Dimensions 

such as trust, communication, environment, information session/forum and voting were 

integrated with the other dimensions for analytical purposes because of the relationship 

with the dimensions and goal to ensure clarity of presentation.  

Rules dimension: This dimension explores protocols of collaborative governance and its 

impact on participation in deliberations. When asked, “In your opinion, does the Council 

have clearly established ground rules of participation?”  all members but one responded 

no. Members felt the rules governing the Council`s deliberations are clear enough. The 

one member who has a contrary opinion expressed reservation that some of the members 

do not seem to have a clear understanding of the rules. The members’ response is based 

on perception of other members relative to participation in deliberation. This member 

claimed to have a clear understanding of the ground rules. When a follow up question 

was asked, “Do the rules promote active participation?”  all but one member responded 

no. Members acknowledged the rules promote participation in ways such as the 

following: help achieve consensus, create conducive environment for deliberation, 

provide every member the opportunity to express opinions on issues, ensure fairness of 

the process, promote good norms of participation/professionalism, promote issue-based 
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discussion, help build trust, prevent some members from monopolizing deliberation, 

ensure order and help the leader to facilitate deliberations. The one member with the view 

that the rules do not necessarily promote participation made reference to instances where 

the rules were utilized to “shut down” members during deliberations in a “nice but nasty” 

way. Among the members that affirmed that rules promote active participation, one 

member indicated that the quorum requirement is sometimes a barrier to getting work 

done because without quorum at a meeting, no serious deliberation can take place. The 

rules require a vote on issues, at least 50% plus 1 for a motion to pass. No vote can take 

place without a quorum. 

Specific task dimension: This dimension explores issues surrounding committee work and 

how it helps achieve the goals of the Council. When asked, “To what extent do you think 

the organization of the Council into various committees facilitates working together?”  

and “Does it enhance achieving the objectives of the Council?” members unanimously 

claimed, “to a large extent”. Each committee performs specific tasks such as planning, 

allocation priorities, community relations, recruitment, and quality management among 

others. Even though each committee performs a specific task, the tasks are 

complementary and are essential to achieving the objectives of the Council. Members 

further stated organization of the Council into committees helps achieve consensus, is 

essential for Council’s growth and existence, saves times in deliberations, helps make 

good and informed decisions, makes specific recommendations to the general Council, 

and enhances efficiency of the Council. The committees are the “engine” of the Council 

and most of the members of the Council belong to at least one committee. 
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Consensus dimension: This dimension explores issues surrounding making decisions to 

help address PWAs needs. When asked, “What role does the structure, having various 

members in Council, play in addressing the AIDS problem?” members claimed it 

provides diversity of expertise and experience in making decisions to address the 

problem, makes it possible for the Council to allocate funds for various categories of 

services, creates opportunity for leaders to facilitate, and promotes collective decisions to 

collectively address the AIDS problem. When asked, “Would you suggest the inclusion 

of target populations helps produce consensual outputs in mediating the HIV/AIDS 

problem?” a majority of members claimed it does.  Members asserted target populations 

draw attention to needs and impact decision making in a positive way which helps meet 

various needs. Three members claimed only well-informed target populations are helpful 

in making decisions. Members seemed to value difference in perspective and experience 

because it adds value to the process and makes achieving consensus on various subjects 

of deliberations a “must do.” 

Diversity dimension: This dimension explores benefits of representation and participation 

across various segments to the Council’s collaborative governance. When asked, “What 

is the greatest strength of the Council? All members mentioned diversity: diversity in 

representation, participation, collaborative process, committees and demographics as 

essential to making collective decisions to address the HIV/AIDS problem. Members 

asserted diversity fosters communication, reaching consensus, commitment and 

relationships building which together enhance achieving the objectives of Council. When 

asked, “Would you suggest the inclusion of relevant partners in the Council’s decision 

making process enhance democratic participation, how and for what benefits?” members 
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concurred the inclusiveness of the Council provides opportunity for all to participate in 

decision making to address PWAs needs; promotes teamwork; consensus; 

communication; trust; especially trust with information, allocation priorities; and makes 

members take ownership of decisions. 

Empowerment dimension: This dimension explores issues surrounding target populations’ 

participation in collaborative governance of the Council. When asked, “What would you 

consider to be the contributions of the target populations to the Council’s collaborative 

governance?” members responded that target populations draw attention to the 

HIV/AIDS problem on a regular basis, draw attention to PWAs needs and services, share 

their unique experiences that help make decisions to fund category of services, are a 

source of information on which services are effective and which services are not.  

Members perceived target populations as critical to achieving the objectives of the 

Council. When a follow up question was asked, “Has participation of target populations 

in collaborative governance modified perception of them as individuals or as a category 

of persons and in what ways?” majority of members concurred it has. Two non PWA 

members indicated they cannot tell, but acknowledged that the Council benefits by 

having target populations be part of the collaborative process, especially if 

knowledgeable about the issues and the collaborative process. All members expressed 

reservation about the “category of persons” reference to target populations. Members’ 

response to the “in what ways” follow up question were as follows: Council empowers 

PWAs to share their expertise and experience to help make decisions to address the 

HIV/AIDS problem, PWAs are empowered by participation, the Council provides a 

social network for PWAs and helps reduce social isolation, participation helps reduce 
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stigma, at least at the Council, PWAs participation increases access to services, PWAs 

are a voice of the community. All members that are PWAs stated being part of Council is 

empowering. A majority of members that are not PWAs share the view that by being part 

of the Council, PWAs are empowered to affect collaborative governance for the better. 

Facilitative leader dimension: This dimension explores fairness of the collaborative 

governance process in helping members develop confidence in the process. When asked, 

“In what ways do the leaders ensure the process is transparent?”  members claimed the 

leader explains rules, enforce rules fairly, phrases or rephrases issues to promote 

understanding, facilitates discussion, and sticks to the agenda. Members acknowledged 

the leader`s effort is key in having trust in the process, in communication and in 

participating in the process. Nonetheless, two members (interviewee # 027 and 030) point 

out the leader may be making the effort to promote transparency of the process but 

transparency is partly contingent on members’ being forthright in advancing PWAs 

interest and not pursuing parochial interests at the Council. 

Impact dimension: This dimension explores issues surrounding the Council’s efforts in 

meeting various needs of PWAs. When asked, “Is the Council making a difference?” all 

the members claimed it does. When asked, “What has been the greatest impact of the 

Council”?  members enumerated the following: continuum of care to PWAs: provision of 

various categories of services, sharing information about AIDS with the community, 

prioritizing and allocating resources, assessing needs, and proactively adapting to 

changing needs of the HIV disease. In addition, members asserted the annual open forum 

is a useful information session for community input on needs and services.   
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Members’ perspectives were sought on the greatest need and weakness of the Council. In 

response, members enumerated various needs and weaknesses. Needs mentioned were 

additional funds; build capacity/ training to enhance participation; especially participation 

of new members; create awareness about HIV/AIDS and Council functions; the receptive 

to change; and more PWAs representation and participation. Weaknesses mentioned were 

lack of enough input from the community, especially the HIV infected; occasional turf 

wars; violation of personal privacy because of Sunshine law; time constraints; diversity 

of interests; intermittent changes in funding categories; slow decision-making process; 

long-term membership; growing epidemics; and staff turnover. Nonetheless, members 

perceived the Council’s efforts are essential in addressing the HIV/AIDS problem.  

5.4.3 Palm Beach County HIV Comprehensive AIDS Resources Emergency    
           Council 

This section consists of a summary of responses from members of the Palm Beach 

County’s Council. The results foster understanding of collaborative governance and its 

usefulness in addressing the HIV/AIDS conundrum in South Florida.  

5.4.3a Trust Building 
 

Trust building is one of the variables of the collaborative process. In an attempt to 

ascertain perspectives of members of the Palm Beach County’s Council on trust building, 

members were asked various questions. The dimensions synthesized from the responses 

on the trust building variable were trust, communication, working together as a team, the 

Sunshine law, facilitation, respecting the opinion of other members, equality in 

representation and participation, time, consensus, and voting.  
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Trust dimension:  This dimension explores members’ perspectives on trust relative to 

Council’s collaborative governance. Trust is a “common belief” among members to 

honor commitments associated with collaborative governance (Cummings & Bromiley, 

1996, p. 303). Members indicated there is trust: trust with information and trust to get the 

job done. Trust with information relates to the reliability of information presented by 

members, especially when members present data for decision making purposes. Members 

also indicated there is trust to get the job done despite the divergent interests that exist 

among the members. For instance when asked “to what extent would you characterize 

interactions as based upon trust? Most of the members responded there is trust to a great 

extent. Some of the members responded there is trust to some extent. Two members 

reiterated there is a decent level of trust among the members but they cannot emphatically 

say there is a hundred percent (100%) personal trust. They nonetheless felt that there is 

trust to get the job done. 

Communication dimension: This dimension explores members’ perspectives on face-to-

face interaction and whether it enhances trust building. Members concurred their face-to-

face interaction, as is the case with committee and general Council meetings, enhances 

trust. The members asserted frequent interaction helps one understand each other’s 

perspectives. A majority of the respondents were of the opinion that face-to-face 

interaction on a regular basis does not only help build trust; it also helps to make 

decisions to improve the lives of PWAs. Decisions are made through deliberation on 

issues and members reach consensus on outputs such as funding various categories of 

services to meet needs of PWAs. 
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Working as a team dimension: This dimension explores members’ perspectives on team 

work and whether working together as a team helps build trust. Most of the members 

believed that working together as a team helps build trust in that it provides the 

opportunity to build relationships, learn from other members, communicate frequently 

and makes it easier to reach consensus. Nonetheless some of the members were of the 

view that the fact that someone works with you does not imply they trust you.  These 

members claimed there may not be hundred percent (100%) personal trust, but at least, 

there is trust to get the job done. 

Sunshine law dimension: This dimension explores members’ perspectives on how the 

Sunshine law impacts deliberation and decision making. The Sunshine law promotes full 

disclosure of public records (Florida Statute, 2008, xix, 286). Any information provided 

at the Council’s meetings becomes public record and is accessible to all interested parties. 

Members concurred that the Sunshine law made it possible to trust each other, in that, 

information provided becomes public information and, being cognizance of the 

consequence, members were compelled to provide accurate information and/or share 

their candid opinions.  Furthermore, members asserted that the Sunshine law helps build 

trust because it encourages accurate disclosure, especially when the task requires that 

data is shared to help make a decision. Nonetheless, the Sunshine law has the potential to 

promote silence if members are not educated on the need to actively participate in 

deliberations. 

Facilitate dimension:  This dimension explores members’ perspectives on the role of the 

facilitative leader in trust building. When asked, “Would you suggest the facilitative 
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leaders play a role in helping build trust among the members?” most of the members 

responded the facilitative leader’s efforts are essential in helping build trust. One member 

responded that he/she does not think so because the leader is not required to help build 

trust but to facilitate deliberation. However, this member points out, it is fine if the 

leader’s facilitative efforts help build trust among the members. When a follow up 

question, “In what ways?” was asked, members enumerated different ways such as the 

following: leader facilitates discussions, encourages members to participate in 

deliberations as often as possible at each meeting, is receptive to diverse opinions, 

endeavors to be neutral, enforces rules evenhandedly, provides feedback, creates a 

environment conducive for deliberations and helps phrase issues to promote 

understanding. The facilitative leader is no doubt critical in decision making and hence 

critical to the success of collaborative governance. 

Respect opinion dimension: This dimension explores the extent to which members 

perceive their perspectives were respected and/or appreciated. When asked, “Do the 

members jointly appreciate each other’s contribution to the collaborative governance 

process?” and “Would you say other stakeholders respect your perspective?” a significant 

number of members felt their perspectives are valued. Some of the members further 

pointed out perspectives are valued even if they were not that relevant to the issue under 

discussion at a particular meeting. Members seemed to place value on the extent to which 

their opinions were valued. Also, in instances of divergent opinions, members asserted 

opinions are respected and debated in such a way that consensus can be reached.  

Members seemed to agree that mutual respect of opinions contributes to building trust 

and facilitates working together.  
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Equality in representation and participation dimension: This dimension explores the 

issue of status of members in collaborative governance. Status appeared to be of 

importance to members. When asked, “Do you think there are status differences that 

affect your ability as a Council to work together?” members made reference to equality in 

representation and participation as enshrined in the bylaws to buttress the argument that 

all members have equal standing, represent a particular interest and have the same 

opportunity to participate in deliberation. Nonetheless, some members acknowledged 

there are differences in expertise and experience that positively affect participation.  This 

group of members asserted the differences in status helped to collectively make decisions 

to address the AIDS problem. When asked, “In your opinion are some of the members 

more powerful than others?” members were yet again divided: some responded “yes”, 

others responded “no”. Members that responded yes seemed to suggest knowledge and 

experience placed some members in a better position to effectively participate in 

deliberations. Those that responded no appeared to indicate all members have equal 

standing, participate in deliberation and have one vote, and would vote no on an issue if 

they felt the interest of PWAs was  not being served. Even those members that responded 

yes acknowledged when it comes to decision making, each member has only one vote 

regardless of knowledge and experience. 

Time dimension: This dimension explores members’ perspective on the role of time in 

trust building. Members interviewed unanimously acknowledged it takes quite some time 

to build trust in view of the diverse composition of the Council. Members asserted it 

takes time to get to know each other, understand and respect one another’s interests, and 
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work collectively. The members emphasized it takes time to feel as though you belong, to 

trust and to effectively participate in deliberations.  

Consensus dimension: This dimension explores issues surrounding deliberations and 

making decisions on various subjects of deliberation. Members asserted making final 

decisions on various subjects of deliberation requires tolerance of opposing views. 

Members may agree or disagree on a subject of deliberation but at its conclusion, would 

have to make a decision by finding common ground that best serves the interests of 

PWAs. It seemed the more members reached consensus on issues, the more they learned 

to trust, to work together and to get the job done. Members also asserted disagreement 

has become part and parcel of deliberations and is considered worthwhile in helping 

make decisions.  

Voting dimension: This dimension explores issues surrounding making decisions, for 

instance making allocation priorities. Members were fully aware of their equal status 

when it comes to voting on various subjects of deliberation. Members were unanimous in 

pointing out an environment conducive for deliberation that allowed voting to take place. 

Members stated that when the collaborative process environment is devoid of an undue 

influence, it helped build trust among members and also in the process. Members have 

the option to vote yes or no on the various subjects of deliberation pending perspective on 

the issue. In instances where members did not vote unanimously for a subject of 

deliberation, simple majority rule (50% plus 1) applied. When a quorum requirement for 

a meeting is not met, members cannot vote even though they may deliberate on the 

various subjects on the agenda. 



174 

 

5.4.3b Commitment to the Process 

Commitment to the process is one of the variables of the collaborative governance 

process. Commitment on the part of the state and non-state stakeholders (members, in the 

case of the Council) to objectives of collaborative governance is essential for success. 

Dimensions synthesized from the responses relative to commitment to the process were 

commitment, knowledge/expertise and experience, consensus, helping ensure services to 

PWAs, helping make the process better and facilitating. Some of the dimensions are 

integrated for analytical purposes. 

Commitment dimension: This dimension explores the willingness of members to help 

achieve the objectives of the Council. Members’ perspectives were sought on why they 

chose to be part of the Council. When asked, “Why did you decide to participate in the 

Council?” and “What were some factors that contributed to your decision?” the members 

unanimously stated they chose to be part of the Council because they would like to make 

a difference in the lives of PWAs and the community. Those members (PWAs) that have 

benefited from the services of the Council in the past were emphatic in stating their 

resolve to give back to the community, and advocate for the interest of PWAs. Members 

asserted they demonstrate their commitment by regular attendance and participation in 

deliberations. When asked, “Would you say your participation makes a difference in 

terms of outputs in addressing the HIV/AIDS problem?” not a single member replied that 

his/her participation is not making a difference. The awareness that efforts are impacting 

PWAs lives positively strengthens their resolve to participate in the Council.  Some of the 

members that are PWAs stated being part of the Council aided their healing, helped 

reduce social isolation and strengthened their resolve to make a difference. 
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Knowledge/expertise and experience dimension: This dimension explores members’ 

willingness to share their knowledge and experience to help achieve the objectives of the 

Council. When asked, “In your opinion, would you consider the involvement of relevant 

representatives in the collaborative governance to be a viable option for consensual 

outputs in tackling the AIDS problem?” all the members acknowledged involving 

relevant partners is the best way to collectively make decisions to address the problem. 

According to the members, the Council provides the avenue to share knowledge and 

experience. Members noted they bring their expertise and experience to the collaborative 

process, and by doing so help make allocation decisions to address PWAs needs. All 

members asserted there is mutual interdependence to collectively make decisions to 

address challenges associated with HIV/AIDS problem.  

Consensus dimension: This dimension explores issues surrounding deliberations and 

making decisions to provide various categories of services to PWAs. When asked, “Do 

the members jointly appreciate each other’s contribution to the collaborative governance 

process?” and “Would you say other stakeholders respect your perspective?” the majority 

of members felt their perspectives were valued.  Some of the members further pointed out 

perspectives were valued even if they were not that relevant to the issue under discussion 

at a particular meeting. Nonetheless, two members stated there were some instances of 

tense moments (“creative tension”- interviewee # 003) as a result of diverse opinions. 

These two members hoped diverse perspectives are appreciated.  When asked, “Is there a 

consensus that working collectively would help mediate the HIV/AIDS problem for 

mutual benefits?” all members concurred that working together as a team is a viable way 

to collectively make decisions to help address PWAs needs. One member asserted 
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working together as team is good but was not sure if it is the most effective way to 

address the AIDS problem at this point in time. This member thinks other ways of 

making decisions should be explored. When asked, “Would you suggest there is mutual 

ownership of decisions?” a majority of the members asserted that making decisions is a 

team or group effort and all members were responsible for the Council’s decisions even if 

they voted no in some instances. Some of the members asserted they own some decision 

more than others, especially decisions on issues that they were passionate about and 

actively participated in the deliberation. Some of the members were of the view that 

consensus does not necessarily imply 100% agreement on a subject of deliberation and 

likewise ownership of a decision cannot always be 100% in view of the fact that some 

members may vote no on some issues. One member mentioned there was consensus on 

many issues but admitted occasionally voting no on some issues. When a motion on an 

agenda item passed, all members were assumed to own the decision because it had 

become the official position of the Council. The member thinks that should not be the 

case. 

Facilitate dimension: This dimension explores the effort of the facilitative leader in 

enhancing commitment to collaborative governance. When asked, “In what ways do the 

formal leaders facilitate members’ commitment to the Council’s collaborative 

governance?” members responded that the leader promotes environment conducive for 

participation in deliberation, promotes participation and commitment to task, and 

encourages divergent opinions on subject of deliberation. Also members asserted the 

facilitative leader helps reframe issues to promote understanding, enforce rules fairly, is 

neutral, reminds members of the purpose for collaborative governance on a regular basis, 
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always seek consensus, intervenes in deliberation-related disagreements or conflicts, 

provides feedback on participation/appreciate members efforts, and provides mentorship, 

especially for new members, if necessary. Members seemed to have high regards for the 

chair, co-chair and committee leaders, especially their role in promoting participation in 

deliberations. 

5.4.3c Shared Understanding 

Shared understanding is one of the variables of collaborative governance and is 

enhanced by efforts of facilitative leaders and institutional design relative to the 

collaborative process. Shared understanding of members about the HIV/AIDS problem 

and the purpose of collaborative governance is essential for success as in this case 

producing outputs to meet needs of PWAs. The dimensions that were synthesized from 

responses relative to shared understanding were consensus, voting, facilitate, rules, 

encourage participation, and discussion. Dimensions such as rules, encourage 

participation and discussion were integrated into the other dimensions for analytical 

purposes because they are related to the other dimensions and are integrated to promote 

better understanding of the presentation. 

Consensus dimension: This dimension explores issues surrounding the understanding of 

HIV/AIDS problem as related to the Council’s purpose and deliberation. When asked, “In 

your opinion, do the members clearly understand the AIDS problem?” members 

responded favorably to the question and acknowledged a common sentiment to work 

together to achieve consensus on various allocation priorities. Members felt their unique 

position that allowed having access to epidemiology and other relevant data strengthened 
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their resolve to make decisions. When asked, “Do the members agree on what decisions 

have to be made?” members claimed agreement on what decisions have to be made to 

provide various categories of services to meet the needs of PWAs. Nonetheless, all 

members acknowledged occasional disagreements on some subjects of deliberation. 

Members asserted disagreements are usually resolved by following the rules, further 

discussions and through the efforts of the facilitative leader. When asked, “In your 

opinion, do the Council’s decisions facilitate collectively addressing the AIDS problem?” 

All members but one asserted the Councils’ deliberations promote consensus.  The 

members believe consensus on various allocation priorities facilitates collectively 

tackling the HIV/AIDS problem by providing various categories of services to PWAs. 

The one member with a different perspective on consensus perceived there is appearance 

of consensus because Robert’s Rule of Order promotes a majority vote on issues when 

there is not necessarily 100 per cent agreement among members on the issues. 

Nonetheless, the member sided with colleagues that consensus on allocation is essential 

to providing needed services to PWAs. 

Voting dimension: This dimension explores members’ perspectives on how decisions are 

made. All decisions are subject to a vote at both the committee meetings and the general 

Council meetings. Members asserted voting on an issue signifies their resolve to 

collectively make decisions to fund various categories of services for PWAs.  Members 

admitted that in some instances, decisions are made subject to simple majority rule (50% 

plus 1). Nonetheless decisions made by a simple majority rule become the official 

position of the members on the issue. Members unanimously concurred that voting is the 

last stage of deliberations and signified the intents and purposes on funding categories of 
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services for PWAs. Voting cannot take place when the quorum requirement for a meeting 

is not met. 

Facilitate dimension: This dimension explores facilitative leaders effort in promoting 

shared understanding. Members acknowledged the role of the facilitative leader in 

promoting shared understanding through helping to phrase issues, encouraging dialogue, 

and enforcing rules, especially those rules to resolve conflicts associated with 

deliberations relative to funding various categories of services. According to members, 

even though the mission of the Council is clear and to a large extent realistic and 

achievable, the facilitative leader has a role in helping frame issues or reframe members’ 

contribution, if necessary in a way that promotes understanding of perspectives and 

deliberation. Members stated when deliberations are professionally facilitated there is a 

greater motivation to participate. When it comes to challenges associated with 

deliberations, members were upfront in stating intermittent conflicts sometimes plague 

decision making. In such instances, the leader’s facilitative skills become a useful 

resource in steering deliberations and resolving conflicts that emanate from the 

deliberations. Nonetheless, a few of the members asserted the leader can sometimes fuel 

conflict if the leader is not circumspect. 

5.4.3d Facilitative Leadership 

Facilitative leadership is considered to be one of the critical variables of 

collaborative governance. The facilitative leaders are essential to the success of 

collaborative governance because of their facilitative role in the collaborative process. 

The term facilitative leaders in this context, is used to reference chairs at the committee 



180 

 

and general Council meetings. The chairs are elected by their fellow members. 

Dimensions that emerged out of responses tailored towards understanding the facilitative 

leaders’ role in collaborative governance were facilitate meetings, help build trust, 

equality in representation and participation, utilize knowledge and expertise, promote 

consensus, help resolve conflicts, empower, provide feedback, be neutral and fair, treat 

with respect and dignity, enforce rules, and create environment conducive for 

deliberations.  Dimensions such as reach consensus, be neutral and fair, treat with respect 

and dignity, enforce rules and create conducive environment are integrated with the other 

dimensions for analytical purposes because of the relationship between the dimensions 

and the resolve to ensure clarity of presentation. 

Facilitate dimension. This dimension explores the facilitative leader’s efforts in steering 

meetings in order to ensure decisions are made to address PWAs needs. When asked, “Do 

those in formal leadership capacities help the Council to work together?” a majority of 

the members responded that the facilitative leaders are critical to working together as 

team. Members claimed the facilitative leaders facilitate discussions, helps frame issues, 

and encourage participation by opening the meeting “floor” to all members to make 

known their opinions on issues. The facilitative leaders’ efforts, according to the 

members promote consensus and help reach consensus on various subjects of 

deliberation. The leader’s facilitative effort also include calling for votes on various 

subjects of deliberation. Members asserted the leader’s facilitative effort is made easier 

because of the support the leader receives from the rest of the members on a consistent 

basis. Nonetheless, two members felt the facilitative leaders sometimes do not facilitate 
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the meetings as expected. These members mentioned occasions of decisions being rushed 

and the facilitative leaders sometimes placed time limit on discussions.  

Trust dimension: Trust explores facilitative leaders’ efforts in helping to build trust 

among the members in an attempt to help achieve the objectives of collaborative 

governance. When asked, “Would you suggest leaders play a role in building trust among 

the members?” all members but two claimed the leaders are key contributors to building 

trust. Leaders’ efforts that members felt help build trust were the way the leaders 

endeavored to be neutral over time, facilitated discussions, created environment 

conducive for deliberations, enforced rules fairly, and the way the leader helped clarify 

rules and issues. The two members with a different view on leader’s role in trust building 

noted that it is not the leader’s responsibility to help build trust but to facilitate the 

meetings to ensure inclusive collaborative process.  

Equality in representation and participation dimension: This dimension explores the 

facilitative leaders’ role in encouraging all members to participate in deliberations and in 

promoting equal status of members. When asked, “Is the leader an advocate of equal 

powers and participation?” all members acknowledged the leader’s indefatigable effort in 

promoting equity in representation and participation. Members claimed the leaders 

endeavor to ensure everyone participates (even guests), treats everyone equally, and 

makes everyone feel welcomed. In addition, the leaders promote representation and 

participation by enforcing the rules on recruiting members to meet the demographic 

requirements and by encouraging participation in deliberations. Members asserted the 

Council has evolved and likewise how leaders facilitate deliberations has evolved for the 
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better. Nowadays, the Council creates a more conducive environment for deliberation and 

leaders are much more professional in facilitating deliberations. 

Knowledge/expertise and experience dimension: This dimension explores the facilitative 

leaders’ capabilities that enhance role performance. When asked, “What would you 

consider to be the challenges associated with the Council’s deliberations, and in what 

ways do leaders help mediate the challenges?” members acknowledged deliberation is 

sometimes bedeviled with challenges such as the length of time it takes to reach 

consensus because of heated debates, side conversations at meetings, quorum 

requirements that sometimes make it impossible to proceed with business of the day, time 

constraints which sometimes requires short deliberations, and difficulty in understanding 

data because of volume of data.  Members concurred that leaders’ efforts in enforcing the 

rules, sticking to the agenda for the day, placing time limits on discussions, providing 

equal opportunity for participation in deliberations (thus permitting and encouraging 

divergent opinions), reframing issues to promote understanding and calling votes were 

tremendous efforts that help mediate the challenges associated with deliberations. 

Members drew attention to the fact that each leader has a unique way in dealing with the 

challenges associated with facilitating the collaborative process because of 

knowledge/expertise and experience. Members further stated some of the leaders are 

more experienced and skillful than others as is reflected in the way challenges were 

handled.  

Conflict resolution dimension: This dimension explores issues surrounding facilitative 

leaders’ efforts in resolving conflicts associated with deliberations. When asked “Are the 
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leaders critical in resolving conflicts and how?”  all members responded that the leaders 

are critical in resolving deliberation-related conflicts or disagreements. Members seemed 

to acknowledge leaders invaluable role in deliberations and enumerated the following 

means by which a leader can help resolve conflicts: follow grievance procedure, enforce 

rules, be neutral, facilitate, allow further discussion on the issue, help reframe issues, 

helps reach consensus and treat members with respect and dignity. Nonetheless, one of 

the members who also acknowledged the leaders’ role in resolving conflict stated that the 

leader can sometimes be a source of conflict, if protocols are not properly followed. 

Empowerment dimension: This dimension explores the leaders’ role in promoting 

dialogue, especially the participation of target populations in deliberations. When asked, 

“In your opinion, does the leadership facilitate the inclusion of critical stakeholders in the 

collaborative process?” all members responded in the affirmative because the felt they are 

critical stakeholders. The members asserted leaders are catalysts in engaging PWAs, 

service providers and other community leaders in deliberations.  A significant number of 

members stated that PWAs are the most critical members of the Council (even though 

acknowledged all members are critical) and the leaders’ facilitative efforts enabled PWAs 

participation in decision making. One member stated some issues; especially allocation 

priorities aroused PWAs participation than others.  

Feedback dimension: Feedback explores leaders’ effort in providing comments regarding 

participation in deliberations which include performing various assigned tasks. When 

asked, “What kinds of feedback do you receive from leaders regarding your 

participation?” Members asserted the feedback is mostly encouraging, focuses on 
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participation and leaders provide feedback on consistent basis. A majority of the 

members considered feedback to be helpful in encouraging active participation in 

deliberations. Few of the members were of the view that even though feedback is 

provided on regular basis, it has less influence on participation; commitment has already 

been made to being part of collaborative governance to promote health and well being of 

PWAs. Members also mentioned that feedback is usually provided as part of 

deliberations because of the Sunshine law prohibits further discussion of Council’s 

business outside of the formal forum of deliberation. 

5.4.3e Institutional Design  

Institutional design is one of the critical variables of the collaborative governance 

process. The design of institutions which in this case is the structure and protocols of the 

Council is essential for success in that it impacts the collaborative process and outputs. 

Dimensions that were synthesized from responses to the institutional design variable 

were rules, specific task, consensus, diversity, empowerment, facilitate, Council impact 

trust, communication, conducive environment, information session/forum, and voting.  

Dimensions such as trust, communication, a conducive environment, information 

session/forum and voting were integrated with the other dimensions for analytical 

purposes because of the relationship with the dimensions and goal to ensure clarity of 

presentation.  

Rules dimension: This dimension explore protocols of collaborative governance and their 

impact on participation in deliberations. When asked, “In your opinion, does the Council 

have clearly established ground rules of participation?” all members but one responded 
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“no”. Members felt the rules governing the Council`s deliberations were clear enough. 

The one member that has a contrary opinion expressed recent membership of the Council 

to be a factor. The member hoped to be familiar with the rules with time. When a follow 

up question was asked, “Do the rules promote active participation?”  all but one member 

responded “yes”. Members acknowledged the rules promote participation in that the rules 

helped achieve consensus, create a conducive environment for deliberation, provide every 

member the opportunity to express opinion on issues, ensure fairness of the process, 

promote good norms of participation/professionalism, and promote issue-based 

discussion, help build trust, prevent some members from monopolizing deliberation, 

ensure order and help the leader to facilitate deliberations. No vote can take place without 

a quorum. The rules require votes on issues, at least 50% plus 1 for a motion to pass. 

Specific task dimension: This dimension explores issues surrounding committee work and 

how committee helps achieve the goals of the Council. When asked, “To what extent do 

you think the organization of the Council into various committees facilitates working 

together?”and “Does it enhance achieving the objectives of the Council?” a majority of 

the members stated organization of the Council into various committees is productive. 

Each committee performs specific tasks such as planning, allocation priorities, 

community relations, recruitment, and quality management among others. The 

committees are connected and likewise their tasks. This helps the Council to achieve its 

objectives. Members further stated that organizing of the Council into committees helps 

achieve consensus, is essential for the Council’s maturity and existence, saves times in 

deliberations, helps make good and informed decisions, makes specific recommendations 

to the general Council, and enhances the efficiency of the Council. The committees are 
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the “engine” of the Council and most of the members of the Council belong to at least 

one committee. Nonetheless, one member stated s/he cannot tell because of newness to 

the process. Another member feeling that committees are not communicating what really 

works expressed reservation about committees. 

Consensus dimension: This dimension explores issues surrounding making decision to 

help address PWAs needs. When asked, “What role the structure, having various 

members in Council plays in tackling the AIDS problem?” members claimed it provides 

diverse expertise and experience in making decisions to address the HIV/AIDs problem, 

makes it possible for the Council to prioritize funding category of services, creates 

opportunity for leaders to facilitate, and promotes collective decisions to collectively 

address the AIDS problem. When asked, “Would you suggest the inclusion of target 

population help produce consensual outputs in mediating the HIV/AIDS problem?” a 

significant number of members answered affirmatively. Members asserted target 

populations consistently draw attention to PWAs needs and impact decision making in a 

positive way that helps allocate resources to meet the various needs of PWAs. Three 

members stated only well-informed target populations are helpful to making decisions.  

Members seemed to value differences in perspectives and experience because it adds 

value to the collaborative process and makes achieving consensus on various subject of 

deliberations a “must do.” 

Diversity dimension: This dimension explores representation and participation across 

various segments to the Council’s collaborative governance and the associated benefits. 

When asked, “What is the greatest strength of the Council? all members mentioned 
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diversity: diversity in representation, participation, collaborative process, committees and 

demographics is essential to making collective decisions to address the HIV/AIDS 

problem. Members asserted diversity fosters communication, consensus building, 

commitment and relationship building which enhance achieving the objectives of the 

Council. When asked, “Would you suggest the inclusion of HIV infected, affected and 

community leaders in the Council’s decision making foster democratic participation, how 

and for what benefits?” members concurred the inclusiveness of the Council provides 

opportunity for all state and non-state stakeholders to participate in decision making to 

address PWAs needs, promotes teamwork, consensus, communication, trust; especially 

trust with information, makes allocation priorities, and makes members take ownership of 

decisions. 

Empowerment dimension: This dimension explores issues surrounding target populations’ 

participation in collaborative governance of the Council. When asked, “What would you 

consider to be the contributions of the target populations to the Council’s collaborative 

governance?” members responded that target populations draw attention to the 

HIV/AIDS problem on a regular basis, draw attention to PWAs needs and services, share 

their unique experiences that help make decisions to fund categories of services, are a 

source of information on which services are effective and which services are not.  

Members collectively viewed target populations as an essential to the Council’s 

collaborative governance. When a follow up question was asked, “Has participation of 

target populations in collaborative governance modified perception of them as individuals 

or as a category of persons?  A majority of the members (including all PWAs) concurred 

it has.  One (1) member who is a PWA indicated s/he does not think perception of PWAs 
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is modified but acknowledged Council benefits by having target populations to be part of 

the collaborative process, especially if knowledgeable about the issues and the 

collaborative process. All members expressed reservation to the “category of persons” 

reference of target populations. Members’ responded to a follow up question about what 

empowers the target population by stating the Council empowers PWAs to share their 

expertise to help make decisions to address the HIV/AIDS problem, PWAs are 

empowered by participation, Council provides social network for PWAs and help reduce 

social isolation, participation helps reduce the stigma, at least, at the Council, PWAs 

participation increases access to services, PWAs are voice of the community because 

they advocate for the health and well being of other PWAs and the rest of community. 

All PWA members were emphatic that being part of Council is empowering. A majority 

of members that are not PWAs concurred on the empowerment quotient in view of 

politics associated with AIDS in early days of the epidemic. 

Facilitate dimension: This dimension explores fairness of the collaborative governance 

process in helping members develop confidence in the process. When asked, “In what 

ways do the leaders ensure the process is transparent?” members claimed the leader 

explains rules, enforces rules fairly, frames or reframes issues to promote understanding, 

facilitates discussion, and sticks to the agenda. Members acknowledged the leader`s 

efforts are key to having trust in the process, in communication and in participating in the 

process. Nonetheless, two members were of the view that even though leaders are 

expected to be impartial, such may not always be the case. Some leaders are more 

experienced than others. The two members did acknowledge that the leaders play an 

invaluable role in promoting transparency of the collaborative process. 
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Impact dimension: This dimension explores issues surrounding Council’s efforts in 

meeting the various needs of people with AIDS. When asked, “Is the Council making a 

difference?” members claimed it does. When asked, “What has been the greatest impact 

of the Council?” Members enumerated the following: continuum of care to PWAs, 

provision of various categories of services, sharing information about AIDS with the 

community, prioritizing and allocating resources, assessing needs, and proactively 

adapting to changing needs of the HIV disease. In addition, members asserted the annual 

open forum is a useful information session for community inputs on needs and services.  

Furthermore, members’ perspectives were sought on the greatest need and weakness of 

the Council. Members enumerated various needs and weaknesses instead. Needs 

identified were funds, build capacity/ training to boost participation especially of new 

members, create awareness about HIV/AIDS and Council functions, receptive to change 

and more PWAs representation and participation. Weaknesses of the Council as 

identified by the members were lack of enough input from the PWAs community, 

occasional turf wars, violation of personal privacy because of the Sunshine law, time 

constraints, diversity of interests, and intermittent changes in funding category, slow 

decision making process, long-term membership, growing epidemics and rate of staff 

turnover. Nonetheless, members perceived the Council’s efforts are essential in 

addressing the challenges associated with the HIV/AIDS problem.  

5.5 Documents: Outputs of the Councils 
 

Document reviews is an essential component to understanding collaborative 

governance of the Councils, in Broward County and Palm Beach County. Altheide (1999, 

p. 236) acknowledges the conceptual significance of document reviews to social science 
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enquiry. The review of documents is utilized to ascertain the outputs of the Councils, 

facilitative leadership and institutional design mechanisms of the collaborative process. 

Data from documents aided interpretation of the facilitative leadership and institutional 

design results sections of the study. This section focuses on Councils` documents such as 

needs assessments, comprehensive plans, and allocation priorities, with emphasis on 

allocation priorities because the documents reveal details of funded mandates by each 

Council towards providing various categories of services to PWAs in the respective 

Councils. The comprehensive plans, needs assessment and allocation priorities constitute 

the outputs of the Councils and were the focus of one of the subsidiary research 

questions. The needs assessments and comprehensive plans provide details on unmet 

needs and efforts towards ensuring a continuum of care for PWAs. The needs 

assessments and comprehensive plans are helpful for making allocation priorities in 

providing categories of services and hence detail reporting on each Council’s allocation 

priorities from 2000-2006. 

5.5.1 Comprehensive Plan 

The Comprehensive plan is one of the outputs of the HIV Health Services 

Planning Councils. The CARE Act (1990) requires the Councils to “develop a 

comprehensive plan for the organization and delivery of health services…” (Sec. 2602) to 

PWAs in the respective EMAs. Thus the comprehensive plan provides details on 

continuum of care and efforts to sustain and make necessary changes to service delivery 

in line with the changing needs of the epidemic.  

The Broward County’s and Palm Beach County’s Councils in their respective 

capacities have complied with the CARE Act mandate of developing comprehensive 
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plans to detail efforts towards addressing the HIV/AIDS problem. Each Council has 

produced two comprehensive plans within the 2000-2006 timeframe. Each 

comprehensive plan is divided into three parts. Part I profiles the epidemic, highlights 

gaps in care and efforts towards addressing various PWAs needs. Part II focuses on 

expectations of the Councils and collaborative efforts with national and state agencies as 

required by the legislation and specific critical issues to address in order to improve the 

continuum of care to PWAs. Part III provides details on objectives and activities within a 

specific timeframe and how the Councils intend to accomplish the objectives (Broward 

EMA Comprehensive Plan, 2005; Palm Beach EMA Comprehensive Plan, 2006). 

The comprehensive plan is developed through the collaborative efforts of 

members of the Councils representing various constituencies and supported by the county 

government. The comprehensive plan is progressive in that it builds on past efforts and 

makes projections for the future. The plan signifies the resolve of the Councils to address 

the HIV/AIDS problem and by doing so provide needed services to PWAs. 

5.5.2 Needs Assessment 

The Needs Assessment is one of the documents of the Councils and constitutes an 

output of the Councils.  The CARE Act, 1990, requires Councils in the various EMAs to 

“establish methods for obtaining input on community needs and priorities which may 

include public meetings, conducting focus groups, and convening ad-hoc panels” (Sec. 

2601). The Broward County’s and Palm Beach County’s Councils have conducted Needs 

Assessments regularly during the 2000-2006 periods to help make allocation decisions. 
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The Needs Assessment is intended to provide information on a continuum of care 

to PWAs and identify gaps in services (Broward County HIVPC Comprehensive Plan, 

2005; Palm Beach County CARE Council Needs Assessment Report, 2006). 

Consequently, the Needs Assessment is critical to making allocation priorities for various 

categories of services to meet various PWAs needs. The findings of the Needs 

Assessment are also highlighted in each Council`s comprehensive plan.  

The Needs Assessment is developed through the collaborative efforts of the 

Council members and PWAs in the respective counties. The Needs Assessment is 

ongoing and signifies the resolve of the Councils to provide services to meet the needs of 

PWAs. The Councils’ commitment to providing services to meeting changing needs of 

the epidemic is demonstrated by the adjustments in various allocation priorities to PWAs 

services.  

5.5.3 Allocation Priorities 

Allocation priorities are the foremost outputs of the HIV Health Services Planning 

Councils in the various EMAs, as in this case the Fort Lauderdale and West Palm Beach 

EMAs of Broward County and Palm Beach County. The allocation priorities are geared 

towards meeting various categories of PWAs needs such as health, case management and 

support services among others. For instance, the CARE Act mandates Councils to 

“establish priorities for the allocation of funds within the eligible area, including how best 

to meet each such priority and additional factors that a grantee should consider in 

allocating funds under a grant based on the-size and demographics of the population of 
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individuals with HIV disease and the needs of such population” (CARE Act, 1990: Sec. 

2601).   

Broward County’s and Palm Beach County’s Councils have utilized their 

discretion to make allocation priorities for the various categories of services in 

compliance with the CARE Act mandates since inception in the early 1990s. The 

allocation priorities were the product of deliberation and consensus decision making. 

Members’ of the respective Councils vote on the various allocation priorities, with the 

motion on each of the categories passing either unanimously or by a simple majority 

vote. The needs assessment and comprehensive plans were helpful in making various 

allocation priorities.  

This section draws on allocation priorities of the Councils within the 2000-2006 

timeframe in order to make a case for collaborative governance towards addressing the 

HIV/AIDS problem in Broward County and Palm Beach County. The details of each 

Council’s allocation priorities for the various service categories are provided. It is 

apparent each Council makes allocation priorities based on local contingencies. The 

various funded mandates as a result of the allocation priorities, alongside facilitative 

leadership and institutional design variables are critical to concluding how collaborative 

governance works in the respective Councils. 

 
5.5.3a Broward County HIV Health Services Planning Council: Allocation  

Priorities  

The following table depicts Broward County’s Council allocation priorities from 

2000-2006.  
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Table 8 

Allocations by Category and Year for the Broward County’s Council 

Allocations by Category and Year for Broward  County’s Council 
 2000 2001 2002 2003 2004 2005 2006 
Health Services : Sub-total 7,147,954 9,000,547 9,707,960 9,830,711 9,230,557 8,971,909 9,505,394 
Ambulatory/Outpatient 3,405,674 3,892,002 4,903,720 4,744,204 4,605,089 4,328,198 4,481,592 
T-I Drug/Medication Asst 1,893,000 3,243,745 3,302,695 3,435,743 3,151,884 3,151,884 3,531,975 
T-II Drug Asst. Program 
Contribute 0 0 0 0 0 0 0 
Oral/Dental 485,689 613,410 674,760 891,329 658,734 677,385 0 
Health Ins 0 0 0 0 0 0 0 
Home Health : Para/Pro. 
Care 0 0 0 0 0 0 0 
Home Health Specialized 
Care  0 0 0 0 0 0 0 
Hospice 0 0 0 0 0 0 0 
Inpatient costs 271,570 269,348 286,301 197,188 309,827 309,827 309,827 
Mental Health 134,836 108,904 70,730 100,725 126,146 125,738 125,738 
Nutritional Services 0 0 0 0 0 0 0 
Rehab 806,825 739,138 469,754 461,522 378,877 378,877 378,877 
Substance Abuse: Out 
Patient 150,000 134,000 0 0 0 0 0 
Substance Abuse: Inpatient 0 0 0 0 0 0 0 
Treatment Adherence 485,689 613,410 674,760 891,329 658,734 677,385 0 
Case Management 1,200,000 1,651,823 1,528,018 1,444,294 1,471,495 1,471,495 1,471,495 
Support Services (Sub-
total) 2,026,333 2060522 1,990,363 2,059,366 1917092 1,916,885 1,806,869 
Buddy/Companion Services 0 0 0 0 0 0 0 
Child Care  0 0 40,000 7,889 0 0 0 
Child Welfare 0 0 0 0 0 0 0 
Client Advocacy 0 0 0 0 0 0 0 
Counseling (Other) 66,774 42,524 0 0 0 0 0 
Day/Respite-Adults 0 0 0 0 0 0 0 
Emergency Financial Asst. 933,494 1,074,647 956,777 1,082,336 933,982 993,982 700,000 
Food Bank 0 86,584 99,684 6,265 0 0 0 
Health Education 0 0 0 0 0 0 0 
Housing Services 0 0 0 0 0 0 0 
Housing Related Services 0 0 0 79,819 90,849 90,849 90,849 
Legal Services 424,243 387,377 427,896 457,666 409,253 406,253 530,219 
Outreach 293,822 0 0 0 0 0 0 
Permanency Planning 0 0 37,700 49,030 39,208 39,001 0 
Psychosocial Services 0 183,675 0 0 0 0 39,001 
Referral: Health Care 0 0 0 0 0 0 0 
Referral: Clinical Research 308,000 285,715 203,004 217,164 276,073 276,073 276,073 
Transportation 293,822 0 225,302 159,197 170,727 170,727 170,727 
Other Support Services 1,200,000 1,651,823 1,528,018 1,444,294 1,471,495 1,471,495 1,471,495 
Service Related Capacity 
Dev  0 0 0 0 0 0 0 
Planning Council Support 398,409 1,080,157 443,532 443,533 443,533 433,533 433,533 
Other Planning C. 
Priorities  0 525,659 878,540 818493 744,787 850,012 760,947 
Capacity Development: not 
service related 0 0 66,000 115,778 0 0 0 
Program/ Services 
Evaluation 0 391,839 311,330 272,294 430,466 400,444 400,444 
Other Program Support 372,001 162,659 33,826 430,331 314,321 449,568 360,503 
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Source: Broward County HIVPC Priorities 2000-2006 

The Broward County’s Council has allocated $101,244,110 from 2000-2006. 

These allocations were for various categories of services such as Health Services, Case 

Management, Support Services, Service Related Capacity Development, Planning 

Council Support, Other Planning Council Priorities, Grantee Quality Management and 

Grantee Administration. The allocations have included funds for MAI since 2001(see 

Table 11). A total of 11, 708 of 16,119 people with HIV and AIDS benefitted from 

services provided as a resulted of the allocation priorities within the 2000-2006 periods 

(Broward County HIVPC Comprehensive Plan, 2006-2009; Broward County HIVPC 

Ryan White Title 1 Service Utilization, 2006). 

A majority of the allocated funds were for core medical services (up to 75% of 

annual allocation) as required by the legislation. The core medical services consist of 

outpatient and ambulatory health services; AIDS drug assistance program treatments; 

AIDS pharmaceutical assistance; oral health care; early intervention services; health 

insurance premium and cost sharing assistance for low-income individuals; home health 

care, medical nutrition therapy; hospice services, home and community-based health 

services, mental health services; substance abuse outpatient care; medical case 

management, including treatment adherence services; and support services (CARE Act, 

2006/1990: Sec. 2604). The Broward County’s Council has consistently allocated most 

resources for core medical services in compliance with the legislation. 

Grantee Quality  
Management  0  0  0 172,373 204,608 237,218 237218 
Grantee Administration 561,455 637,843 743,642 688,043 737,478 730,582 748,182 
TOTAL 11,705,792 14,430,892 15,325,881 15,456,723 14,749,550 14,611,634 14,963,638 

NB: includes MAI FUNDS and Carry over for some years 
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Allocations from 2000-2006 were $ 11,705,792; $14,430,892; $15,325,881; 

$15,456,723; $14,749,550; $14,611,634; and $14,963,638 respectively. A total of  

$101,244,110 has been allocated. The highest allocation for the period was $15,456,723 

for 2003. The lowest allocation was $11,705,792 for 2001. The allocations fluctuated 

between pending budget situation. 

The Health Services category consistently received the highest amount of 

allocations within the 2000-2006 periods. Of the $ 101,244,110 allocated within the 

period, Health Services received a total of $ 63,395,032, which constituted 62.61% of the 

allocations. The highest allocation to the Health Services category is reflected in the 

various annual allocations (see Table 8). Support Services received $13,777,430 

(13.60%); Case management received $10,238,620 (10.11%); Other Planning Council 

Priorities received $5,132,936(5.06%); Grantee Administration received   

$4,847,225(4.78%); Planning Council Support received $3,121,732 (3.08%); Grantee 

Quality Management received $851,417 (0.84%). There was no allocation for the 

Services Related Capacity Development category.  

The allocations for the various mandated categories and the component mandates 

fluctuate between pending budget situations and identified priorities of the Council at 

each point in time. Some of the component mandates were not funded at all while others 

were funded in some years but unfunded in subsequent years or vice versa (see table 8).  

Nonetheless, component mandates such as ambulatory/outpatient services, 

drug/medication assistance, oral/dental health, mental health, nutritional services, 

substance abuse, food bank, outreach, transportation, home health, other program 

support, consistently received funding. 
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5.5.3b Palm Beach County HIV Comprehensive AIDS Resources Emergency  
Council 

The following table depicts Palm Beach County’s Council allocation priorities 

from 2000-2006.  

Table 9 

Allocations by Category and Year for Palm Beach County’s Council 

Allocations by Category and Year for Palm Beach County’s Council 
 2000 2001 2002 2003 2004 2005 2006 
Health Services : Sub-total 3,201,638 3,061,118 3,999,960 4,132,241 4,018,875 4,525,267 4,377,190 
Ambulatory/Outpatient 1,242,350 1,328,885 1,893,605 1,931,687 1,914,188 2,299,730 2,293,730 
T-I Drug/Medication Asst 435,300 466,700 450,633 630,838 678,333 939,010 670,617 
T-II Drug Asst. Program 
Contribute 56,200 132,230 353,264 207,370 195,638 0 210,393 

Oral/Dental 316,864 277,726 279,013 306,914 306,914 356,000 356,000 
Health Ins 0 2,364 19,929 13,250 27,059 60,000 50,000 
Home Health : Para/Pro. Care 286,638 262,487 81,926 168,131 183,527 205,527 0 
Home Health Specialized Care  0 0 2,281 5,000 5,000 5,000 145,000 
Hospice 0 0 0 0 0 0 5,000 
Inpatient costs 0 0 0 0 0 0 0 
Mental Health 321,519 260,235 421,633 286,918 269,366 285,000 247,950 
Nutritional Services 48,500 24,500 35,742 35,763 0 0 0 
Rehab 0 0 0 0 0 0 0 
Substance Abuse: Out Patient 240,362 220,194 104,809 70,792 50,000 50,000 43,500 
Substance Abuse: Inpatient 0 0 290,146 388,942 300,000 300,000 200,000 
Treatment Adherence 253,905 85,797 66,979 86,609 88,850 25,000 155,000 
Case Management 1,763,552 1,724,308 2,594,734 2,756,002 2,600,000 300,000 2,580,027 
Support Services (Sub-total) 2,004,462 2032300 2,019,286 2,352,838 1,693,887 975,000 400,000 
Buddy/Companion Services 28,238 23,190 0 0 0 0 0 
Child Care  72,168 100,000 0 0 0 0 0 
Child Welfare 0 0 0 0 0 0 0 
Client Advocacy 316,805 342,150 79,500 0 0 0 0 
Counseling (Other) 78,270 90,309 0 0 0 0 0 
Day/Respite-Adults 0 0 117,915 0 0 0 0 
Emergency Financial Asst. 51,433 68,343 444,350 122,020 130,000 110,000 75,000 
Food Bank 407,984 321,278 0 499,940 300,000 275,000 75,000 
Health Education 0 0 0 0 0 0 0 
Housing Services 620,138 774,465 605,507 906,117 519,310 0 0 
Housing Related Services 0 0 0 0 0 0 0 
Legal Services 0 0 402,500 430,385 407,000 375,000 200,000 
Outreach 0 97,795 80,500 92,332 72,577 0 0 
Permanency Planning 0 0 82,993 59,496 85,000 65,000 0 
Psychosocial Services 0 0 0 0 0 0 0 
Referral: Health Care 0 183,675 0 0 0 0 0 
Referral: Clinical Research 0 0 0 0 0 0 0 
Transportation 158,576 137,456 194,141 203,474 180,000 150,000 50,000 
Other Support Services 90,573 77,314 11,880 39,074 0 0 0 
Service Related Capacity Dev 0 0 0 0 0 0 0 
Planning Council Support 412,060 411,104 478,192 481,525 400,000 350,000 250,000 
Other Planning C. Priorities 882,858 675,683 242,275 349,926 225,499 200,000 175,000 
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Source: Palm Beach County’s Council Priorities 2000-2006 

The Palm Beach County’s Council as allocated a total of $63,830,957 from 2000-

2006. These allocations were for various categories of services such as Health Services, 

Case Management, Support Services, Service Related Capacity Development, Planning 

Council Support, Other Planning Council Priorities, Grantee Quality Management and 

Grantee Administration. The allocations include funds for MAI since 2001 (see Table 9).  

A total of 5,143 of 7,049 people with HIV and AIDS benefitted from services provided as 

a result of the allocations (CARE Council Comprehensive Plan 2006, CARE Council 

Count of Clients and Service Report, 2009). 

The majority of the allocations were for core medical services (up to 75% of 

annual allocations) as required by the legislation. The core medical services consist of 

outpatient and ambulatory health services, AIDS drug assistance program treatments, 

AIDS pharmaceutical assistance, oral health care, early intervention services, health 

insurance premium and cost sharing assistance for low-income individuals, home health 

care, medical nutrition therapy, hospice services, home and community-based health 

services, mental health services, substance abuse outpatient care, medical case 

management, including treatment adherence services, and support services (CARE Act, 

2006/1990: Sec.2604). The Palm Beach County’s Council has consistently allocated most 

resources for core medical services in compliance with the legislation. 

Capacity Development: not 
service related 26,981 0 0 124,726 25,499 0 0 

Program/ Services Evaluation 0 0 242,275 0 0 0 0 
Other Program Support 443,818 264,579 163,450 225,200 200,000 200,000 175,000 
Grantee Quality  Management 0 0 163450 173,352 60,000 0 80,000 
Grantee Administration 358,452 302,439 432,827 343,759 410,434 476,330 413,801 
TOTAL 8,210,963 7,795,848 10,023,220 10,589,616 9,408,695 9,526,597 8,276,018 

NB: includes MAI FUNDS and Carry over for some years 
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Allocations from 2000-2006 were $ 8,210,963; $7,795,848; $10,023,220; 

$10,589,616; $9,408,695; $9,526,597; and $8,276,018 respectively. A total of  

$ 63,830,957 has been allocated. The highest allocation for the period was $10, 589,616 

for 2003. The lowest allocation was $7,795,848 and was for 2001. The allocations 

fluctuate pending the budget situation. 

The Health Services category consistently received the highest amount of 

allocation within the 2000-2006 periods. Of the $63,830,957 allocated within the period, 

Health Services received a total of $27,316,289, which constituted 50.3% of the 

allocations. The highest allocation to the Health Services category is reflected in the 

various annual allocations (see Table 9). Case management received $17,018,623 

(26.66%); Support Services received $11,477,773 (17.98%); Planning Council Support 

received $2,782,881(4.35%); Other Planning Council Priorities received 

$2,751,241(4.31%); Grantee Administration received $2,738,042; and Grantee Quality 

Management received $476,802 (0.74%). There was no allocation for the Services 

Related Capacity Development category.  

The allocations for the various services categories fluctuated between pending 

budget situations and the identified priorities of the Council at a point in time. Some of 

the dimensions were not funded at all while others were funded in some years but 

unfunded in subsequent years. Nonetheless, category dimensions such as 

ambulatory/outpatient services, drug/medication assistance, oral/dental health, mental 

health, substance abuse, food bank, transportation, emergency financial assistance, home 

health, other program support, and treatment adherence received funding on annual bases. 
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5.5.3c Minority AIDS Initiative Allocation (MAI) 
 

MAI was launched in 1998 in recognition of the devastating impact of HIV/AIDS 

on racial minorities, especially African Americans and Hispanic populations in the U.S.  

The goal was to provide additional funds to supplement CARE Act funds to EMAs 

heavily impacted by the AIDS epidemic, and Congress responded by allocating funds to 

that effect (Aragón & Jennifer, 2004).   

The Broward County’s and Palm Beach County’s Councils have been receiving 

MAI funds since 2001. The Councils use the funds to supplement Part A allocations for 

the various mandated categories. This section focuses on the amount received by each 

Council since 2001 and how it has been allocated as part of the efforts towards promoting 

health and well being of PWAs. The MAI allocations were included in the allocation 

priorities for the respective counties but segmented for the sake of argument. 

Table 10 

Broward County’s Council MAI Allocation 

The table below shows Broward County’s Council MAI allocations from 2001-2006 

Allocations: Broward County’s Council  Minority AIDS Initiative  2000-2006 

 2000 2001 2002 2003 2004 2005 2006 

Health Services : Sub-total 0 596,445 677,340 574,024 694,009 659,261 559,261 

Ambulatory/Outpatient 0 28,946 249,950 220,440 277,365 242,617 142,617 
T-I Drug/Medication Asst 0 0 35,550 35,550 40,000 40,000 40,000 
T-II Drug Assistance Program 
Contribution 0 0 0 0 0 0 0 
Oral/Dental 0 0 0 0 0 0 0 
Health Ins 0 0 0 0 0 0 0 
Home Health 0 0 0 0 0 0 0 
Hospice 0 0 0 0 0 0 0 
Inpatient costs 0 0 0 0 0 0 0 
Mental Health 0 115,000 126,000 61,846 112,408 112,408 112,408 
Nutritional Services 0 50,000 61,826 52,610 48,968 48,968 48,968 
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Source: Broward County’s Council Priorities 2000-2006 

 

Since 2001, the Broward County’s Council has received a total of $6,131,485 

(6.05% of allocation during the period) as MAI and has allocated the funds to 

complement Part A allocations for various mandated categories. Most of the allocations 

$3,760,340 (61.32%) complement Health Services category and $2,131,131 (34.75%) 

complement the Support Services category. Other Planning Council Priorities received 

$150,155 (2.44%) and Case Management received $89,859 (1.46%) of the allocation. 

The highest MAI allocation for Health Services was $694,009 for 2004, and the lowest 

Rehab 0 0 0 0 0 0 0 
Substance Abuse 0 308,499 239,564 203,578 215,268 215,268 215,268 
Treatment Adherence 0 94,000 0 0 0 0 0 
Case Management 0 0 0 0 29,953 29,953 29,953 
Support Services (Sub-total) 0 285,499 361,020 323,480 345,860 345,653 469,619 
Buddy/Companion Services 0 0 0 0 0 0 0 
Child Care  0 0 0 0 0 0 0 
Child Welfare 0 0 0 0 0 0 0 
Client Advocacy 0 0 0 0 0 0 0 
Day/Respite-Adults 0 0 0 0 0 0 0 
Emergency Financial Asst. 0 0 0 0 0 0 0 
Food Bank 0 0 0 0 0 0 0 
Health Education 0 0 0 0 0 0 0 
Housing Services 0 0 0 0 0 0 0 
Housing Related Services 0 0 0 0 0 0 0 

Legal Services 0 0 0 0 0 0 0 
Outreach 0 285,499 331,020 281,263 306,652 306,652 430,618 
Permanency Planning 0 0 0 0 0 0 0 
Psychosocial Services 0 0 30,000 42,217 39,208 39,001 39,001 

Referral: Health Care 0 0 0 0 0 0 0 

Referral: Clinical Research 0 0 0 0 0 0 0 
Transportation 0 0 0 0 0 0 276,073 
Other Support Services 0 0 0 0 0 0 0 
Service Related Capacity Dev 0 0 0 0 0 0 0 
Planning Council Support 0 0 0 0 0 0 0 

Other Planning C. Priorities 0 0 47,790 102,365 0 0 0 
Capacity Development: not service 
related 0 0 47,790 102,365 0 0 0 
Program/ Services Evaluation 0 0 0 0 0 0 0 
Other Program Support 0 0 0 0 0 0 0 
Grantee Quality Management  0  0  0 0 0 0 0 
Grantee Administration 0 0 0 0 0 0 0 
TOTAL 0 881,944 1,086,150 999,869 1,069,822 1,034,867 1,058,833 



202 

 

allocation $559,261 was for 2006. The highest MAI allocation for Support Services was 

$469,619 for 2006 and the lowest allocation $ 285,499 was for 2001 allocation period. 

Broward County’s Council has been consistent in spreading the allocation among the 

various categories. 

Table 11 

Palm Beach County’s Council MAI Allocation 

The table below shows the MAI allocations for Palm Beach County’s Council from 
2001-2006 

Allocations: Palm Beach County’s Council Minority AIDS Initiative  2000-2006 

 2000 2001 2002 2003 2004 2005 2006 

Health Services : Sub-total 0 100,744 0 0 0 0 0 

Ambulatory/Outpatient 0 0 0 0 0 0 0 

T-I Drug/Medication Asst 0 0 0 0 0 0 0 
T-II Drug Assistance Program 
Contribution 0 0 0 0 0 0 0 

Oral/Dental 0 0 0 0 0 0 0 

Health Ins 0 0 0 0 0 0 0 

Home Health: Para/Pro. Care 0 0 0 0 0 0 0 
Home Health Specialized Care  0 0 0 0 0 0 0 
Hospice 0 0 0 0 0 0 0 

Inpatient costs 0 0 0 0 0 0 0 

Mental Health 0 14,947 0 0 0 0 0 
Nutritional Services 0 0 0 0 0 0 0 
Rehab 0 0 0 0 0 0 0 
Substance Abuse: Out Patient 0 0 0 0 0 0 0 
Substance Abuse: Inpatient 0 0 0 0 0 0 0 

Treatment Adherence 0 85,797 0 0 0 0 0 

Case Management 0 188,499 458,204 500,255 866,323 766,268 673,964 

Support Services (Sub-total) 0 345,317 381,047 351,000 0 0 0 
Buddy/Companion Services 0 0 0 0 0 0 0 
Child Care  0 0 0 0 0 0 0 

Child Welfare 0 0 0 0 0 0 0 

Client Advocacy 0 0 0 0 0 0 0 
Counseling (Other) 0 0 0 0 0 0 0 
Day/Respite-Adults 0 0 0 0 0 0 0 
Emergency Financial Asst. 0 0 0 0 0 0 0 
Food Bank 0 27,300 0 0 0 0 0 
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Source: Palm Beach County’s Council Priorities 2000-2006 

Since 2001, the Palm Beach County’s Council has received a total of 

$4,631,621(4.57% of allocation for the period) as MAI and has allocated the funds to 

complement Part A allocations for various mandated categories. The majority of the MAI 

allocations $3,453,513 (74.56%) complement the Case Management category and 

$1,077,364 (23.26%) complement the Support Services category. The highest MAI 

allocation for Case Management, $866,323 was for 2003, and the lowest allocation 

$188,499 was for 2001. The highest MAI allocation for Support Services was $381,047 

for 2002, and the lowest allocation $345,317 was for 2001. The Palm Beach County’s 

Council subsequent MAI allocations (since 2004) were solely to complement the Case 

Management category as determined by the Council.  

The Broward County’s and Palm Beach County’s Councils have allocated 

resources to various mandated categories within the 2000-2006 periods in compliance 

with the legislation. Both Councils have consistently funded key services in an attempt to 

Health Education 0 0 0 0 0 0 0 
Housing Services 0 220,222 381,047 351,000 0 0 0 
Housing Related Services 0 0 0 0 0 0 0 

Legal Services 0 0 0 0 0 0 0 
Outreach 0 97,795 0 0 0 0 0 
Permanency Planning 0 0 0 0 0 0 0 
Psychosocial Services 0 0 0 0 0 0 0 

Referral: Health Care 0 0 0 0 0 0 0 

Referral: Clinical Research 0 0 0 0 0 0 0 
Transportation 0 0 0 0 0 0 0 
Other Support Services 0 0 0 0 0 0 0 
Service Related Capacity Dev 0 0 0 0 0 0 0 
Planning Council Support 0 0 0 0 0 0 0 

Other Planning C. Priorities 0 0 0 0 0 0 0 
Capacity Development: not service 
related 0 0 0 0 0 0 0 
Program/ Services Evaluation 0 0 0 0 0 0 0 
Other Program Support 0 0 0 0 0 0 0 
Grantee Quality Management 0 0 0 0 0 0 0 
Grantee Administration 0 0 0 0 0 0 0 
TOTAL 0 634,560 839,251 851,255 866,323 766,268 673,964 



204 

 

meet PWAs needs within the respective jurisdiction. For instance, ambulatory/outpatient 

services, drug/medication assistance, oral/dental health, mental health, nutritional 

services, substance abuse, food bank, outreach, transportation, home health and other 

program support, were funded annually. 

The categories of outmost priority that received the majority of the allocations in 

the respective Councils were Health Services, Case Management, and Support Services. 

Out of the three categories, Health Services received most of the allocation, followed by 

Case Management. Nonetheless, the order of allocation priorities for the categories varies 

per Council. The difference in funding categories points to the use of discretion by each 

Council to allocate resources based on what best serves the interests of PWAs while at 

the same time adhering to the 75% mandated allocation to core medical services 

categories. 

Broward County’s Council order of allocation priorities (in descending order) 

were Health Services, Case Management, Other Planning Council Priorities, Grantee 

Administration, Planning Council Support, and Grantee Quality Management. Palm 

Beach County’s Council order of allocation priorities were Health Services, Case 

Management, Support Services, Planning Council Support, Other Planning Council 

Priorities, Grantee Administration, and Grantee Quality Management. Both Councils did 

not allocate funds for Services Related to Capacity Development category.  In addition, 

Broward consistently funded outreach and nutritional services instead, whereas Palm 

Beach funded mandated category components such as emergency financial assistance and 

treatment adherence on a consistent basis.  
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The similarities and differences in allocation priorities by the two Councils are 

also evidenced by the MAI allocations over the period. Broward County’s Council 

allocated MAI funds for mostly Health Services and Support Services categories. On the 

other hand, Palm Beach County’s Council allocated a majority of the MAI funds to 

complement the Case Management category and the rest to complement the Support 

Services category. Other categories are Other Council Planning Priorities and Case 

Management received a small percentage of the allocations. Both Councils utilized MAI 

funds to support core medical services. Support Services and Case Management were the 

common categories that received MAI allocations at the respective Councils. 

The difference in allocation priorities for the various service categories are based 

on situational exigencies of the respective Councils, use of discretion and efforts to meet 

the most urgent needs of PWAs. Each Council’s Needs Assessments and Comprehensive 

Plans are helpful in determining the order of allocation priorities. Both Councils make 

necessary adjustments to the allocations, as and when necessary. On the average, 

Broward County’s Council received twice the funding from CARE Act than the Palm 

Beach County’s Council. The difference in amount received annually is partly contingent 

on the number of PWAs served and the extent of HIV/AIDS cases.  

This chapter focuses on results of the study; specifically results of collaborative 

governance survey, observations, interviews and document reviews. The results are 

essential to knowledge and understanding of collaborative governance of the Councils  in 

Broward County and Palm Beach County in addressing the HIV/AIDS problem and by so 

doing demonstrate efforts in realizing the legislative intents of the CARE Act.  
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The quantitative results revealed members of the respective Councils felt the 

Councils employed collaborative governance by promoting representation and 

participation of relevant state and non-state stakeholders in collective decision making 

and/or implementation. The observations highlighted the facilitative efforts of chairs at 

the committee and general Council meetings and how established institutional design 

mechanisms promote deliberation and making decision by consensus. Furthermore, the 

interview results revealed the critical role of facilitative leaders and institutional design to 

ensuring the success of collaborative governance through effective collaborative process, 

specifically in building trust, commitment to the process and shared understanding of the 

Council members. The success of the collaborative governance is evidenced by allocation 

priorities and other outputs of the Councils in meeting the needs of PWAs in the 

respective counties. Results from document reviews, specifically, allocation priorities 

drew attention to efforts of the respective Councils in making allocation priorities to 

providing various categories of services to PWAs. Both Councils allocate most of their 

financial resources to meet core medical needs of PWAs as mandated and the Councils 

utilized their discretion to best address identified needs. 

Both Councils are more similar than different in their collective efforts towards 

addressing the HIV/AIDS problem and both embrace the politics of collective decision 

making. Broward County’s Council spent more time in making decision by consensus 

compared to Palm Beach County’s Council. Nonetheless both Councils decisions were 

subject to either unanimous vote or simple majority vote. The Councils bear 

responsibility for outputs. The quantitative and qualitative results were complementary 
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and highlights how collaborative governance of the HIV Health Services Planning 

Councils are essential to addressing the AIDS epidemic.  

The next chapter discusses the findings based on the results presented in this 

chapter relative to collaborative governance at the Broward County’s and Palm Beach 

County’s Councils. Thus, the chapter will blend the quantitative and qualitative results to 

establish how collaborative governance works in the respective Councils in addressing 

challenges posed by the HIV/AIDS problem. In addition, the chapter discusses a model 

for HIV/AIDS collaborative governance based on the experiences of the Councils and 

draws implications for public policy and administration.
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CHAPTER SIX 

THE CASE OF COLLABORATIVE GOVERNANCE IN SOUTH FLORIDA 

In this concluding chapter, I discuss the findings of the study based on interviews, 

surveys, observations and document reviews as presented in the previous chapter. The 

findings are essential to knowledge and understanding of collaborative governance in 

Broward County and Palm Beach County towards addressing the HIV/AIDS problem as 

highlighted in chapters 1 through 5. In addition, I discuss the conceptual model for 

collaborative governance and argue how collaborative governance works in Broward 

County and Palm Beach County to promote addressing the HIV/AIDS problem, primarily 

through providing care and treatment services to PWAs as a result of making allocation 

priorities and involving relevant state and non-state stakeholders in decision making. The 

representation and participation of target populations and other relevant stakeholders in 

decision making facilitates collective problem solving. The findings suggest the Councils 

are more similar than different in variables of collaborative governance. The Councils are 

similar in the collaborative process such as trust building, commitment to the process and 

shared understanding. Also, the Councils are similar in facilitative leadership and 

institutional design (the critical variables of collaborative governance) but are different in 

some dimensions of the critical variables. Also, the Councils are different in allocation 

priorities. In conclusion, I draw implications of the study for public policy and 
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administration, highlight some limitations of the study and make some recommendations 

for future research on collaborative governance. 

6.1 Discussion of Research Findings 

Quantitative and qualitative analyses are complementary and help elucidate the 

collaborative governance conceptual framework relative to addressing the HIV/AIDS 

problem in South Florida. The quantitative and qualitative data substantiate collaborative 

governance as an iterative and multi-dimensional concept, consisting of dimensions such 

as deliberative, consensus, and formal engagement of state and non-state stakeholders in 

collective decision making and implementation (Ansell & Gash, 2007, pp.2-3). The 

analysis revealed the Councils in Broward County and Palm Beach County are 

collaborative and are making allocation priorities in addressing various needs of PWAs. 

For instance, collaborative governance of the Councils allows target populations to chair 

the general Council and committee meetings which are critical to making allocation 

priorities and producing other relevant outputs in providing needed treatment and 

intervention services. In addition, qualitative analysis provides an in-depth understanding 

of key variables in the collaborative process such as trust building, commitment to the 

process, shared understanding, and critical variables such as facilitative leadership and 

institutional design. The collaborative process variables and the critical variables have 

respective dimensions and are interconnected in way that helps one understand the 

iterative nature of the collaborative governance model for collective decision making and 

implementation. Facilitative leadership and institutional design are the major contributors 

to the collaborative process and in producing the outputs. Nonetheless, both Councils 
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have to deal with challenges of collective decision making such as occasional conflicts in 

deliberation and politics of resource allocation.  

The analysis of collaborative governance of Broward County’s and Palm Beach 

County’s Councils, as it relates to producing outputs in funding categories of services for 

PWAs were partly due to consensus and empowerment of members in the collaborative 

process. Consensus and empowerment emerged from the data based on synthesis of 

members’ response to questions asked. Consensus and empowerment relates with 

collaborative process variables such as trust building, commitment to the process, shared 

understanding, and the critical variables such as facilitative leadership and institutional 

design. Consensus highlights issues surrounding deliberations and making allocation 

priorities as part of efforts to meet needs of PWAs in line with the legislative mandate.  

The Councils are not just consensus-oriented as the literature suggests is the case in some 

instances of collaborative governance but the Councils strived to make decision by 

consensus on a regular basis (Ansell & Gash, 2007; Gray, 1989; Bryson et al. 2006).  

The collective involvement of state and non-state stakeholders in collaborative 

governance as mandated by the CARE Act facilitated the empowerment of target 

populations who would have otherwise been excluded from the policy process. PWAs 

members of both Councils feel empowered by participating in collaborative governance 

which enhanced promoting the health and well being of fellow PWAs. Members asserted 

empowerment via participation in the Councils partly contributed to modification of the 

perception of PWAs at the Council. 

In the following sections of this chapter, I draw on the similarities and differences 

of the two Councils to make a case for how collaborative governance works in addressing 
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the HIV/AIDS problem in Broward County and Palm Beach County. The discussion is 

based on collaborative conceptual framework, starting with the CARE Act and politics of 

AIDs, as relates to social construction of target populations. In addition, I discuss 

findings of collaborative process variables, the critical variables and conclude with 

outputs but with emphasis on allocation priorities. Overall, I explicate HIV/AIDS 

collaborative governance via the experience of the two Councils in South Florida as part 

of the implementation of the CARE Act in addressing challenges associated with the 

AIDS epidemic. 
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The CARE Act laid the foundation for participatory decision making involving 

state and non-state stakeholders, as in this case, HIV infected and affected and 

community leaders in collaborative governance at EMAs that were hardest hit by the 

AIDS epidemic. The legislation facilitates shared understanding of the problem and the 

need to act collaboratively and sets the standards, modes of operation, tasks and outputs 

for collaborative governance of the Councils and thereby fosters making decisions by 

consensus for the “common good” (CARE Act, 1990; 2006; Bryson & Crosby, 1992). 

The legislation became the “ultimate variable” for collective response to the HIV/AIDS 

problem in the respective counties. Nonetheless, the legislation was shaped by politics of 

AIDS at the onset of the AIDS epidemic (Theodoulou, 1996; Donovan, 2001). Also, how 

collaborative governance works at the local level is partly contingent on local 

arrangements and commitment of the stakeholders in working as a team. Over time, the 

legislation and efforts of stakeholders with interest in the HIV/AIDS problem help 

modify the social construction of PWAs from undeserving to deserving of government 

assistance (Schneider & Ingram, 1993). Furthermore, target populations, thus PWAs 

became key stakeholders in the policy process, especially in making decisions at the 

county level as part of implementation of the CARE Act. 

The CARE Act of 1990 and its subsequent modifications (1996, 2000 and 2006) 

mandate HIV Health Services Planning Councils to perform the following: 

       establish priorities for the allocation of funds within the eligible area;    

       develop a comprehensive plan for the organization and delivery of  

       health services described in section 2604 that is compatible with any  

       existing State or local plan regarding the provision of health services  
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       to individuals with HIV disease; and  assess the efficiency of the  

       administrative mechanism in rapidly allocating funds to the areas of  

       greatest need within the eligible area”( CARE Act, 1990; Sec.    

       2602. b. 3). 

For analytical purposes, this study focuses on allocation priorities, as the foremost output 

of the Councils but mentions the contributions of other outputs such as Comprehensive 

Plans and Needs Assessment Reports to helping members of the Councils to judiciously 

allocate resources. Broward County’s and Palm Beach County’s Councils in respective 

capacities have attempted fulfilling the legislative mandates as evidenced by the 

quantitative and qualitative data, and consequently are addressing the HIV/AIDS 

problem. 

The two Councils are much similar than different in collaborative governance 

towards addressing the HIV/AIDS problem. The extensive similarities are partly due to 

the CARE Act in setting the foundation for existence and continuous operation of both 

Councils and the willingness of the members of both Councils to work collaboratively. 

The Councils are closely related in all the collaborative process variables and the 

respective dimensions. In addition, the Councils are largely similar in the critical 

variables (facilitative leadership and institutional design) and the respective dimensions 

with some few exceptions. Both Councils have similar outputs with some differences in 

amount of allocation priorities and number of clients served. The differences points to the 

uniqueness of each Council and how each Council tries to address the challenges posed 

by the HIV/AIDS conundrum in its jurisdiction. The membership of both Councils 

consists of HIV infected and affected, service providers, and non-elected community 
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leaders (Broward County HIVPC Bylaw 2006; Palm Beach County HIVCC Bylaw, 

2005). 

The Councils are similar in many ways in collaborative governance and have to 

deal with challenges of collective decision making and/or implementation in like manner. 

These challenges include conflicts associated with deliberation, lack of enough input 

from the PWAs community, time constraints, diverse interests, and intermittent changes 

in funding some categories due to financial constraints, a slow decision- making process, 

and the growing AIDS epidemic. On average, Palm Beach County’s Council spent less 

time making decision by consensus compared to Broward County’s Council. 

Nonetheless, both Councils are making conscious efforts to address the HIV/AIDS 

conundrum in the respective counties as evidenced in the ensuing discussion of the 

collaborative process and critical variables of collaborative governance and outputs such 

as allocation priorities. 

6.3.1 Trust Building 

Trust building is essential for working together to address complex problems such 

as HIV/AIDS. The complex nature of the problem demands collective response from 

state and non-state stakeholders with a common resolve to alleviate the devastating 

impacts of the AIDS epidemic on infected and affected individuals and the rest of 

society. The resolve to make a difference can best be realized when the stakeholders learn 

to trust each other. Trust plays an important role in collaborative governance and 

conscious attempt at trust building takes time and effort (Huxham & Vangen, 2005; 

Holton, 2001).   
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Trust is a principal dimension of the trust building variable of the collaborative 

process because of the value it adds to collaborative governance. Trust bolsters 

cooperation among the collaborative partners and task performance (Chiles & McMackin 

1996; Smith, 1995). Nonetheless, trust is not the only dimension associated with trust 

building. Other dimensions identified in this study were communication, working 

together as a team, the Sunshine law, facilitate, respect for the opinion of other members, 

equality in representation and participation, time, consensus, and voting.  Together, these 

dimensions enhance the possibility of achieving the objectives of addressing the 

HIV/AIDS problem in Broward County and Palm Beach County. 

It is apparent that “Sunshine” law provisions that encourage full disclosure and 

prevents discussing Council-related businesses outside of the formal forum of 

collaboration help build trust among the members and even commitment to the 

collaborative process. With the Sunshine law being one of the bases for trust, the law 

made it possible for the members to channel energies towards fulfilling respective tasks 

at the committee and general Council meetings. The provision to fine and/or remove 

members for violation of the law created a sense of responsibility among the members to 

adhere to the protocols governing collaborative governance (Palm Beach County Board 

of County Commissioners, 2007). 

Furthermore, the CARE Act mandate of equality in representation and 

participation enhance trust building among the members. The Act established the basis 

for teamwork of the state and non-state stakeholders in collaborative governance. The 

provisions that prohibit service providers from chairing the Council encourage 

declaration of conflict of interests and resolving grievances associated with allocation 
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priorities and other Council deliberations enhance trust building (CARE Act, 1990: Sec. 

2601; Broward County’s HIVPC Bylaw 2006; Palm Beach County HIVCC Bylaw, 

2005). Consequently, members became encouraged to share their knowledge and 

expertise to facilitate collective decisions to address the HIV/AIDS problems, thus 

fostering effective team performance (Katzenbach & Smith, 1993). 

Members of both Councils acknowledged trust is essential to working together 

and stated it takes collective effort of stakeholders in collaborative governance to build 

trust over time (Vangen & Huxham, 2003b; Kramer & Tyler, 1995). A majority of the 

members admitted there is at least trust to get the job done and trust in the collaborative 

process. The CARE Act, Council Bylaws, policies and procedures played a role in 

helping members build trust over time. Consequently, trust among members of the 

Councils fosters working together and has facilitated efforts towards addressing the 

HIV/AIDS problem in the respective counties. 

6.3.2 Commitment to the Process 
 

Commitment to the collaborative process, as is the case with HIV Health Services 

Planning Councils in Broward and Palm Beach counties is essential for success in 

addressing the problem. Commitment focuses on the willingness of the state and non-

state stakeholders, in this case, members of the respective Councils, to work together to 

achieve the objectives of collaborative governance (Ring & Van de Ven, 1994, p. 98). By 

commitment to the collaborative process, the members consented to abide by the 

protocols, embrace the challenges associated with collaborative governance and derive 

mutual gains (Burger et al. 2001; Walters, 2000; Hudson et al. 1999). Based on the data, 
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members of both Councils were committed to promoting the health and well being of 

PWAs in the respective counties. 

The dimensions synthesized from responses relative to the commitment to the 

process variable were commitment, knowledge/expertise, consensus, and facilitate. Both 

Councils share similar perspectives on commitment to collaborative governance. 

Members of both Councils were committed to making a difference in the lives of people 

with AIDS through regular participation in decision making, performing assigned tasks in 

various committees, participating in community forums and advocating for the 

community of the infected and affected population. Furthermore, members demonstrated 

their commitment by sharing knowledge/expertise and experience to collaboratively 

make allocation priorities to best address PWAs needs.  

Analysis of qualitative data further revealed that consensus and facilitative 

leadership were essential to commitment to the process of collaborative governance. 

Members of both Councils admitted perspectives were valued; even in instances where 

perspective have little relevance to subject of deliberations. Thus, the members have high 

regard for each others contributions and collectively created environment conducive for 

participation and reaching consensus. Consequently, the members trusted in each other at 

least to get the job done. They have strengthened their resolve to be change agents in the 

respective communities, and have committed to taking collective ownership of the 

collaborative process and bearing responsibility for outputs of collaborative governance.  

The facilitative leaders’ (chairs at the committee and general Council meetings) 

efforts complement reaching consensus and commitment to the process. Members of both 

Councils alluded to the invaluable role that facilitative leaders play in fostering 
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commitment to collaborative governance. The facilitative leaders’ skills such as the skill 

to stimulate and steer deliberations, fairness in the collaborative process and in 

addressing challenges of deliberation, building relationship and mentorship roles 

enhanced members` commitment to the process. The facilitative leaders’ explicit and 

implicit actions became a catalyst for commitment to the collaborative process and hence 

bolstered the resolve of members to work collectively to achieve the objectives of 

collaborative governance for the “common good.” 

Members of both Councils demonstrate commitment to the collaborative process 

by the collective efforts to advance the interests of PWAs. Members’ volunteered time, 

incurred personal costs and expended other resources as part of participation in the 

collaborative process. Members’ commitment was bolstered by awareness of the different 

allocation priorities to various services have made in the health and well being of PWAs. 

6.3.3 Shared Understanding 
 

Shared understanding of the HIV/AIDS problem and the CARE Act’s intentions 

and purposes by members of the HIV Health Services Planning Councils in both counties 

is essential for collective response to the problem. Shared understanding impresses upon 

the members to work as a team to provide needed services to meet various PWAs needs 

(Theodoulou, 1996; Davies & Boruch, 2001; Milbourne et al. 2003). Based on the data, 

the members of the respective Councils have demonstrated an understanding of the AIDS 

problem and have endeavored to fulfill various tasks, as necessary to addressing 

challenges associated with the AIDS epidemic. 
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It appeared that shared understanding of the AIDS problem by members of the 

Councils provided the impetus to reach consensus on various subjects of deliberations, 

i.e. as reflected in resources allocation for various categories of services to meet PWAs 

needs. The resolve to make a decision by consensus was partly attributed to members’ 

access to epidemiology data and the unique experience that PWAs bring to the 

collaborative process which created collective urgency for remedial action. 

Consequently, reaching consensus on subjects of deliberation at both Councils have 

become a common practice. Even in instances where all the members cannot agree on 

specific subject of deliberation, final decisions were made via a simple majority vote.  

Shared understanding of members of the Councils to act on the AIDS conundrum 

was partly attributed to facilitative leaders’ role in stimulating debate, steering 

deliberations and fairly applying rules governing deliberations. The facilitative leaders 

(chairs) drew attention to the rationale for collaborative governance at the various 

meetings and urged members to work together as a team in order to advance the health 

and well being of PWAs. The chairs of committee and general Council meetings were 

catalysts for shared understanding which aided producing outputs such as allocation 

priorities for the benefit of PWAs. 

The CARE Act facilitated knowledge and understanding of the AIDS problem 

and the need for collective action by state and non-state stakeholders. The Councils’ 

bylaws complemented the rationale for remedial action and teamwork of the members to 

address the problem. The legislation encapsulated government understanding and 

response to the AIDS problem and outlined specific actions required of Councils in the 

respective EMAs. Shared understanding of members was partly attributed to membership 
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orientation and other training programs for members by the respective Councils. 

Collectively members learned to comprehend the gravity of the AIDS problem, trust the 

collaborative process and grow commitment over time to help address the problem, as is 

the case at Broward County’s and Palm Beach County’s Councils.   

6.3.4 Facilitative Leadership 

The facilitative leaders (reference to chairs at the committee and general Council 

meetings) are critical to the success of collaborative governance. The facilitative leaders 

play a key role in the collaborative process by their efforts in facilitating deliberations at 

committee and general Council meetings, in promoting representation and participation 

of relevant state and non-state stakeholders and in helping produce outputs such as 

allocation priorities to meet the needs of PWAs in the respective counties. The facilitative 

leaders’ efforts alongside that of rest of the members of the Councils are essential to 

ensuring collaborative governance works as a conduit to addressing the HIV/AIDS 

problems in South Florida.  

The invaluable efforts of the facilitative leaders in collaborative governance 

cannot be over stated and is the focus of one of the subsidiary research questions. Based 

on the quantitative and qualitative data, it is apparent the facilitative leaders at Broward 

County’s and Palm Beach County’s Councils are making efforts to facilitate the 

collaborative process in a way that enhances achieving the legislative intents of the 

CARE Act. The leaders’ facilitative efforts contributed to trust building, commitment to 

the collaborative process, shared understanding, reaching consensus and empowerment of 

target populations (Ansell & Gash, 2007; Bryson & Crosby, 2005; Ryan, 2001; Svara, 
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1994).  The dimensions synthesized from the data relative to the facilitative leadership 

variable for both Councils were to facilitate deliberations, help build trust, establish 

equality in representation and participation, much needed knowledge and expertise, 

promote consensus, help resolve conflicts, empower, provide feedback, be neutral and 

fair, treat with respect and dignity, enforce rules, and create a environment conducive for 

deliberations. The dimensions relate with other variables of the collaborative governance 

process, thus lend credence to the critical role of the facilitative leaders in collaborative 

governance (Chrislip & Larson, 1994; Ryan, 2001; Lasker & Weiss, 2001). Both 

Councils share similarities in facilitative leadership with few exceptions.   

At the Broward County’s Council, the facilitative leaders at the general and 

committee meetings chair more meetings in a year and spend more time doing so when 

compared with the Palm Beach County’s Council. The Broward County’s Council 

usually has nine (9) meetings in a year and averages a minimum of two (2) hours per 

meeting session while Palm Beach County’s Council usually has six (6) meetings in a 

year and averages one (1) hour per meeting session. The one hour average meeting 

duration is partly attributed to the fact that Palm Beach County’s Council sends agenda 

for deliberation in advance to members of the Council. 

Also, all joint meetings are co-facilitated at the Broward County’s Council by Part 

A and Part B consortia while meetings at Palm Beach County’s Council are facilitated by 

Part A members. The Part A and B consortia are part of the CARE Act mandate but have 

separate portfolios relative to treatment and preventive efforts. Both Councils consist of 

Part A and B consortia. Furthermore, the facilitative leaders are elected for a two (2) year 

term at Broward County’s Council while elected for one year (1) term at Palm Beach 
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County’s Council but can serve consecutive three (3) terms (Broward County HIVPC 

Bylaw 2006; Palm Beach County Bylaw, 2005). The established protocols and ground 

rules for collaborative governance of the respective Councils are the source of the 

differences in facilitative leadership.  

The facilitative leaders’ major role was to facilitate deliberations and that 

appeared to be the case at the Broward County’s and Palm Beach County’s Councils. The 

leaders’ facilitative efforts in the collaborative process were not only essential in trust 

building, commitment to the process and shared understanding but were critical in 

producing outputs such as allocation priorities. The members of both Councils admitted 

the important role the facilitative leaders play in helping make allocation priorities and 

other outputs as necessary to providing various categories of services to PWAs. The 

facilitative leaders in all intents and purposes were the custodians of the collaborative 

process because they serve as servant and transforming leaders of the Councils, and are 

hence critical in the success of collaborative governance in addressing the HIV/AIDS 

problem (Greenleaf 1977; Cunningham, 2004; Burns 1978; Bryson et al. 2006; Svara, 

1994; Thomson & Perry, 2006). The facilitative leaders at both Councils enjoyed 

overwhelming support from the rest of the members. 

The facilitative leaders’ contribution to the success of collaborative governance is 

partly contingent on knowledge and experience in steering the collaborative process. 

Based on the data, knowledge and experience are essential to encouraging participation in 

deliberation by stimulating debate on agenda items, enforcing the rules, keeping to the 

agenda for the day, placing time limits on items of deliberation, providing equal 

opportunity to members to participate in deliberations, establishing professional and 
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working relationship with members, reframing issues to promote understanding, and 

helping make final decisions that best meet needs of PWAs. The facilitative leaders at the 

respective Councils possessed a unique set of knowledge and experience that aided in 

fulfilling the required duties.  

The invaluable role of the facilitative leaders to collaborative governance in 

Broward County’s and Palm Beach County’s Councils is evidenced by the consensus 

among members on the importance of the facilitative efforts of the chairs of committee 

and general Council meetings in deliberations and in producing outputs such as allocation 

priorities, needs assessment and comprehensive plans to meeting various needs of PWAs.  

The facilitative leaders’ efforts in the collaborative process contributed to trust building, 

commitment to the collaborative process, shared understanding, reaching consensus, 

empowerment, and even in institutional design, and lend credence to arguments of 

scholars on the critical role of leadership to collaborative governance (Ansell & Gash, 

2007; Bryson & Crosby, 2005; Gray, 1989; Svara, 1994). 

6.3.5 Institutional Design 

Institutional design is one of the critical variables of collaborative governance 

because of the contribution to the collaborative process. The way an institution is 

designed plays an important role in the function and eventual success of collaborative 

governance. Ansell and Gash (2007) conceptualized institutional design as the “basic 

protocols and ground rules of collaboration” (p.13). Institutional design within the 

context of the Councils includes the structure of the Councils and is the focus of one of 

the subsidiary research questions of the study. Both Councils have adopted flexible 

structures as part of collaborative governance towards addressing the HIV/AIDS 
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conundrum. The efforts of both Councils complement local efforts in promoting health 

and well being of residents in the respective counties. 

The institutional design of the Councils promotes inclusion of relevant state and 

non-state stakeholders in collaborative governance, the operation of the Councils and 

efforts of the facilitative leaders. The CARE Act alongside the bylaws, policies and 

procedures, and Robert’s Rules of Order formed the basis for design of the respective 

Councils.  The design of the Councils is unique in that it includes target populations (HIV 

infected and affected) as key stakeholders in making decisions as part of the 

implementation of the CARE Act. The mandated inclusion of target populations in 

decision making marks a new trend in the policy process and fosters proactive response 

to addressing challenges posed by the AIDS epidemic in the respective counties. The 

design of the Councils enhanced influence of target populations in decision making 

through chairing meetings and even the Councils and thus helped make allocation 

priorities to address PWAs needs. 

Based on the quantitative and qualitative data, dimensions such as rules, specific 

task, consensus, diversity, empowerment, facilitate, trust, communication, conducive 

environment, information session/forum, and voting were synthesized relative to the 

institutional design variable. These dimensions point to the relentless efforts of the 

Councils to make decisions that help meet needs of PWAs and by doing so attempt to 

fulfill the legislative intents of the CARE Act.  Both Councils share similar dimensions 

but with some differences in areas such as number of members, committees, meetings, 

and duration of meetings, meeting structure, and allocation priorities. 
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The Broward County’s Council has thirty-three (33) fulltime members whereas 

the Palm Beach County’s Council has twenty-one (21) fulltime members (Broward 

County HIVPC Bylaw, 2006 and Palm Beach County HIVCC Bylaw, 2005. Regardless 

of the number of fulltime members, each Council is constituted of at least 33% HIV 

infected members. Both Councils have some service providers that belong to various 

committees but are not fulltime members of the Councils. Nonetheless, the members, 

guests, staff responsible for the meetings and service providers that are not fulltime 

members are part of the Councils’ decision- making process, but only fulltime members 

of the Councils vote on the various issues of deliberation at the committee and general 

Council meetings. Members vote “yes” or “no” based on what they perceived to be in the 

best interest of PWAs. 

The Councils are made up of committees. The Broward County’s Council has 

seven (7) committees and meets at least nine (9) times in a year. Each meeting lasted for 

a minimum of two (2) hours. The Palm Beach County’s Council has nine (9) committees 

and each committee meets at least six (6) times in a year. Each meeting lasted for a 

minimum of one (1) hour but the agenda for discussion is sent to members in advance. 

Most of Broward County’s Council committees are joined by Part A and B members. The 

members at both Councils belong to various committees based on interest and expertise. 

In addition, both Councils created ad-hoc committees based on contingencies and 

relevance to making judicious allocations (Broward HIVPC Bylaw, 2006; Palm Beach 

HIVCC Bylaw, 2005). The sitting arrangement for committee meetings at Palm Beach 

County’s Council is close-knit (members sit close to each other and face each other while 

sharing the same table). Sitting arrangement at the general Council meeting is not that 
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close-knit. Members sit in a circular format. The sitting arrangement at the Palm Beach 

County’s Council is similar to Broward County’s Council’s sitting arrangements at the 

committee and general Council meetings. Overall, the sitting arrangement enhances 

dialogue among the members. 

The committees are the backbone of the Councils in that each committee makes 

specific decisions and/or performs specific tasks relevant to the Councils. The various 

committee decisions are sent to the general Council meetings for further deliberations and 

voting. Thus, each Council’s decision is subject to multiple levels of deliberations and 

voting which help ensure decisions are reflective of the members’ perspective and best 

serve the interests of PWAs.    

The Councils’ deliberations are guided by rules and based on the data, rules are 

one of the key dimensions of institutional design relative to collaborative governance, 

and members asserted the rules are clear enough. The rules (Council Bylaws, policies and 

procedures, Robert Rules of Order, Florida Sunshine Law) are essential to creating 

environment conducive for participation, facilitation, task performance, communication, 

conflict resolution and reaching consensus on various subjects of deliberation. The rules 

guide all aspects of collaborative governance and impact the outputs (Dedekorkut, 2004; 

Glasbergen & Driessen, 2005). Both Councils endeavor to consistently apply the rules to 

respective efforts which help build trust and commitment to collaborative governance, 

especially in view of the composition of the Councils. It is not an overstatement to point 

out that the CARE Act is the principal rule for collaborative governance, thus 

emphasizing how protocols and ground rules shape collaborative governance for the 



228 

 

“common good” and is aided by local arrangements to collectively make decisions to 

address the HIV/AIDS problem. 

Furthermore, diversity emerged as one of the key dimensions of institutional 

design of the Councils. The CARE Act mandates diverse representation and participation 

at each HIV Health Services Planning Council (CARE Act, 1990; 2006) and both 

Councils designed their bylaws to help make decision by consensus. Diverse 

representation and participation of state and non-state stakeholders in collaborative 

governance help generate decisions in addressing complex problem, as in this case the 

HIV/AIDS problem (McGuire, 2008; Sabatier & Jenkins-Smith, 1993; Donohue, 2004; 

Bingham et al. 2008). Admittedly, members of both Councils asserted diversity as the 

greatest strength of the Councils because it enriches decision making in providing a 

continuum of care for PWAs. At the same time, diversity can be a source of delay in 

making decisions, especially when divergent interests that are represented at the Councils 

engage in politics relative to resource allocation. Nonetheless, the benefits of having 

relevant state and non-state stakeholders to collectively make decisions to fund various 

categories of services for PWAs in the respective counties is worthwhile. The ground 

rules and facilitative leaders are catalysts to managing the politics of the collaborative 

process.  

Institutional design, as is the case with Councils in Broward County and Palm 

Beach County also promotes consensus and empowerment of members. Members of the 

Councils understand the need to work together as a team in order to produce outputs to 

address the problem. The commitment to reaching consensus among the members is 

evidenced by thoughtful and inclusive deliberations at the committee and general Council 
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meetings and the various allocation priorities between the 2000-2006 periods. In addition, 

the common resolve to work as a team entails embracing the perspective of target 

populations as key stakeholders in addressing the problem. The Councils in their 

respective capacities observed the guiding protocols and hence complied with the 

legislative mandates regarding representation and participation. In addition, the members 

for the most part work as a team. Consequently, members that are PWAs feel they belong 

and feel empowered by being part of the collaborative process. 

The importance of institutional design to collaborative governance is evidenced 

by the dimensions synthesized from the data relative to the institutional design variable 

and its nexus with other variables. The dimensions showed interconnection between 

institutional design, facilitative leadership, trust building, shared understanding and 

commitment to the collaborative process. For instance, the interconnection between 

institutional design facilitative leadership and the collaborative process variables 

explicate the iterative nature of collaborative governance in addressing the complex 

HIV/AIDS problem. The design of the Councils has no doubt ushered in a new trend for 

participation in the policy process. Participation of target populations in the policy 

process, as in this case, the HIV infected and affected in the Councils led to their 

empowerment and is partly attributed to the legislative mandate that acknowledged their 

invaluable role in the collaborative governance in addressing the HIV/AIDS problem.  

 

6.4 Empowerment 
 

Empowerment emerged from the data as one of the variables of collaborative 

governance. Empowerment fosters consensus and commitment to collaborative 
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governance. Bryson and Crosby (2005) conceptualized empowerment as “helping each 

group member claim and develop his or her power in service of the group’s mission and 

promoting a sense of shared leadership in the group” (p.70). For members of 

collaborative governance to be empowered, the authors point out the “need for shared 

understanding of the team’s mission, goals, decision making procedures, rules, norms, 

work plans and evaluation methods” (p.70). The CARE Act mandate of inclusion, 

especially including PWAs in collaborative governance, and with fair application of 

policies and procedures, bylaws and facilitative leadership by the respective Councils, 

plays an essential role in enabling affiliated PWAs to feel empowered by being part of 

the collaborative process. 

Empowerment of target populations is a key dimension of institutional design and 

fair application of the rules contributed to empowerment of members of the Councils, 

especially members that were PWAs. All the PWAs interviewed at both Councils 

asserted being empowered by being part of collaborative governance geared towards 

addressing the challenges posed by the AIDS epidemic. A PWA member of each Council 

is expected to be present at each meeting before proceedings can commence and votes are 

taken on subjects of deliberation. Thus, without a PWA at a committee or general 

Council meeting, there is no quorum. In addition, the required thirty-three percent (33%) 

PWA membership of each Council regardless of whether the maximum membership 

quota is met ensures PWAs have voice in all issues that impact meeting various needs 

(CARE Act, 1990; 2006).  Consequently, PWA members of the Councils feel perceptions 

are being modified about who they are partly because of contributions to collaborative 

governance, expertise and experience, and relentless efforts to advance the interests of 
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other PWAs in the respective communities. Nonetheless, some of the PWA members 

wish the membership quota could be increased in order to bolster participation and 

empowerment. 

The feeling of empowerment as a consequence of participation in collaborative 

governance is a testament to the impact of the CARE Act. The mandate of PWAs 

inclusion fosters modification in the perception of target populations, at least, at the 

Council. In addition, efforts in the treatment of AIDS that enables some PWAs to live 

longer and become active in various endeavors coupled with incessant education and 

awareness creation have shifted negative social perception of PWAs among some 

segments of the population. Thus, a case can be made for “management of stigma” 

(Goffman, 1986) on the part of some segments of the population that have interacted with 

the AIDS infected and affected, and have benefitted from AIDS awareness programs.  

Furthermore, the modification supports Lieberman`s (1995, p.437) contestation of “how 

social and political institutions adjudicate among contending definitions of group identity 

in making public policy” and Keeler’s (2007, pp.627-628) observation which questioned 

institutionalization of the existing category of HIV transmission and proposed 

conceptualizing HIV/AIDS “as a serious viral infection similar to hepatitis B” to help 

reduce the stigma of PWAs. 

Empowerment of target populations as is the case with PWAs in collaborative 

governance takes time and is partly subject to the willingness of the parties involved to 

adhere to the protocols governing the Councils. The facilitative leaders are critical in 

promoting transparency and fairness of the collaborative process. In addition, members 

shared commitment to making a difference in the lives of target populations will foster a 
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bond of cooperation to ensure collaborative success. A majority of the members of 

Broward County’s and Palm Beach County’s Councils demonstrated adherence to 

equality in representation and participation principle and thus work together as team to 

help address the challenges posed by the AIDS epidemic. 

6.5 Consensus 

In conceptualizing collaborative governance, Ansell and Gash (2007) mentioned 

consensus-oriented and/or achieves consensus as essential to collaborative governance 

for collective problem solving (p.3). The experience of the Broward County’s and Palm 

Beach County’s Councils shows state and non-state stakeholders work together in 

addressing the HIV/AIDS problem, and thus supports Ansell and Gash’s contestation on 

collaborative governance. Consensus emerged as one of the variables of collaborative 

governance. It implies the Councils are not just consensus-oriented but make decisions by 

consensus unlike other collaborative engagements that might be just consensus-oriented 

without achieving consensus in practice. Consensus on various subjects of deliberation at 

the committee and general Council meetings is essential for making judicious allocation 

priorities to address various PWAs needs. Scholars such as McClosky (1964), and 

Prothro and Gigg (1960) conceptualized consensus as “an agreement”. Consensus does 

not necessarily connote 100 per cent agreement on various subjects of deliberation but 

represents a majority position on the subject. 

Making decisions by consensus is essential for collaborative governance because 

of the diverse interests that are represented at the Councils. The state and non-state 

stakeholders need to explore the various interests in order to find a common ground for 
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collective action (Innes, 2004, p.7). Consensus among the stakeholders to act collectively 

on the problem “facilitates collaboration: it reinforces the cooperation which arises from 

coincidence of interests, limits the range of the divergence of interests by defining ends in 

a way which renders them more compatible, and circumscribes the actions injurious to 

cooperation which might arise from the divergent interests”(Sills, 1968, p.264).  The 

experience of the Councils in Broward County’s and Palm Beach County’s revealed a 

strong sense of team work among the members to advance the interests of PWAs.  

The drive to reach consensus by the members of the Councils is partly attributed 

to the shared understanding of the problem and the need to work together as a team, 

regular face-to-face dialogue, the commitment to making a difference in the lives of 

PWAs, the value placed on each member’s contributions, and the resolve to bear 

responsibility for outputs. The data revealed members reaching consensus on a majority 

of issues but there were instances of disagreements, even deadlocks. Thus, members have 

learned to appreciate disagreement as part of the decision-making process and accepted 

as helpful to making decisions to advance the interest of PWAs in the respective 

jurisdictions. 

The resolve to reach consensus is further enhanced by the representation and 

participation of PWAs. A third of each Council (33% of membership) is made of PWAs 

who draw attention to the AIDS epidemic on a consistent basis, share the experience with 

the rest of the members, provide information on which services are effective and make a 

case for a continuum of care. Although it will be difficult to account for PWAs active 

representation on all issues, PWAs have made some efforts to translate passive 

representation into active representation (Krislov, 1974; Selden, 1997). 
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The essence of consensus to collaborative governance is evident by its relatedness 

to other collaborative process and critical variables. Reaching consensus sometimes takes 

time and effort because of tensions associated with deliberations (Donahue, 2004; 

Coglianese, 2003; Andranovich, 1995). Nonetheless, the established mode of operation 

by the CARE Act, Council Bylaws, policies and procedures and Robert’s Rules of Order 

and facilitative leadership were helpful in stemming unproductive tensions associated 

with deliberations. In addition, trust that developed among the members over time help 

channel energies to making decisions as a consequent of productive deliberation and 

consensus by members of the Councils. 

6.6 Allocation Priorities  

Broward County’s and Palm Beach County’s Councils have committed efforts in 

making allocation priorities to address various categories of PWAs needs. The Councils 

have consistently made allocations to various core medical services (75% of allocations) 

annually and in compliance with the legislation while at the same promoting team work 

in producing the outputs. The Councils in their respective capacities exercised discretion 

in funding the various categories of services. The core medical services were 

ambulatory/outpatient services, drug/medication assistance, oral/dental health, mental 

health, nutritional services, substance abuse, food bank, outreach, transportation, home 

health, other program support. Some of the allocations were for administrative purposes. 

The allocations within the 2000-2006 periods, like previous allocations helped meet 

various categories of PWAs needs.   

The allocation for the 2000-2006 periods is unique in that it included funds for 

MAI. Each EMA with high incidences of minority HIV infections receives MAI on 
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yearly basis. The Broward County’s and Palm Beach County’s Councils have been 

beneficiaries since 2001 and have utilized the funds to support allocation for the various 

medical categories. The allocation priorities for the various categories (includes MAI) 

differs per Council as does the amount received from the federal administrative agency.  

Broward County’s Council consistently received more funds from the CARE Act 

when compared with the Palm Beach County’s Council. Within the 2000-2006 periods, 

Broward County’s Council received a total of $101,244,110 and served 11,708 clients, 

compared to $63,830,957 of Palm Beach County’s Council that served 5,143 clients 

(CARE Council Comprehensive Plan 2006; CARE Council Count of Clients and Service 

Report, 2009; CARE Council Allocation, 2000-2006; Broward County HIVPC 

Comprehensive Plan, 2006-2009; Ryan White Title 1 Service Utilization, 2006). The 

allocations included MAI of $ 6,131,485 (6.05% of allocation for the period) for Broward 

County’s Council and $ 4,631,621 (4.57% of allocation for the period) for Palm Beach 

Council. The difference in the amount received from the CARE Act is partly attributed to 

the incidences of AIDS at the respective counties. Admittedly, funding has not kept pace 

with the growth in infection. 

 The allocation priorities and other Council decisions were subject to deliberation 

and voting at the committee and general Council meetings. The various state and non-

state stakeholders engaged in deliberations in order to make decisions by consensus to 

collaboratively address the HIV/AIDS problem. In addition, collaborative governance of 

the Councils enhanced contributions of target populations in producing outputs via 

chairing meetings and helping set agenda as conduit to promoting interests of PWAs. 

Nonetheless, politics of the collaborative process impact decision making in some 
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instances. Decisions are sometimes deferred when a motion on some agenda item(s) was 

not carried due to lack of consensus and failure to obtain at least the needed 50% plus 1 

vote. Further deliberations facilitate reaching consensus and achieving the required votes 

for the various agenda items. 

The allocation priorities constitute the major outputs of the respective Councils. 

Other outputs such as Needs Assessments and Comprehensive Plans were helpful to 

members in making the allocation priorities. The Needs Assessment Reports drew 

attention to various gaps in services and the Comprehensive Plans mapped out the 

strategies for action while taking into account the epidemic situation at each Council. 

Each Council conducted Needs Assessment on a regular basis over the 2000-2006 

periods. In addition, the respective Councils have completed two (2) Comprehensive 

Plans. The Councils occasionally conducted client satisfaction surveys to supplement 

Needs Assessment and Comprehensive Plans to help make allocation priorities. The 

Council outputs were a consequence of collaborative engagement of members from 

various constituencies in deliberation and commitment by members to making decision 

by consensus. Also, facilitative leaders and institutional design of the Councils were 

necessary to producing the outputs to promote the health and well being of PWAs in the 

respective counties.  

6.7 Summary and Conclusion 

South Florida has consistently been described as one of the “epicenters” of AIDS 

growth in the U.S. because of the alarming rate of HIV infections (New York Beacon, 

1995, p. 10; Fernandez, Perrino & Collazo, 2005, p.79). In fact, Broward and Palm Beach 

are among a group of twenty-two (22) counties in fifteen (15) different states with high 
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incidences of HIV/AIDS in the U.S (HRSA, 2009).  Because of the high incidences of 

HIV/AIDs, these counties have had HIV Health Services Planning Councils since the 

CARE Act was legislated in 1990 and have benefited from federal funding for life-saving 

and life-extending services. This dissertation examined how collaborative governance of 

the two Councils worked towards addressing the HIV/AIDS conundrum.      

Based on the quantitative and qualitative data, collaborative governance in 

Broward County’s and Palm Beach County’s Councils enhances achieving health and 

well being of PWAs because the Councils have consistently endeavored to make 

allocation priorities, hence strived to address the HIV/AIDS problem. The Councils 

endeavored to fulfill the legislative intents of the CARE Act while at the same time 

members of both Councils have been committed to working together as a team and by 

doing so empowered target populations to positively impact the collaborative process. 

The Councils complied with the diverse representation and participation mandates by 

having HIV infected and affected individuals and non-elected community leaders 

collectively make decisions to fund various categories of services to meet PWAs needs. 

Despite the divergent interests that are represented at the Councils, members were united 

by a “shared vision” of addressing the public health crises presented by the HIV virus 

(Gray, 1989, pp.55-56) and consequently engaged in regular deliberations in order to 

make decision by consensus. The collective efforts of the members of the Councils 

resulted in allocation priorities on an annual basis and complemented by other outputs 

such as needs assessments reports and comprehensive plans. Together, these outputs 

facilitated providing various categories of services to PWAs and by doing so meeting 

various PWAs needs in various communities of the Councils.  
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The interrelationship between collaborative process variables, the critical 

variables and respective dimensions, as is the case in this study, supports the iterative 

nature of the collaborative governance model in collective problem solving (Himmelman, 

1996; Imperial, 2005). Based on the data, trust building, commitment to the process, 

shared understanding, empowerment, consensus, facilitative leadership and institutional 

design were related. Empowerment and consensus emerged as additional variables 

associated with the collaborative process. Empowerment of members, especially PWAs, 

was partly a consequence of the Ryan White legislative mandate of including target 

populations in collaborative governance. It was evident members of the Councils that are 

HIV infected feel empowered by being part of the collaborative process. Consensus 

emerged as a variable of the collaborative process and affirmed the fact that the Councils 

are not just consensus-oriented but make decision by consensus. Ansell and Gash (2007) 

asserted that engaging state and non-state stakeholders in the decision-making process 

can sometimes result in consensus-oriented decisions without necessarily achieving 

consensus (p.3) but the Councils have achieved consensus in practice.   

Reaching consensus on the various subjects of deliberations at the committee and 

general Council meetings was integral to producing outputs such as allocation priorities 

to best address the needs of PWAs. Both Councils, in their respective capacities 

endeavored to accomplish the legislative mandates of the CARE Act and have made 

allocation priorities because of commitment to teamwork even though funding does not 

seemed to match up with the rise in AIDS infection.  

The experience of the Broward County’s and Palm Beach County’s Councils 

revealed similarities in collaborative processes and critical variables. The analysis 



239 

 

affirmed the essential role of facilitative leadership and institutional design in 

collaborative governance. The critical variables and respective dimensions were not only 

related to other collaborative process variables but were interrelated as well. Nonetheless, 

there were some variations relative to some dimensions of leadership and institutional 

design. The variations were in areas such as duration of meetings, number of meetings, 

members, and committees, structure and amount allocated. The variations were the result 

of protocols and situational demands at each Council’s jurisdiction. For instance, 

situational contingencies played a key role in the amount received and allocated to the 

various categories of services to meet PWAs needs.  

It is apparent the CARE Act formed the foundation for collaborative governance 

geared towards addressing the HIV/AIDS conundrum in South Florida. The legislation 

guided collaborative governance of the Councils and bolstered the role of target 

populations in the policy process. In addition, members of both Councils were committed 

to working together as a team as evidenced by consensus on various subjects of 

deliberation. The trend of target populations’ influence and empowerment in the context 

of the Councils marked a new trend in policy process whereby negatively socially 

constructed target populations became critical stakeholders in collaborative governance 

as part of the implementation of CARE Act. The new paradigm of including target 

populations in the policy process supports Lieberman’s (1995) perspective that 

institutional arrangements play a role in social construction of target populations within 

the political sphere. PWAs within the context of the Councils and the CARE Act have 

gravitated from being deviants to an “advantaged”, “contenders” and/or “dependents” 

pending interpretation (Schneider & Ingram, 1993). 
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6.8 Implications for Public Policy and Administration 

The emergent collaborative governance is a viable model for mediating public 

health, environment, social, business, and even cultural issues and/or problems in this 

twenty-first century. This realization is borne out of the fact that the twentieth century 

and its dominant top-down bureaucratic modus operandi is inadequate in addressing 

problems that cut across various sectors of society (Allison & Allison, 2004, pp.133-134). 

HIV/AIDS permeates sectors and demands collaborative efforts of stakeholders from 

government, nonprofit, and private sectors in order to mediate its impact on society 

(Anheier, 2005; Wachter, 1992). 

 Collaborative governance in resolving pertinent public issues and/or problems 

represents a gradual shift in policymaking and implementation. The traditional patterns of 

adversarialism and managerialism that are associated with public decision making and 

contingent implementation strategies such as networking, and public-private partnerships 

(Ansell & Gash, 2007, pp.5-6) limit participation to some state and non-state actors with 

strong and positive social constructions (Schneider & Ingram, 1993). Collaborative 

governance, on the other hand broadens representation and participation in the 

collaborative process. It even includes those who were formally neglected or ostracized. 

Decision outputs reflect divergent interests and have greater potential in mediating public 

problems. This study’s focus on collaborative governance, as it relates to efforts in the 

case of HIV/AIDS, has conceptual and practical implications for public policy and 

administration.  

Collaborative governance of the Councils as part of the implementation of the 

CARE Act in addressing HIV/AIDS problem is unique in that the CARE Act of 1990 and 
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its subsequent modifications in 1996; 2000 and 2006 established the conditions for 

collaborative governance, the tasks, outputs, and is complemented by the willingness of 

the state and non-state stakeholders, which in this context are members of the Councils, 

to work together as a team in making decisions by consensus. The legislation laid the 

bases for institutional design and facilitative leadership in the collaborative process. 

Thus, legislation set the guidelines for representation, participation, rules governing the 

collaborative process, leaders’ facilitative roles, mechanisms for conflict resolution, and 

formulas for allocation of funds and categories of services (CARE Act, 1990; 2006). The 

Councils exercised discretion in allocating resources based on what is perceived to best 

serve interests of target populations. 

In addition, outputs such as comprehensive plans, allocation priorities, needs 

assessments and other relevant tasks as necessary to helping address the HIV/AIDS 

problem were mandated. The commitment of members of both Councils to work as a 

team facilitated allocation priorities and was evidenced by efforts to make decision by 

consensus instead of just being consensus-oriented. The Councils in Broward County and 

Palm Beach County developed a set of by-laws, policies and procedures to enhance 

collective decision making as part of the implementation process. In addition, the 

Councils utilized Robert’s Rules of Order to guide deliberations. The additional rules and 

regulations were helpful to the Councils in making decisions to provide various 

categories of services to meet PWAs needs, hence essential to addressing the complex 

HIV/AIDS problem.  

 The CARE Act mandate of including target populations in collaborative 

governance to address the HIV/AIDS problem created a platform for PWAs to become 
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stakeholders in the policy process, especially in making decisions as part of the 

implementation efforts. At least, thirty-three percent (33%) of members of the Councils 

were PWAs and the percentage requirement did not change even in instances where the 

Councils failed to meet the maximum forty-five (45) membership requirement. The 

CARE Act inclusive mandate for target populations’ participation coupled with the 

willingness among the rest of the members to work together as a team helped create 

viable solutions to the problem and hence benefits to society (Schneider & Ingram, 1993, 

p. 338; Moore, 1995). 

The benefits of target population participation in the policy process include 

sharing knowledge and experience to help make decisions to provide various categories 

of services to PWAs. The services that are provided as a result of including PWAs in the 

decision making promote the health and well being, especially that of PWAs. The PWAs 

are not just at the receiving end of services but are key stakeholders in making allocation 

priorities. In addition, the opportunity to be involved in collaborative governance 

becomes a source of empowerment to PWAs. 

The empowerment that collaborative governance provides to members of HIV 

Health Services Planning Councils is evidenced by the unanimous response of PWAs to 

inquiries regarding their participation. All PWA members interviewed at both Councils 

asserted they feel empowered by being part of the decision making process. In addition, a 

majority of members that were not infected but affected acknowledged PWAs are 

empowered by being part of the process. PWAs have the opportunity to chair the 

Council, chair committees, participate in deliberations, motion for some issues to be 

placed on the agenda, file grievances in instances of unfairness, conduct community 
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outreach, draw attention to needs, provide information on effective and ineffective 

services, advocate for other PWAs, encourage participation of the infected community, 

promote recruitment of other infected members to the Council, help new members to be 

conversant with the collaborative process and form social networks in order to reduce 

social isolation.  

Furthermore, members that were not PWAs acknowledged some change in public 

perceptions of PWAs because of the active involvement in the community. Like others, 

PWAs have expertise; some are part of the workforce and make meaningful contributions 

in diverse areas. The PWAs asserted that even if overwhelming members of society do 

not perceive them positively, at least, the rest of the Council members do perceive them 

as agents of change. A majority of the Council members that were not PWAs do not 

appear to make status an issue but perceive PWAs as key partners in helping produce 

consensual outputs in addressing the devastating AIDS problem. 

The PWAs empowerment which is a direct consequence of participation in the 

Councils defies conventional policy making and implementation that relegate to the 

fringes beneficiaries that are constructed as deviants. The PWAs cannot just be deemed 

as a powerless group of individuals at this juncture and neither can politicians afford not 

to allocate resources to address their needs (Schneider & Ingram, 1993, p.345). In other 

words, negatively socially constructed target populations (deviants) have become key 

players in the political process. The change symbolizes gradation from rejection to 

acceptance (from deviants to advantaged, contenders and/or dependents) with benefits to 

both the infected and the affected in society, at least in this context. 
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Collaborative governance presents public managers the viable option of serving as 

advocates of various interests in society by bringing state and non-state stakeholders 

together to make decisions to address a complex problem. By engaging various 

representatives from state and non-state establishments, public managers develop better 

managerial skills in facilitating consensus, compromise, and building coalitions in 

tackling complex public problems in both short and long terms. Public manager’s role in 

democratic society as agent of change and representation is thereby greatly enhanced 

(Anderson, 2007). 

 The all-encompassing collaborative governance generates several outputs. Some 

of the outputs transcend tangibles. The scope of this study includes focus on outputs such 

as allocation priorities, needs assessment, comprehensive plans, as it relates to providing 

continuum of care to PWAs. The study draws attention to the knowledge and experience 

that target populations bring to bear in the decision-making process and thereby help 

reach consensus on allocation priorities to meet various PWAs needs (McGuire, 2006; 

Thomson & Perry, 2006; O’Leary et al. 2006). The established institutional mechanisms 

and leadership variables, and context were essential to success. 

Collaborative governance of the twenty-first century represents a mode of 

governing where citizens of various backgrounds, color, creed, and professions bring 

their expertise to bear in the quest to resolve complex public problems. Collaborative 

governance is not devoid of bickering and rancor. However, ensuring effective 

deliberation and representation, and clearly established structures and ground rules make 

collaborative governance more appealing to diverse stakeholders.  
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 The study’s model highlights social constructions of target populations, with 

emphasis on the deviant category, how the social constructions influence the enactment 

of the CARE Act, how the legislation establishes inclusive Councils that employ 

collaborative governance, and how the deliberative process at the Councils contribute to 

outputs. The model clearly depicts the nexus between politics, policymaking, and 

implementation. The implementation of the CARE Act, at the local level shapes the 

policy and vice versa (Nakamura & Smallwood, 1980; Browne & Wildavsky, 1983). The 

recurrent modifications and reauthorization of the legislation and expansion of 

participants as and when necessary is a clear manifestation. The model can be replicated 

for conceptual and practical purposes by scholars and practitioners, especially those in 

the developing countries.  

The study contributes to organization studies and policy literature by uncovering 

the contingencies of social constructions of deviant target populations, relative to the 

CARE Act, and by identifying some relevant output variables. Thus, Schneider and 

Ingram’s (1993) lack of adequate explication of how issues and contexts shape social 

constructions, and Ansell and Gash’s (2007) inability to document some outputs of the 

collaborative governance process make the arguments and contributions of this study a 

viable one. In addition, the focus on trust building, commitment to the process, and 

shared understanding, facilitative leadership, institutional design and emergent 

empowerment and consensus, broaden our understanding of the interconnection between 

collective problem solving, concurrent collaborative processes, and consensual outputs. 

Lastly, the focus on outputs instead of outcomes draws attention to the multiple 

“results” of collaborative governance. Most scholars on collaborative governance subject 
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matters have consistently referenced results of collaborative governance as outcomes 

without acknowledging that not all that emerge from collaborative governance can be 

called outcomes. The outputs of the Councils in Broward County and Palm Beach County 

such as allocation priorities, comprehensive plans and needs assessment report were 

consequents of team efforts that paved the way for some outcome measures.  For 

instance, allocation priorities represent an inclusive decision making to providing various 

categories of services to PWAs in view of diverse representation and participation in the 

Councils. 

6.9 Limitations of the Study 

 This comparative case study on collaborative governance partly aims to fill the 

gap in the literature regarding the collaborative process. The expectation is that doing so 

will broaden knowledge and understanding of how collaborative governance works and 

the outputs and/or outcomes that are produced in helping to resolve the issue of 

HIV/AIDS and other complex problems. However, this study was not able to employ 

other potentially viable collaborative process variables. The focus on the nonlinear 

variables such as trust building, commitment formation, and shared understanding and 

the respective dimensions does not necessarily constitute comprehensive response to the 

missing link or “puzzle” of the collaborative process (Thomson & Perry, 2006, p. 30).  

Nonetheless, the study did not leave the “outcomes box” blank, as Ansell and Gash 

(2007) did. The outputs of collaborative governance and its policy implications were 

documented to guide future collaborative efforts in public administration.    

 Furthermore, the choice of case study approach limits the extent of generalizing 

the findings of the study. The context of the study, coupled with the composition of the 
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Councils (averaging 27 members per Council) would not lend credence to substantive 

survey outcomes as expected in most instances. However, the findings of the 

collaborative governance survey complement data from the interviews, document 

reviews, and observations. The choice of multiple units of analysis (two Councils) in two 

EMAs and by comparing the respective collaborative governance and outputs yield some 

theoretical and practical relevance for public management (Yin, 1884; Gerring, 2004). 

The collaborative governance survey instrument did not include all the 

dimensions associated with the collaborative governance concept (the formal dimension) 

even though the deliberative and consensus dimensions provide useful insight into 

members’ perspectives of the Councils as collaborative entity. The failure to include the 

formal dimension based on assumption that observation would yield a better 

understanding of formal interactions among members would have created some problem 

in statistically modeling the concept of collaborative governance. However, since 

exploring collaborative governance in the context of the Councils was not subjected to 

multivariate statistical modeling, the impact is minimized by employing multiple 

methods as conduit to generating knowledge and understanding of collaborative 

governance in addressing complex problem such as HIV and AIDS. 

Focusing on the outcomes of the Councils such as improved health outcomes for 

clients through interviews and surveys would have made the study’s findings 

comprehensive and help make a strong case for collaborative governance in South 

Florida. However, patients/clients’ confidentiality agreements preclude collecting names 

of clients, let alone contacting them for surveys or interviews.  It was even a challenge 

obtaining some documents, especially from the Broward HIV Health Services Planning 
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Council. In addition, those Council members that are PWAs are not obliged to disclose 

their status but can choose to do so. Consequently, any outcome measure will solely be 

dependent on reports produced by the Councils which may not necessarily be 100 per 

cent accurate. This study lays the foundation for action, especially for County Health 

Departments to conduct multiple rigorous outcomes/impacts assessments. 

6.10 Direction for Future Research 

Collaborative governance for collective problem solving is an emergent concept 

and has the potential to foster innovative approaches to addressing complex health, 

environmental, and social problems. Collaborative governance encourages multi-sector 

and multi-actor involvement in decision making. The case of Broward County’s and 

Palm Beach County’s Councils represents just two (2) of twenty-two (22) EMAs in the 

U.S. that are worth examining to ascertain efforts towards addressing the HIV/AIDS 

problem. Future research can focus on the efforts of HIV Councils in two or more 

different states to ascertain how collaborative governance works in addressing the 

HIV/AIDS problem. 

Future research could subject the HIV/AIDS conceptual model to statistical 

modeling. Such an undertaking would help to strongly support the iterative nature of the 

collaborative governance model and help to better explain the relationship between some 

of the collaborative process variables. Some outcomes can be included by involving 

target populations that benefit from projects and programs of the Councils. 

 Future research can also focus on the evolution of the HIV Health Services 

Planning Councils. The Councils have existed in some EMAs for over twenty (20) years 

and it is worth investigating the changes that have occurred over the years and what has 
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been learned as a result. Such a research endeavor will help determine if progress is being 

made. In addition, the relationship between the Grantees Administration and HIV Health 

Services Planning Council at each EMA can be examined for insight on influence or lack 

thereof. 

Future research on HIV/AIDS collaborative governance can examine the nexus 

between the various committees of the Councils and the general Council. Committees are 

the “engine” of the Councils’ efforts and conducting such a research will provide insight 

into the need to build strong committee structures and possibly do away with the general 

Council meetings. Doing away with the general Council will demand executive 

committee’s bearing responsibility for most decisions because of its ratification role. 

Membership of the executive committee would have to be expanded. 

Future research can also focus on the impact of the HIV Health Services Planning 

Councils on the modification of the CARE Act. The legislation is being modified every 

five years and there is the expectation that Councils’ efforts as a local implementation 

body, especially their outputs and/or outcomes, directly or indirectly affect subsequent 

modification and reauthorization of the legislation. The outcome of such a research 

undertaking has the potential to foster rigorous efforts at each EMA.   
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APPENDIX A 

ADULT CONSENT FORM 

1) Title of Research Study: Collaborative Governance and the Implementation of the 
Ryan White CARE Act: A Case Study of HIV Health Services Planning Councils in Two 
South Florida Counties   

2) Investigator: Dr Khi V. Thai. Professor, College of Architecture, Urban and 
 Public Affairs 
 

James K. Agbodzakey, Student. School of Public Administration, 
CAUPA 

3) Purpose: The purpose of this research is to assess knowledge of collaborative 
governance, specifically at the Broward and Palm Beach HIV Health Services Planning 
Councils. 

4) Procedures: 

Participation in this study requires answering questions related to the functions of the 
Council, the inputs of Representatives in the collaborative process, and the outputs of 
collaboration in mediating the HIV/AIDS problem. Participation in the study is voluntary 
and Representatives that choose to participate in the study will have to review and sign 
this consent form. Only the voluntary participants will be interviewed. The interviews 
will last for a minimum of twenty –five (25) minutes and a maximum of thirty-five (35) 
minutes. 

5) Risks: 

The risks involved with participation in this study are no more than one would experience 
in regular daily activities.  

6) Benefits: 

Potential benefits that subjects may attain from participation in this research study 
include a greater knowledge of collaborative governance and the satisfaction of knowing 
that they have contributed to a better understanding and knowledge of HIV collaborative 
governance in South Florida. 

7) Data Collection & Storage: 
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All of the results will be kept confidential and secure and only the people working with 
the study will see your data, unless required by law. The data will be kept for five (5) 
years in a locked cabinet in the investigator’s office and then destroyed.

8) Contact Information: 

For related problems or questions regarding your rights as a research subject, contact the 
Florida Atlantic University Division of Research at (561) 297-0777.  For other questions 
about the study, contact the principal investigators, Dr. Khi V. Thai (561) 297-4007, and 
James K. Agbodzakey (954) 861-7179 

9) Consent Statement: 

I have read or had read to me the preceding information describing this study.  All my 
questions have been answered to my satisfaction. I am 18 years of age or older and freely 
consent to participate.  I understand that I am free to withdraw from the study at any time 
without penalty.   

I have received a copy of this consent form.  

 

Signature of Subject:____________________________Date: _____________________ 

 

Signature of Investigator: ________________________Date: _____________________ 
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APPENDIX B 

COLLABORATIVE GOVERNANCE INTERVIEW QUESTIONS 

(Representatives/Members) 

A. Trust Building 

a. To what extent would you characterize the council’s communication and interaction as  

    based upon trust? Does face-to-face interactions enhance trust among representatives? 

b. Do you think that there are status differences that affect your ability as a council to  

    work together?  If so how? 

c. Do those in formal leadership capacities help the council to work together? 

d. Would you suggest leaders are responsible for building trust among representatives? 

     In what ways? 

e. Who would you identify as informal leaders that have been influential in helping the    

     council achieve its goals? 

g. Does joint fact-finding or investigation facilitate trust building among the various  

     representatives? 

h. What of agreement on decisions that have to be made? 

i.   In your opinion, does the leadership facilitate the inclusion of critical stakeholders in  

     the collaborative governance process? 

j. Who do you identify as some of these critical stakeholders?  

k. In your opinion are some of the representatives more powerful than others?       

l. Do the leaders encourage effective participation of the less powerful representatives in   

     the council’s deliberations? In what ways? 

m. What would you consider to be the challenges (if any) associated with   
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participating in the council’s collaborative governance? 

n. How do you handle these personal challenges? What of personal benefits? 

o. What would you consider to be the challenges associated with the council’s?    

     deliberations? 

p. In what ways does the leadership mediate the challenges? 

B. Commitment to the Process 

a. Why did you decide to participate in the council? What were some factors that  

    contributed to your decision?    

b. Do you consider yourself an active participant in deliberations?   

c. How often do you participate in the council’s deliberations? 

d. Would you say your participation makes a difference in terms of outputs in addressing  

     the HIV/AIDS problem? 

e. In your opinion, would you consider the involvement of relevant representatives in  

    collaborative governance to be a viable option for consensual outputs in tackling the     

    AIDS problem? 

f. Do the representatives jointly appreciate each others value to the collaborative     

    process? 

g. Would you say other stakeholders respect your perspectives?  

h. Would you say there is mutual ownership of decisions? 

i. Do you perceive the representatives understand they are better of working together? 

j. Is there a consensus that working collectively would help mediate the HIV/AIDS  

   problem for mutual benefits? 

k. In what ways do the formal leaders facilitate representatives’ commitment to the  

    Council’s collaborative efforts? 

l. What kinds of comments do you receive from leaders regarding your  

     participation? How frequently? How would you describe your reactions?  
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     Do you perceive the comments improve participation?  

C. Shared Understanding 
 
a. What is the council’s mission/purpose? Do you consider the mission to be clear? Is it  

     realistic? Is it achievable? 

b. In your opinion, do the other representatives clearly understand the AIDS problem? Do  

    they share similar sentiments? Do the council’s deliberations promote consensus? 

d. Do the representatives agree on what decisions have to be made? How are decisions 
made? Do you seek consensus? 

e. Has there ever been an impasse? How was it resolved? 

f. In your opinion, does the council’s decisions facilitate collectively tackling the  

    AIDS problem? How? 

D. Institutional Design 

a. What role do you think the structure, having various representatives in the council 
plays in tackling the AIDS problem? 

b. Do you perceive that the representatives jointly appreciate each other’s 
perspective in addressing the AIDS problem? 

c. In your opinion, does the council have clearly established ground rules of 
participation?  Do the rules promote active participation? 

d. To what extent do you think the organization of the council into various 
committees facilitate working together? Does it enhance achieving the objectives 
of the council? 

e. In what ways do the leaders ensure transparency of the process? 
f. Are leaders’ advocates of equal powers? Are leaders advocate of equal 

participation? 
g. In what ways are conflicts resolved? Are the leaders critical in resolving 

conflicts? 
h. What would you consider to be the contributions of the target populations to the 

council’s collaborative governance? 
i. Would you say the inclusion of target populations help produce consensual 

outputs in mediating the HIV/AIDS problem? 
j. Has their participation modify perceptions of them as individuals or as a category 

of persons? In what ways? 
k. Would you suggest the inclusion of relevant members in the council’s decision 

making process enhance democratic participation? How! And for what benefits? 
l. In your opinion, is the council making a difference?   
m. What are the actual outputs? 
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n. What has been the greatest impact of the council? 
o. What is the greatest strength? Is there greatest need or Weakness? 
p. What has been the contributions of the annual open forum to the council’s  

             collaborative governance efforts? 

 

E. Collaborative Governance Interview Questions 
(Leaders/Representatives) 
 
a. Do you think that there are status differences that affect your ability as a council 

to work together?  If so how? 
b. Do those in formal leadership capacities help the council to work together? 
c. Would you suggest leaders are responsible for building trust among the 

representatives/members? In what ways? 
d. Who would you identify as informal leaders that have been influential in helping 

the council achieve its goals? 
e. In your opinion, does the leadership facilitate the inclusion of critical stakeholders 

in the collaborative governance process? 
f. Who do you identify as some of these critical stakeholders?  
      Quant Responses 
g. In what ways do the formal leaders facilitate representatives’ commitment to the 

council’s collaborative efforts? 
h. What kinds of comments do representatives receive from leaders regarding  

participation? How frequently? How would you describe your reactions? Do you            
perceive the comments improve participation? 

i. In what ways do the leaders ensure transparency of the process? 
j. Are Leaders advocates of equal powers? Are leaders’ advocates of equal 

participation? 
k. In what ways are conflicts resolved? 
l. Are the leaders critical in resolving conflicts?  How? 
m. What would you consider to be the challenges associated with the Council’s 

deliberations? 
n. In what ways does the leadership mediate the challenges? 
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F. Collaborative Governance Survey 
 
Please check the appropriate column 

1. Strongly Disagree 2. Disagree. 3.  Neutral. 4.  Agree 5.  Strongly Agree 

 

 

 

Questions 

Strongly                            Strongly 

Disagree                            Agree 

 

1 2 3 4 5 

1. Representatives have the same opportunity to actively   

      participate in the collaborative process 

     

2. Representatives freely express their opinion on issues  

      during the process 

     

3. Divergent contributions of representatives are   

      welcomed  during the process 

     

4. Representatives contribute to the decision process to  

      ensure consensual output 

     

5. The council aims to make decisions by consensus      

6. Representatives put their differences aside in order to       

      make decisions geared towards achieving the purpose    

      of the council. 

     

7. The council represents collaborative governance      

8.  The council represents democratic governance      

9. The council represents government of all concerned  

      Parties 

     

10. The council represents participatory management      

11. The council represents collaborative management      
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APPENDIX C 

SOME FACTOR OUTPUTS 

 KMO and Bartlett's Test 

  KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling 
Adequacy. 

.833 

Bartlett's Test of 
Sphericity 

Approx. Chi-Square 364.132 
Df 55 
Sig. .000 

 
The Kaiser-Meyer-Olkin (KMO) for all the factors is .833 and and Bartlett’s test of 

spherity .000 significance level and satisfy the requirement for factor analysis. 

Scree Plot 
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The scree plot which is eigenvalues against all the factors further underscores the two 

factor solution. 
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APPENDIX D 

RELIABILITY STATISTICS 

Collaborative Governance 
 

Reliability Statistics 

Cronbach's 
Alpha 

Cronbach's 
Alpha Based 

on 
Standardized 

Items N of Items 
.909 .911 11 

 
Deliberative dimension 

Reliability Statistics 

Cronbach's 
Alpha 

Cronbach's 
Alpha Based 

on 
Standardized 

Items N of Items 
.807 .808 3 

Consensus dimension 

Reliability Statistics 

Cronbach's 
Alpha 

Cronbach's 
Alpha Based 

on 
Standardized 

Items N of Items 
.735 .757 3 

Formal (Collaborative Dimension) 
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Reliability Statistics 

Cronbach's 
Alpha 

Cronbach's 
Alpha Based 

on 
Standardized 

Items N of Items 
.848 .852 5 
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APPENDIX E (1) 

EXCERPT ON THE COUNCILS FROM COUNCIL DOCUMENTS 

a. Broward County HIV Health Services Planning Council 

Purpose: The Broward County Board of County Commissioners shall serve as  

the chief elected officials for the purposes of applying for, receiving,  

and distributing federal Ryan White Comprehensive AIDS Resources  

Emergency Act funds.  

The Council shall establish priorities for the allocation of funds within  

Broward County; develop a comprehensive plan for the organization  

and delivery of health care services; assist the County in applying for  

grants pursuant to the Ryan White Comprehensive AIDS Resources  

Emergency Act.  

Created by: The Ryan White CARE Act Amendments of 2000, effective October  

20, 2000, enacted by amendment to the Congressional Public Health  

Services Act, to revise and extend programs established by The Ryan  

White Comprehensive AIDS Resources Emergency Act of 1990.  

Broward County Resolution #1990-3469, adopted November 27, 1990.  

Amended by Resolution #1994-1286, October 18, 1994, amending  

requirements of membership; adding that members shall be subject to  

removal for three consecutive absences from council meetings;  

adding that members shall not be prohibited from simultaneously  

serving as an appointee on another county board, authority or agency.  

Amended by Resolution #1997-0759, adopted June 24, 1997,  
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amending requirements for membership, terms of office, and duties of  

the council;  

Amended by Ordinance #2002-10, enacted March 12, 2002,  

exempting members of the HIV Council from automatic removal if the  

member has three consecutive absences or misses four meetings in  

one calendar year.  

 Section 1-233 of the Broward County Code of Ordinances was  

amended by Ordinance #2005-01, enacted January 11, 2005, to  

clarify that members of the HIV Council are exempt from the  

prohibition against serving simultaneously on another board, authority,  

or agency, if the Board of County Commissioners is the sole  

appointing authority; as well as that members of the HIV Council are  

exempt from the automatic removal provisions (an appointee to a  

board, authority, or agency who has three consecutive absences or  

misses four meetings in one calendar year shall be automatically  

removed as a member).  

Membership: Not less than twenty (20) nor more than thirty-five (35) members.  

(A) One (1) member of the Board of County Commissioners  

appointed by the Mayor of the Commission.  

(B) Nominations for the remaining appointments are submitted to  

the Board of County Commissioners after review by the  

membership committee of the HIV Council.  

Nominations for membership shall be identified through an open  

process and candidates shall be selected based on locally delineated  

and publicized criteria. Membership will reflect the demographics of  

the HIV epidemic in Broward County, with particular consideration  

given to representing disproportionately affected and historically under  
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served groups and subpopulation. The process shall include review by  

the membership committee of the Council, and at least twenty-five  

percent (25%) of the members shall be HIV-AIDS infected.  

Affirmative outreach shall be made to attract qualified candidates for  

membership on the Council with particular attention to gender balance  

and adequate representation from racial and ethnic minorities.  

Members of the Council shall include representatives of:  

(1) Health care providers, including federally-qualified health  

centers;  

(2) Community-based organizations serving affected populations  

and AIDS service organizations;  

(3) Social service providers, including but not limited to providers  

of housing and homeless services;  

(4) Mental health care and substance abuse providers;  

(5) Local public health agencies, including representation from  

prevention/education;  

(6) Hospital planning agencies or health care planning agencies;  

(7) Affected communities, including people with HIV disease and  

historically underserved groups and subpopulations;  

(8) Non-elected community leaders;  

(9) State government, including the State Medicaid agency and  

agency administering the Title II program;  

(10) CARE Act grantees under section 2671 which coordinated  

services and access to research for women, infants, children or  

youth; or, if none exists, representatives of organizations with a  

History of serving children, youth, and families living with HIV  

and operating in the EMA;  
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(11) Grantees under other Federal HIV programs, including but not  

limited to providers of HIV prevention services; and  

(12) Representatives of individuals who formerly were Federal,  

State, or local prisoners, were released from the custody of the  

penal system during the preceding 3 years, and had HIV  

disease as of the date on which the individuals were so  

released.  

Not less than 33 percent of the Council shall be individuals who are  

receiving HIV-related services from Title I funded providers, are not  

officers, employees, or consultants to any entity that receives amounts  

from such a grant, and do not represent any such entity, and reflect  

the demographics of the population of individuals with HIV disease.  

An individual shall be considered to be receiving such services if the  

individual is a parent of, or a caregiver for, a minor child who is  

receiving such services. This does not have an effect on entities that  

receive funds from grants under any other ACT program but do not  

receive funds from grants under Title I, on officers or employees of  

such entities, or on individuals who represent such entities.  

Terms: Section 1-233 of Chapter 1, Article XII, Broward County Code of  

Ordinances , as amended.  

(1) Serve at the pleasure of the nominating commissioner or the  

other appointing authority where appropriate; or  

 (2) Serve until the nominating commissioner vacates his or her  

office for any reason.  

Members are exempt from provisions Section 1-233(c) {prohibited  

from simultaneously serving as an appointee on another board,  

authority, or agency} AND Section 1-233(f) {removal of a member  
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who has three consecutive absences or misses four meetings in one  

calendar year}.  

Quorum: Fifty percent (50%) plus one (1) of the total appointed board members  

Attorney: David M. Greenbaum, Assistant County Attorney, 954-357-7600  

Coordinator: Jack Thomas, HIVPC Coordinator  

Broward Regional Health Planning Council  

915 Middle River Drive, Suite 120  

Fort Lauderdale, FL 33304  

954-437-9522  

Meetings: Monthly, last Thursday at 9:00 a.m.  

Broward Regional Health Planning Council  

Internet: www.brhpc.org 

Financial Disclosure not required.  

HVC 3/08   

b. Broward County HIV Health Services Planning Council 

Meeting Ground Rules (2/24/05) 

1. Members should recognize and respect the committee process adopted  

by this Council. Full discussion and analysis of issues occurs at the  

committee level rather than at full Council meetings.  

2. Before a member can make a motion or any person can speak in  

debate, he or she must be recognized by the Chair as having the  

exclusive right to be heard at that time.  

3. All speakers are expected to address the Council in a respectful  

manner, to not interrupt the recognized speaker who has the floor, to  

respect time limits, to speak briefly and to the point, and to stay on  
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agenda.  

4. If the member who made the motion claims the floor and has not  

already spoken on the question, he/she is entitled to be recognized in  

preference to other members.  

5. No one is entitled to the floor a second time in debate on the same item  

as long as any other person who has not spoken on the item desires  

the floor.  

6. Debate must be confined to the pending question or motion. Speakers  

must address their remarks to the Chair and maintain a courteous tone.  

7. Members of the public may only address the Council upon recognition  

by the Chair. They are subject to the same rules of conduct expected  

of Council members. Time limits may be established as necessary to  

ensure efficient conduct of Council business.  

8. Use of alcohol or drugs (unless prescribed by a licensed physician), is  

not permitted at Council meetings or grantee or support staff offices.  

9. Abusive language, threats of violence, and possession of weapons are  

not permitted in Council meetings or grantee or staff offices.  

10. Repeated violation of these meeting rules may result in no further  

recognition by the Chair for participation by the offending member or  

other attendee in that meeting. Any serious breach of conduct which  

disrupts the Council’s meeting may subject the offender to removal from  

the meeting.  

c. Broward County HIV Health Services Planning Council Committees 

Executive Committee – Sets Planning Council Agenda. Develops the  
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Comprehensive Plan to direct HIV services in Broward County and monitors  

progress. Holds emergency Council meetings between scheduled Council  

meetings. Makes sure that the rules that the Council operates under are current  

and follow Ryan White laws. This committee’s members are: the Chair and Vice- 

Chair of the Planning Council, the immediate past Chair of the Planning Council,  

and the chairs of each of the committees.  

Assessment Committee -Reviews the quality of the work done by the paid staff  

for the Planning Council and the County Government staff involved in the HIV  

program and recommends areas of improvement; evaluates the quality and cost  

effectiveness of funded services in meeting the identified needs of the HIV  

community.  

Continuous Quality Improvement Committee – Develops outcomes and  

indicators and provides oversight to standards of care. Evaluates client  

satisfaction with services and identifies client/staff education/training needs.  

Membership/Council Development Committee - Looks at applications for  

membership to the Council. Helps people to learn about the Planning Council and  

what it does. Plans on-going training and mentoring activities for Planning Council  

members and individuals interested in becoming Planning Council and/or  

committee members.  

Joint Client/Community Relations Committee - Encourages individuals living  

with HIV to be involved in Council activities. Helps people to learn about the  

Council and what it does. Listens to and tries to resolve complaints about how the  

Council operates (setting funding priorities, preparing plans, hearing from the HIV  

community, etc).  

Joint Planning Committee – Assesses HIV related service needs and identifies  

any gaps in services.  

Joint Priorities Committee - Gathers information from people living with HIV that  
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list the community’s needs. Decides which services to fund and how much money  

should be spent on that service.  
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APPENDIX E (2) 

PALM BEACH COUNTY HIV CARE COUNCIL BYLAWS 

CARE Council Bylaws 

Approved January 31, 2005 Page 2 of 12 

ARTICLE I 

NAME, AREA OF SERVICE, FUNDING AUTHORITIES , AUTHORIZATION 

SECTION 1: The name of this entity shall be the “Palm Beach County HIV 

Comprehensive AIDS Resources Emergency Council,” hereinafter referred to as the 

“CARE Council.” 

SECTION 2: The area of service shall be defined as Palm Beach County. 

SECTION 3: The CARE Council shall work with the grantee or fiscally responsible 

agents for the current funding streams. 

ARTICLE II 

MISSION AND VISION 

SECTION 1: Mission: The CARE Council shall be a collaborative and balanced body of 

HIV infected and affected individuals, service providers, community leaders and 

interested individuals whose responsibilities shall be to plan, develop, monitor, evaluate 

and advocate for a medical and support services system for individuals and families 

affected by HIV Spectrum Disease. 

The CARE Council shall: 

(A) Develop a comprehensive plan for the organization and delivery of health services 

described in the Ryan White CARE Act Amendments of 1996 that is compatible with any 

existing State or local plan regarding the provision of health services to individuals with 

HIV disease. 
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(B) Establish priorities for the allocation of Ryan White CARE Act Title I and Title II 

funds, Housing Opportunities for Persons With AIDS (HOPWA), Florida State General 

Revenue Patient Care and AIDS Network, and other appropriate funds within Palm 

Beach County, including how best to meet each such priority and additional factors that 

the grantees or Lead Agency shall consider based on: 

1. Documented needs of the HIV infected population; 

2. Cost and outcome effectiveness of proposed service strategies and interventions, 

to the extent that such data are reasonably available (either demonstrated or 

probable); 

3. Priorities of the HIV infected communities for whom the services are intended; and 

4. Availability of other governmental and non-governmental resources. 

(C) Assess the efficiency of the administrative mechanism in rapidly allocating funds to 

the areas of greatest need within the eligible area. Establish a grievance procedure to 

address grievances filed against the CARE Council. Develop model consumer grievance 

procedures which may be implemented at the discretion of the CARE Council to address 

grievances filed against providers of HIV/AIDS services; assess the effectiveness, either 

directly or through contractual arrangements, of the services offered in meeting the 

identified needs. 

CARE Council Bylaws 

Approved January 31, 2005 Page 3 of 12 

(D) Participate in the development of a Statewide Coordinated Statement of Need 

initiated by the State Public Health Agency responsible for administering grants under 

Title II of the CARE Act. 

(E) Establish methods for obtaining input on community needs and priorities which may 

include public meetings, conducting focus groups, and convening Ad hoc panels. 

(F) Coordinate and monitor service provision and planning outcomes with a designated 

Lead Agency for the administration of Ryan White Title II funds. 
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(G) Work with community members and other planning bodies to ensure a coordinated 

system of care. 

(H) Maintain diversity and inclusion reflective of the epidemic in Palm Beach County in 

the CARE Council membership. 

(I) Perform such other duties as the CARE Council may, from time to time, deem 

appropriate. 

SECTION 2: Vision: 

(A) A community where individuals who live with HIV Spectrum Disease do so without 

prejudice, abandonment, or social stigma. 

(B) A community where people living with HIV Spectrum Disease are afforded a 

comprehensive range of medical and support services assuring the person’s wellness, 

independence, and self sufficiency. 

(C) A community where HIV medical and support services are accessed based upon 

need, regardless of one’s ability to pay for such services. 

ARTICLE III 

CARE COUNCIL MEMBERS 

SECTION 1: The CARE Council is intended to be a collaborative organization of HIV 

infected and affected individuals, service providers, and community leaders. Membership 

of the CARE Council shall be evenly divided among members of these three groups. 

Every effort shall be made to ensure that the representation of the infected community 

reflects the demographics of the epidemic in Palm Beach County, with particular 

consideration given to disproportionately affected and historically under-served groups 

and subpopulations. Additional membership categories to comply with federal 

requirements will be complied with as they arise. 

SECTION 2: Candidates for membership on the CARE Council shall be identified 

through an open process and candidates shall be selected based on locally delineated and 
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publicized criteria. Such criteria shall include a conflict-of-interest standard. Membership 

shall include: 

(A) Affected Communities 

1. Persons with HIV or AIDS; 

2. Historically under-served populations; 
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3. Persons affected by HIV Spectrum disease such as, but not limited to, care givers, 

life partners or family members of persons infected with HIV. 

(B) Service Providers 

1. Community-based organizations serving HIV affected populations; 

2. AIDS service organizations; 

3. Federally qualified Health Centers; 

4. Local Public Health Agencies; 

5. Social Service Providers; 

6. Mental Health and Substance Abuse Service Providers; 

7. Medical Professionals serving persons living with HIV/AIDS; 

8. Palm Beach County Grantees under other Titles of the Ryan White CARE Act. 

(C) Non-Elected Community Leaders 

1. Hospital and Health Care Planning Agencies, or other Social Service Planning 

Agencies; 

2. State and Local Government (including the State Medicaid Agency); 

3. Grantees under other Federal HIV Programs; 

4. Florida Department of Health; 

5. Local Health and Human Service Boards; 

6. Other Non-Elected Community Leaders including representatives of public and private 
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business interests. 

SECTION 3: (A) A CARE Council Member shall be defined as any resident of Palm 

Beach County, Florida who applied for membership in accordance with the official 

nominations process for CARE Council Membership prescribed in the policies of the 

Palm Beach County HIV CARE Council, has been recommended for membership by the 

CARE Council, officially appointed by the Palm Beach County Board of County 

Commissioners, has complied with financial disclosure requirements of the Board of 

County Commissioners, and who has maintained attendance and committee participation 

requirements prescribed by the CARE Council. CARE Council members shall maintain 

the right to vote on any issue before the CARE Council following appointment by the 

Board of County Commissioners. 

(B) A CARE Council member is required to actively participate on at least one standing 

committee or program support committee to retain Council membership. Failure to 

actively participate will result in removal from council membership. The removal process 

shall be defined by council policy. 

SECTION 4: A member may represent only one of the three mandated membership 

categories. (i.e., CARE Council Bylaws Approved January 31, 2005 Page 5 of 12 

Affected Community, Non-Elected Community Leader or Service Provider) 

SECTION 5: A minimum of thirty-three percent (33%) of the CARE Council’s overall 

voting membership shall consist of individuals who are HIV positive. The CARE Council 

shall maintain a formal program to support participation by HIV positive members. Every 

effort shall be made to ensure that the representation of the infected community reflects 

the demographics of the epidemic in Palm Beach County, with particular consideration 

given to disproportionately affected and historically under-served groups and 

subpopulations. 

SECTION 6: The total CARE Council membership shall be a balanced membership of 

no more than fortyfive (45) but not less than twenty-one (21) members. 
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SECTION 7: The CARE Council member term of office is two (2) years following 

appointment by the Palm Beach County Board of County Commissioners. There shall be 

no limit on the number of terms a member may serve. 

SECTION 8: Attendance at CARE Council meetings is crucial to the operation of the 

CARE Council. 

(A) Members shall be automatically removed for lack of attendance. Lack of attendance 

is defined as a failure to attend three (3) consecutive meetings or a failure to attend more 

than one-half (1/2) of the meetings scheduled during the preceding twelve (12) months. 

Participation for less than three-fourths (3/4) of a meeting shall be the same as a failure 

to attend a meeting. Excused absences due to illness, if approved by majority vote of the 

council, shall not constitute lack of attendance. Excused absences shall be entered into 

the minutes at the next regularly scheduled meeting of the council. Members removed 

pursuant to this paragraph shall not continue to serve on the council and such removal 

shall create a vacancy. 

(B) Upon accumulation of three (3) consecutive excused absences or any absences 

(excused and or unexcused) from more than fifty percent (50%) of CARE Council 

meetings during the preceding twelve (12) month period, inclusive of the month of the 

last absence, members will be asked to discuss their future CARE Council participation 

with the Membership Committee. The Membership Committee Chair or designee will 

report to the Executive Committee with the Membership Committee’s recommendation 

for removal or continued membership. The CARE Council shall make a finding for 

removal or continued membership. In cases of removal, a recommendation for removal 

shall be forwarded to the Board of County Commissioners. Their determination shall be 

considered final. In application of this provision, no decisions shall be made which are in 

conflict with the provisions of Article III, Section 8, Part A. 

(C) This attendance requirement applies only to the regularly scheduled CARE Council 

meetings, and not to emergency meetings. 
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SECTION 9: Vacancies resulting from death, involuntary removal, or voluntary 

resignation of any member shall be filled pursuant to the policies, procedures and bylaws 

of the CARE Council. 

CARE Council Bylaws 
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ARTICLE IV 

OFFICERS 

SECTION 1: The CARE Council will elect the Chair, Vice Chair, Treasurer and 

Secretary from the CARE Council membership by a majority vote of the quorum of the 

members present at the Annual Meeting. The officers are elected for a one (1) year term 

or until their successors are elected. 

In filling vacancies for unexpired terms, an officer who has served more than half a term 

in an office is considered to have served a full term. All elected officers will begin their 

term at the conclusion of the meeting at which they were elected. No officer shall hold 

the same office for more than three (3) consecutive terms. Officers may be removed from 

office upon a three-fourths (¾) vote of the membership present and voting at any legally 

noticed meeting of the CARE Council where a quorum is present. No member who is 

employed by a grantee, administrative agency, or other funding authority shall be eligible 

to serve as an officer of the CARE Council. 

SECTION 2: The Chair’s duties and responsibilities include, but are not limited to: 

1. With the consent of the CARE Council, represent the CARE Council to the Grantees, 

Lead Agency, Health Resources and Services Administration (HRSA) and other 

interested parties; 

2. Presiding at all meetings of the CARE Council and Executive Committee; 

3. Appointing the Chair of all CARE Council Committee’s, subject to the ratification of 

the CARE Council membership except as otherwise provided herein; 
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4. Be an ex-officio member of all committees, subcommittees, advisory or ad hoc 

committees except the Elections Committee; 

5. With the consent of the CARE Council, conduct the business of the CARE Council. 

SECTION 3: The Vice Chair shall be the Chair of the Bylaws and Grievance 

Committees and be responsible for maintaining the policies and procedures of the 

council. All powers and duties of the Chair shall be performed by the Vice Chair in the 

absence of the Chair. When fulfilling these duties, the Vice Chair will be considered to be 

the acting Chair. 

SECTION 4: The Treasurer shall be Chair of the Priorities and Allocations Committee 

and shall be free from conflict of interest as defined by Article VII of these Bylaws. All 

powers and duties of the Chair shall be performed by the Treasurer in the absence of the 

Chair and Vice Chair. When fulfilling these duties, the Treasurer will be considered to be 

the acting Chair. 

SECTION 5: The Secretary shall be the Chair of the Membership Committee and 

maintain and have responsibility for overseeing Government in the Sunshine meeting 

notices; recording of minutes; maintenance of CARE Council, committee and 

subcommittee membership rosters; and act as Chair of the Membership Committee. As 

funding permits, with the exception of Chairing the Membership Committee, these duties 

may be delegated to a staff function. All powers and duties of the Chair shall be 

performed by the Secretary in the absence of the Chair, Vice Chair, and Treasurer. When 

fulfilling these duties, the Secretary will be considered to be the acting Chair. 
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SECTION 6: Succession 

(A) In the event the office of the Chair of the CARE Council becomes vacant, the Vice 

Chair shall serve the unexpired term of the Chair. In the event the Vice Chair is unable to 

serve the unexpired term of the Chair, a special election will be held at the next legally 

noticed meeting of the CARE Council. 
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(B) In the event the office of Vice-Chair, Treasurer or Secretary becomes vacant, the 

Chair will nominate at least one member of the CARE Council to fill the vacant office 

and an election, open to nominations from the floor, will be held. 

(C) In the event of succession or special election to replace vacancy, the remaining time 

served shall not count as time served under Section I. 

ARTICLE V 

COMMITTEES 

SECTION 1: The CARE Council’s Standing Committees will include: 

A. Executive Committee 

B. Planning Committee 

C. Priorities and Allocations Committee 

D. Membership Committee 

E. Support Services Committee 

F. Medical Services Committee 

G. Community Awareness Committee 

SECTION 2: The CARE Council’s Program Support Committees will include, but are 

not limited to: 

A. Management Information Systems (MIS) Committee 

B. Quality Assurance and Evaluation Committee 

The CARE Council Chair may authorize the creation, prescribe the terms, and define the 

power and duties of any other Program Support Committee’s as may, from time to time, 

be necessary or useful in the conduct of CARE Council business. The Program Support 

Committee’s shall be created and managed according to the Policies and Procedures of 

the CARE Council. 

SECTION 3: The CARE Council’s Ad hoc Committee’s will include, but are not limited 

to: 
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A. Bylaws Ad hoc Committee 

B. Elections Ad hoc Committee 
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C. Grievance Ad hoc Committee 

The CARE Council Chair may authorize the creation, prescribe the terms, and define the 

power and duties of any other Ad hoc Committee’s as may, from time to time, be 

necessary or useful in the conduct of CARE Council business. The Ad hoc Committee’s 

shall be created and managed according to the Policies and Procedures of the CARE 

Council. 

SECTION 4: Executive Committee: 

The Executive Committee shall consist of the Chair, Vice Chair, Treasurer, Secretary, 

and Chair of each Standing Committee of the CARE Council. At least one person with 

HIV must be present to constitute a quorum for decisions. 

The Executive Committee will meet on a regularly scheduled basis. It may also be 

convened by the Chair of the CARE Council and or at the request of a Grantee or Lead 

Agency, to take action on time-sensitive issues relating to prioritization or allocation of 

funds which make it impractical to convene the CARE Council. 

The duties and responsibilities of the Executive Committee shall include, but are not 

limited to, oversight of the grant application process, contracting processes implemented 

by Grantees or Lead Agencies on behalf of the CARE Council, and implementation of 

policy or actions established by the CARE Council. Emergency actions taken by the 

Executive Committee shall be subject to ratification of the CARE Council. 

SECTION 5: Priorities and Allocations Committee: 

The Priorities and Allocations Committee, utilizing available data and information 

generated from Grantees and Administrative Agencies, and other CARE Council 

Committee’s, through a group process, establishes a list of services appropriate and 

necessary to enhance the medical condition and improve the quality of life for persons 
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living with HIV/AIDS in Palm Beach County. The Committee is also charged with 

establishing priorities for these services, and allocating available and or potential funding 

to these services. The Priorities and Allocations Committee works closely with current 

funding streams to redirect underspent funds to those service categories most in need of 

additional dollars throughout the year. 

SECTION 6: Planning Committee: 

The Planning Committee is charged with the overall development of major planning 

activities of the CARE Council. Included in these activities is development of a CARE 

Council Comprehensive Plan for HIV/AIDS Services for Palm Beach County Florida. In 

a collaborative nature, the Committee will work with all other planning/funding entities 

in Palm Beach County to ensure the plan encompasses all needed services and available 

resources. In addition, the Planning Committee is charged with the development of a 

Needs Assessment as outlined in HIV/AIDS Bureau (HAB) publications, the 

development of descriptions for all services purchased with Ryan White Title I, Title II, 

HOPWA, State of Florida AIDS Network and dedicated HIV/AIDS General Revenue 

dedicated funds. 

The Planning Committee is also responsible for the development and implementation of 

evaluation tools and programs to ensure quality services are provided to persons utilizing 

HIV/AIDS services in Palm Beach County. 

SECTION 7: Membership Committee: 

Charged with identifying and recruiting members for the CARE Council and its 

Committees who are reflective of the HIV/AIDS epidemic in Palm Beach County. The 

committee is responsible for the following activities: 
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• Recruitment Plan; 

• Recruiting New Members; 
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• Training New and Existing Members of the Council in Council responsibilities, policies 

and procedures the Council uses to address its responsibilities; 

• Ensuring the Council membership list complies with necessary grant requirements; 

• Monitoring membership attendance as required by Policies and Procedures. 

SECTION 8: Support Services Committee: 

• Work with the Planning Committee on development of the Support Services module of 

the CARE Council’s Comprehensive Plan; 

• Work with the Planning Committee to develop service definitions relating to each of the 

supportive services for the RFP process; 

• Responsible to develop unit cost information for each of the supportive services; 

• Establish county-wide standards relating to the delivery of each of the support services; 

• Work with the grantee, medical services committee and other funders on Quality 

Assurance standards and other program management issues relating to each of the 

support services. 

SECTION 9: Medical Services Committee: 

• The Medical Services Committee is responsible for detailed planning and oversight of 

all services relating to the general health of persons living with HIV/AIDS who receive 

services funded through the collaborative funding sources of the CARE Council. In 

addition, the committee is charged with the planning and oversight of all substance abuse 

and mental health services relating to persons living with HIV Spectrum Disease and who 

receive services funded through the collaborative funding sources of the CARE Council; 

• This committee should remain up-to-date on the latest HIV/AIDS medical treatments 

and convey to the Planning Committee the need for inclusion of such services in the 

CARE Council’s Comprehensive Plan; 

• Responsible to develop unit cost information for each of the medical services; 

• Establish county-wide standards relating to the delivery of each of the medical services; 

• Work with the grantee, support services committees and other funders on Quality 

Assurance standards and other program management issues relating to each of the 
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medical services. 

SECTION 10: Community Awareness Committee 

• Outreach to HIV/AIDS service consumers; 

• Act as an informal caucus to bring consumer issues to the Council, or council 

committees 
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as appropriate. (This would be especially true if there was a general consumer concern 

regarding a specific service or service provider); 

• Help identify ways to reach the PLWH/A communities served, including minority and 

other special populations; 

• Provide an ongoing link with the community. Bring community issues to the Council, 

as well as information about available treatment, research, and care information to the 

community. 

SECTION 11: The following provisions shall apply to committees: 

(A) Membership on a committee shall be defined by policy. 

(B) Committee attendance shall be defined by policy. 

ARTICLE VI 

MEETINGS 

SECTION 1: All meetings of the CARE Council and its Committees and Sub-

Committees shall be open to the public and shall be subject to the requirements of 

Section 286.011, Florida State Statutes as may be amended. 

SECTION 2: There shall be an Annual Meeting of the CARE Council in April of each 

year. The primary purpose of the Annual Meeting shall be to elect officers for the coming 

year. 

SECTION 3: The CARE Council will meet at least six times per year. 
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SECTION 4: CARE Council and Committee meeting quorums shall be defined by 

policy. 

SECTION 5: A request for a special meeting of the CARE Council may be made by the 

Executive Committee, Lead Agency, or by a Grantee to take action on time sensitive 

issues. The meeting shall be scheduled for the exclusive purpose of addressing the 

specific issue identified in the request for the special meeting. 

SECTION 6: The rules contained in the current edition of Robert’s Rules of Order 

Newly Revised shall govern the Council in all cases to which they are applicable and in 

which they are not inconsistent with these bylaws and any special rules of order the 

Council may adopt. 

SECTION 7: Participation at CARE Council and Committee meetings is defined as 
follows: 

1. Attendance at CARE Council meeting’s, committee meeting’s, special events, and 

workshops in compliance with applicable policy. 

2. Voting on council and committee issues. 

3. Completing agreed to tasks. 

4. Sharing of skills, time, and other resources appropriate to the committee or council. 
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ARTICLE VII 

VOTING AND CONFLICT OF INTEREST 

SECTION 1: Members of the CARE Council and all Committees established by the 

CARE Council shall abide by the Ryan White CARE Act, Florida State Statute 112.3143 

and Palm Beach County Code of Ethics R-94-693 (as may be amended) regarding voting 

conflicts. 

SECTION 2: The CARE Council may not be directly involved in the administration of a 

grant under Title I of the CARE Act. With respect to compliance with the preceding 
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sentence, the CARE Council may not designate (or otherwise be involved in the selection 

of) particular entities as recipients of any amounts provided in the grant. 

SECTION 3: Each CARE Council member present shall vote on every issue with which 

they have no conflict of interest. Any CARE Council member with a conflict of interest 

on a specific issue will abstain from voting on that specific issue. In the event a member 

abstains from a vote due to conflict, he or she must sign a Conflict of Interest Disclosure 

Form within three days of the vote. 

SECTION 4: Attendees at a CARE Council meeting who are not members of the CARE 

Council may participate in discussions, but may not vote. Only CARE Council members 

may vote. 

SECTION 5: It shall be the responsibility of members to inform the CARE Council 

Secretary in writing of any affiliation as an employee, board member, independent 

contractor, vendor or supplier to agencies receiving or seeking funding under the 

prioritization/allocation process of the CARE Council. A CARE Council member who 

has an identified conflict of interest and does not abstain from voting on issues related to 

that conflict will be removed from the CARE Council.The motion for removal of a 

member due to conflict of interest may be made at one CARE Council meeting for 

discussion and voted upon at the next regularly scheduled CARE Council meeting. The 

CARE Council member being discussed must be given an opportunity to respond prior to 

a removal vote. If the resulting vote is in the affirmative, a recommendation for removal 

shall be forwarded to the Board of County Commissioners. Their determination shall be 

considered final. 
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ARTICLE VIII 

GRIEVANCE PROCEDURES 

The CARE Council shall maintain a policy to resolve grievances brought forward against 
the CARE Council. 
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ARTICLE IX 

OPERATING PROCEDURES 

The CARE Council shall maintain published policies and operating procedures governing 

the administration and day-to-day functioning of the CARE Council. 

ARTICLE X 

AMENDMENTS 

SECTION 1: These Bylaws may be altered, amended or repealed and new Bylaws may 

be adopted by a two-thirds (2/3) majority vote of CARE Council members present at a 

CARE Council meeting. At least ten (10) days prior, written notice setting forth the 

proposed action will be sent to the CARE Council membership and all interested parties. 

SECTION 2: That the CARE Council staff be authorized to correct article and section 

designations, punctuation, and cross-references and to make such other technical and 

conforming changes as may be necessary to reflect the intent of the Council in connection 

with keeping the Bylaws grammatically correct. 

ARTICLE XI 

EFFECTIVE DATE 

These Bylaws shall become effective immediately upon vote of two-thirds (2/3) of the 

members of the Palm Beach County HIV CARE Council. These Bylaws supersede all 

other previously adopted Palm Beach County HIV CARE Council Bylaws. 

CERTIFICATION OF ADOPTION: 

By my signature below, I certify these Bylaws were officially adopted by a majority 

vote of the Membership of the Palm Beach County HIV CARE Council. 

Vikas Virkud, MD, Chair Bruce Conlin, Secretary 

August 24, 2004 August 24, 2004 
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