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Introduction
The Joint Membership Pilot (JMP) program was launched in October 2008 following the approval of the Governing Council at the 2007 Annual Meeting (see Appendix I).   The American Public Health Association (APHA) and four state/regional affiliates agreed to participate in the four-year pilot where members could join both associations at one discounted price.  The four affiliates that agreed to participate in the program are California-North (CPHA-N), Kansas (KPHA), Massachusetts (MPHA) and Ohio (OPHA).
APHA and the Affiliates developed potential outcomes for the Pilot program including: 

· Membership growth of the affiliates and/or APHA 

· Increased advocacy both on the national and local levels 

· Greater member participation and increase in the level of active members 

The purpose of this report is to examine the progress of the Joint Membership Pilot, review membership trends, and discuss future analysis as we enter the last year of the program.

Progress
Throughout the Joint Membership Pilot program, APHA and the participating affiliates have tackled the challenges of a declining economy, which the declining membership of APHA has reflected. In 2011 and the third year of the pilot, APHA and the affiliates conducted a current and lapsed member survey.  In addition, APHA addressed a concern affiliates raised in the previous year concerning potential members registering for the Annual Meeting. APHA staff have also started looking at the fiscal implications of the pilot based on the request by the JMP Oversight Committee.
Membership Data
Membership in the Association has been decreasing over the past few years. Tables I-III show the APHA total membership and membership of the four Affiliate States.
In 2011, the JMP program has been very successful for two of the participating affiliates.  KPHA increased their joint membership by 22% and OPHA by 23.19%.  Unfortunately, there was a drop in membership for CPHA-N and MPHA.  CPHA-N suffered a 14.72% drop and MPHA a 7.57% drop; however one explanation could be that the previous year both affiliates had increased their membership by over 40% (Table II).  Another explanation for the decrease for CPHA-N and MPHA could be that between 2008 and 2011 the numbers of APHA members in the state of CA dropped by 21% and in MPHA by 17% (Table III).  Currently only 16.41% of APHA members in Massachusetts and 17.01% of APHA members in the northern region of California are taking advantage of the pilot.  In comparison, over 35% of APHA members in Ohio and Kansas are JMP members (See Table IV). Therefore, CPHA-N and MPHA affiliates have a higher probability of gaining additional APHA members, than the other two affiliates.
To date, the JMP has not had an effect on APHA membership. Table III shows that there has not been an increase in APHA members coming from the four Affiliate states. Also, the data in Table IV demonstrates that as of August 31, 2011, only 21.66% of APHA members who qualify for the program were Joint Members despite the fiscal benefits.
The trend of new members joining APHA through the JMP continued to increase.  Within the past year 54% of new members to APHA joined through the pilot program. Some of the new members have come from Affiliates; however, preliminary data shows that the majority of members were new to both APHA and the affiliate organizations.  This could indicate that marketing efforts are working and new members see the value in joining both associations instead of just APHA.

Since the inception of the pilot, there has been a substantial shift in the number of APHA members in the participating state/regional affiliates.  Each year all affiliates must submit a breakdown of the number APHA members versus non-APHA members in their organization.  Based on this information, most of the participating affiliates increased the percentage of APHA members by 12%.  The CPHA-N percentage of APHA non-members went from 54.32% in 2008 down to 14.47% in 2011.  The substantial shift shows that the affiliate has been successful in tripling their membership through the program.  CPHA-N went from 162 members in 2008 to 456 members in 2011 (see Table VI).  The gain for CPHA-N cannot be solely attributed to the pilot, but it is a major factor in the increase of members.

In addition to looking at membership data, the Oversight Committee also asked APHA to look at Annual Meeting Registration from the Affiliate States because it is one of the largest revenue drivers to APHA. As shown in Table VII, there is no real difference in Annual Meeting registration between the years before the pilot began (2007, 2008) and the years after (2009, 2010).
Annual Meeting Registration
Last year one of the biggest concerns raised by the pilot participants was the long process a member had to go through to join/renew as a Joint Member and register for the Annual Meeting at the same time.  APHA brought this concern to their IT and Conventions departments and made changes to simplify the process.  The registration page now includes a link to the JMP site and a link back to the registration site once a member paid for their JMP membership.

Also, once the member joined APHA – her or his information would auto-populate on the registration page.  APHA staff explained on the 2011 winter quarterly call that there would still need to be a number of clicks, otherwise to make it seamless would cost $10,000 in programming.  All were in agreement that the programming charge was too high for a pilot, but should be reconsidered if the program is extended.  

On the 2011 summer quarterly call APHA staff asked about the changes made to register for the meeting and all participating affiliates stated that it was easier for their members to join the pilot and register for the Annual Meeting at the same time.

Survey Data
In the summer of 2011, APHA launched a survey to active and lapsed members. The survey had a 25.7% (166 completed surveys) response rate from active members and a 13.2% (67 completed surveys) response rate of lapsed members. Some interesting findings included:

Active:

· 63% were not aware of the Joint Membership Pilot before deciding to join APHA or the state Affiliate

· 60%  learned about the JMP through APHA, 34% through the affiliate

· 77% stated they joined the JMP because it was more cost-effective

· 7% of respondents belonged to only their Affiliate before joining, 39% belonged to APHA only, 25% belonged to both, and 28% did not belong to either Association
· 73% of respondents stated they benefited most from their joint membership

· 69% said they were not more involved with local advocacy/public health efforts since joining the JMP

· 78% said they were not more involved in national advocacy/public health efforts since joining the Joint Membership Pilot

· 84% stated that they like the discounted membership in both associations most about being a Joint APHA/affiliate member

· 74% stated they will renew their Joint Membership when it expires
Lapsed: 

· 49% were not aware of the Joint Membership Pilot before deciding to join APHA or the state Affiliate
· 52% learned about the JMP through APHA, 36% through the affiliate
· 76% stated they joined the JMP because it was more cost effective

· 6% of respondents belonged to only their Affiliate before joining, 24% belonged to APHA only, 13% belonged to both, and 30% did not belong to either  
· 63% said the benefited most from their joint membership

· 70% said they were not more involved with local advocacy/public health efforts since joining the JMP
· 79% said they were not more involved in national advocacy/public health efforts since joining the JMP

· 78% stated they liked the discount membership in both associations most about being a Joint APHA/affiliate member
Fiscal Analysis
This report only has a brief fiscal analysis. 
In direct costs (i.e., printing, mailings, phone calls, etc.) APHA spent about: 

$2,000 in FY2011

$4,200 in FY 2010 (an additional $4,000 was spent on programming) 
$13,000 in FY 2009
APHA staff time ranged from $13,000 - $15,000, per year, for the past three years 
APHA’s fiscal year is from July 1 – June 30.
 Next year’s final report to the Governing Council, in addition to the Oversight Committee’s recommendations, will have a more comprehensive fiscal analysis which includes calculating staff time, programming and revenue to APHA and to the Affiliates.

Marketing Efforts
Both APHA and the participating affiliates continue to promote the program in a variety of ways.  This year APHA worked with the participating affiliates to update the membership application, so that it included the new logos from OPHA and KPHA, as well as new language from the Affiliates if they wished. One hundred to five hundred applications were distributed to each affiliate for use in mailings and at meetings.  The Director of Component Affairs decided to delay the update of the brochure because most APHA general membership material will be updated later in the year and it would be best to have a consistent brand for the Association.  

In addition, this year KPHA and OPHA targeted student members to participate in the program and it was reflected in their numbers as shown in Table VIII.  Due to economical challenges KPHA decided it would be best to focus joint membership recruitment to students.  OPHA also continues to gain student members through a variety of ways. For example, Case Western Reserve University purchases joint memberships for their incoming class every year. OPHA has been extremely successful in recruiting students, as shown by the 38% of JMP participants as students.
Affiliates continue to:

· Publicize the program to current and potential new members

· Distribute membership applications and brochures supplied by APHA at events

· Advertise program in periodic newsletters and their events

APHA continues to:

· Include JMP information in renewal notices to members in CPHA-N, OPHA, KPHA, and MPHA
· Send emails to members as a reminder of the program

· Market pilot on website and provide material to Affiliates

Future

The Joint Membership Pilot is now approaching the last year of the program. The next report will be submitted by the Oversight Committee who will work with APHA and the Affiliates to develop a more complete fiscal analysis and review the original projected outcomes.

The Oversight Committee will also make recommendations as to whether the program should continue and/or expand.

It also should be noted that the APHA Executive Board and Staff have been doing a comprehensive review of the Association’s membership model. Some changes will be implemented following the 2011 Annual Meeting and the Governing Council may approve an entire new membership model as early as June 2012. When recommending whether or not the pilot program should continue, these developments will be addressed; however, the Joint Membership Structure will remain unchanged for the next year. 
The Oversight Committee:
	Name
	Representative Position

	Howard Spivak (Chair)
	Joint Membership Pilot Administrator

	Susan Radius
	Executive Board Member

	Johanna Hinman
	ISC Member

	Kala Ladenheim
	CoA Member

	Eric Ostermann
	Executive Director/WPHA (Wisconsin Public Health Association)


Notes and Summaries From Affiliates:

California Public Health Association - North (CPHA-N)

One of the realities of memberships in APHA and CPHA-N is that many people let their annual membership dates slide. The number of those on APHA rosters that are listed as "lapsed" is large. This also takes place with CPHA-N. APHA gains a large increase in memberships prior to and at the time of the Annual Meeting, since membership fees are required for attendance. 

Complicating this situation is the fact that APHA assigns member status by the month of payment. CPHA-N operates on an annual January - December schedule, but brings in many members at CE programs and its own annual meeting, which occurs in the spring.  CPHA-N does most of its renewal efforts November - January. 

This along with the comings and goings of the professional population with  job moves, retirements and deaths, means that complete up-to-date rosters are difficult to state for both APHA and CPHA-N.

The impact on Student Members in the Joint Membership Pilot for CPHA-N has been remarkable. Part of this is due to the FREE Student Memberships that CPHA-N developed about 10 years ago. Through that effort and our strong on-going links to the student members via newsletter and other information, we have helped to reinforce the importance of membership in their professional association for many of them. When the Joint Pilot started...we encouraged them to take advantage of the $60 joint fee that opened the door for them to APHA as well!  We also have increased the number of student public health club members on our own Governing Council, and have assisted them in putting on programs on their respective campuses, for which we have provided CEU's.

The importance of this to both APHA and CPHA-N can not be underestimated...for this is where the bonding to their profession becomes fixed.

I don't think that any other affiliate in the country has a FREE membership for students...so their experience would not match ours. We feel that we have greatly expanded the number of students who have paid to become members of both APHA and CPHA-N. It is difficult to pin down the numbers, because of the way APHA tracks memberships, but the roster I reference for us has 74 students as JMP- paying members. We have another 200+ active in our FREE student membership program...from 5 university public health programs in our area.

In response to your three questions:

Success stories and challenges you have had with the JMP within the past year.

We now have more than twice the number of affiliate members, including many from virtually every community in our affiliate service area. Our full roster, including the most recent lapsed members is three times the size of our roster prior to the JMP. This was accomplished using volunteer efforts and resources. We did not have funds to conduct a major marketing program in support of the JMP.

Reflections on Survey:

Copies of the survey results were shared with our entire Governing Council. The survey results seemed to match our experience in some ways and indicated the success of the JMP for our affiliate.

 Estimate the cost and time you spent marketing, administering and maintaining the pilot.

We were unable to obtain and designate any specific funds to conduct a planned marketing program to support JMP. We had to rely on the materials that APHA was able to provide for our use...and these were in short supply. If we had full time staff and some special project funding, we would have been able to accomplish a great deal more in support of the JMP. Our efforts had to rely on our volunteer resources and existing communication channels, including our Website and our E-MAILER Newsletter.

In summary, our experience with the JMP has been excellent and has greatly expanded our membership base for all categories.  We strongly encourage the continuation and expansion of the JMP throughout the nation.

Glenn Hildebrand
Ohio Public Health Association (OPHA)

As best as I can determine, our total membership today stands 30% higher than in mid-2008.  This is a huge success!  Of our members, 47% are members of both APHA and OPHA.  However, our JMP participation is 39%.  A partial explanation for this is the JMP does not include a retired category.   This is a request from some of our retired members.  
 

One challenge has been the lag time from a JMP member's payment to APHA and when OPHA receives notification.  Members have become used to online, real-time transactions with today's technology.  We work with Pooja to reconcile member's questions when they arise and she is very responsive.  A second challenge is that membership dates for long-term members may not align.  With the advent of the JMP, OPHA moved to a revolving membership year.  Before that, we were on a calendar year. Some members renewing through the JMP lapse with OPHA until their APHA due date while others are paid in advance.  This is an awareness issue.
 

The survey responses were shared with our Governing Council and were not a surprise.  The JMP is a great value in today's environment and in general the responses were indicative of  the above comments.  
 

Our cost and time in marketing, administering, and maintaining is insignificant.  We market through conferences, the website, weekly notes and newsletters and easily include JMP information/materials. 
 

We hope to see the Joint Membership Pilot continue with expansion to include retirees.
 

Jamie Weaver
Kansas Public Health Association (KPHA)

Kansas signed up to be a pilot in this project to determine if rural states could benefit as well as larger populated states.  We were concerned that we would lose an excessive amount of money from our dues revenue if current members renewed in the Joint Project causing a shortfall in our dues revenue for the year because the joint dues is half of our regular rate dues in all categories.  Due to a lack of staff time and volunteer time, the project was not marketed as it was in other states, either, so the only way Kansas residents found out about it was visiting our website, or APHA’s website.  

We do believe that the project was worthwhile and we did reach a few new public health professionals which was beneficial, but, overall, it was predominantly current members that used the joint membership pilot to renew their membership with us and therefore we lost some funding.  At the end of the first year (2009), we had 21 Joint Members, and at the end of the third year we had 57.  This year 22 were academically connected, 18 were state or local public health staff and the remainder were public health advocates or students in other programs related to public health.  Also, of the 57, 70% (40) were from the metro areas of Kansas City, Wichita, Topeka, and Lawrence.  So, the rural areas only had 10 who joined through the Joint Membership Project.

Even though Kansas did not have the staff resources or volunteers to market the Joint Membership we do feel it was beneficial to be included in the Joint Project and represent smaller rural states.  Promoting Public Health on the national and state level is just as important to include us so that we can too grow.   

Elaine Schwartz, Executive Director

Massachusetts Public Health Association (MPHA)

While MPHA has grown our individual donor base considerably over the past three years, we’ve seen our membership numbers stall out between 750 and 800.  Last October, 2010 we pledged to redouble our efforts around building membership, including joint membership.  While our numbers are still hovering around 775, we’re pleased with our increased marketing efforts and hope they will bear fruit in the coming year.  

Examples of new marketing strategies from the past year, include—pitching joint membership to the 300 public health professionals in attendance at our November 2010 annual meeting; partnering with local schools of public health to get MPHA/APHA joint membership information in new student orientation packets; working directly with two professors to encourage students to become joint members; sending two joint membership appeals—one by mail, one by email— to our current and lapsed members. The appeal was co-signed by MPHA’s executive director, and former APHA president and current MPHA board member, Deborah Klein Walker, and timed to capitalize on the APHA annual meeting early bird rate.  

Due to the structure of the joining/renewal process, and limited staff capacity on our end, it can be difficult to track the effectiveness of a particular marketing strategy. For example, when we sent out an email recruiting joint members we then had to wait nearly 6 weeks before we could see who actually joined and at that time it’s very time intensive to cross check the lists. This makes it difficult to generate momentum from a successful campaign.  With that said, there is not obvious solution to this problem.  The only solution we see is for the affiliates to be able to process the renewals on our end, and that comes with another set of challenges. 

MPHA found the joint member survey to be very helpful. One major takeaway was the importance of sending timely thanks you notes and adding new members to our email lists in a timely manner. This will remain a challenge because of the unavoidable delay between members joining and the affiliate getting the information, but there’s certainly room to improve on our end.  

Kara Keenan

Table 1

APHA Membership 2007-2011
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Table II

Joint Members per Affiliate, 2009-2011
	
	2009
	2010
	Percentage increase/decrease in one year
	2011
	Percentage increase/decrease in one year

	CPHA-N
	183
	258
	41%
	220
	-14.72%

	KPHA
	24
	45
	
	55
	22%

	MPHA
	137
	198
	44%
	183
	-7.57%

	OPHA
	143
	194
	35%
	239
	23.19%


Table III
APHA Members from Affiliate States, 2008 and 2011

	 
	2008
	% of APHA
	2011
	% of APHA
	%Change since 2008

	
	
	membership
	
	membership
	

	CA APHA  Members
	3587
	12.90%
	2835
	11.23%
	-20.96%

	KS APHA Members
	138
	0.50%
	138
	0.55%
	0.00%

	MA APHA Members
	1354
	4.87%
	1115
	4.42%
	-17.65%

	OH APHA Members
	665
	2.39%
	672
	2.66%
	1.05%

	APHA Total
	27,815
	 
	25,234
	 
	-9.28%


Table IV
Members from Affiliate States in Association, 2009-2011
	 
	 
	2009
	 
	 
	2010
	 
	 
	2011
	 

	 
	Joint
	APHA Total 
	% of APHA members who 
	Joint
	APHA Total 
	% of APHA members who 
	Joint
	APHA Total 
	% of APHA members who 

	
	Member
	Members in State
	are JMP in Affiliate States
	Member
	Members in State
	are JMP in Affiliate States
	Member
	Members in State
	are JMP in Affiliate States

	CA*
	183
	3567
	5.13%
	258
	2982
	8.65%
	220
	2835(1293)
	7.76%(17.01%)

	KS
	24
	127
	18.90%
	45
	140
	32.14%
	55
	138
	39.86%

	MA
	137
	1205
	11.37%
	198
	1174
	16.87%
	183
	1115
	16.41%

	OH
	143
	686
	20.85%
	194
	641
	30.27%
	239
	672
	35.57%

	Total
	487
	5585
	8.72%
	695
	4937
	14.08%
	697
	3218
	21.66%


*In 2009 and 2010 reflects the total number of members in CA.  In 2011, numbers in parenthesis indicate number of APHA members in the region of Northern California.
Table V.
Joint Membership Participants Breakdown: 2009-2011

	Affiliate
	JMP Participants Ending 
August 31, 2009
	Number New 
to APHA
	Percent 
New to 
APHA
	Number of APHA Renewals
	Percent of APHA Renewals

	CPHA-N
	183
	44
	25%
	137
	75%

	KPHA
	24
	11
	44%
	13
	56%

	MPHA
	137
	51
	37%
	86
	63%

	OPHA
	143
	63
	44%
	80
	56%

	Totals
	487
	169
	35%
	316
	65%


	Affiliate
	JMP Participants Ending 
August 31, 2010
	Number New
to APHA
	(%)
New to APHA
	Number of APHA Renewals
	Percent of APHA Renewals

	CPHA-N
	258
	108
	41.86%
	150
	58.14%

	KPHA
	45
	27
	60.00%
	18
	40.00%

	MPHA
	198
	102
	51.52%
	96
	48.48%

	OPHA
	194
	108
	55.67%
	86
	44.33%

	Totals
	695
	345
	49.64%
	350
	50.36%


	Affiliate
	JMP Participants Ending 
August 31, 2011
	Number New
to APHA
	(%)
New to APHA
	Number of APHA Renewals
	Percent of APHA Renewals

	CPHA-N
	220
	101
	45.91%
	119
	54.09%

	KPHA
	55
	34
	61.82%
	21
	38.18%

	MPHA
	183
	98
	53.55%
	85
	46.45%

	OPHA
	239
	150
	62.76%
	89
	37.24%

	Totals
	697
	383
	54.95%
	314
	45.05%


Table VI. 
Affiliate Membership 2008-2011
	 
	 
	2011
	 
	 

	Affiliate
	Total 
Members
	#APHA
 members
	#APHA
non-members
	% APHA 
non-members

	CPHA-N
	456
	390
	66
	14.47%

	KPHA
	577
	83
	494
	85.62%

	MPHA
	786
	375
	411
	52.29%

	OPHA
	491
	226
	265
	53.97%

	
	
	
	
	

	
	 
	2010
	 
	 

	Affiliate
	Total 
Members
	#APHA
 members
	#APHA
non-members
	 

	CPHA-N
	Report was not submitted

	KPHA
	536
	39
	497
	92.72%

	MPHA
	800
	357
	443
	55.38%

	OPHA
	389
	196
	193
	49.61%

	
	
	
	
	

	
	
	
	
	

	
	 
	2009
	 
	 

	Affiliate
	Total 
Members
	#APHA
 members
	#APHA
non-members
	 

	CPHA-N
	155
	68
	87
	56.13%

	KPHA
	409
	12
	397
	97.07%

	MPHA
	711
	273
	438
	61.60%

	OPHA
	278
	119
	159
	57.19%

	
	
	
	
	

	
	
	
	
	

	
	 
	2008
	 
	 

	Affiliate
	Total 
Members
	#APHA
 members
	#APHA
non-members
	 

	CPHA-N
	162
	74
	88
	54.32%

	KPHA
	682
	65
	617
	90.47%

	MPHA
	831
	263
	568
	68.35%

	OPHA
	372
	122
	250
	67.20%


Table VII. 
Annual Meeting Registration from Affiliate States

	
	2007 - Washington, DC
	 
	2008 - San Diego
	 
	2009 - Philadelphia
	 
	2010 - Denver
	 

	
	Number Registered
	% of Total
	Number Registered
	% of Total
	Number Registered
	% of Total
	Number Registered
	% of Total

	CA*
	1,786
	7.55%
	2,884
	25.83%
	1,038
	9.39%
	1,302
	11.49%

	KS
	83
	0.35%
	57
	0.51%
	40
	0.36%
	74
	0.65%

	MPHA
	1128
	4.77%
	472
	4.23%
	511
	4.62%
	469
	4.14%

	OH
	370
	1.57%
	168
	1.50%
	205
	1.86%
	189
	1.67%


*Don’t have separate data for CA-N
Table VIII
	APHA Break Down by Member Type
	CPHA-N
	% of
member type in affiliate
	KPHA
	% of
member type in affiliate
	MPHA
	% of
member type in affiliate
	OPHA
	% of
member type in affiliate
	Total

	REAF
	172
	78.2%
	35
	64.8%
	136
	74.3
	139
	58.2%
	482

	SHWAF
	10
	4.5%
	4
	7.4%
	12
	6.6%
	9
	3.8%
	35

	STUAF
	38
	17.3%
	15
	27.8%
	35
	19.1%
	91
	38.1%
	179

	Total
	220
	 
	54
	 
	183
	 
	239
	 
	696


able II. 






















































































































Appendix I
Proposal for Joint Membership Pilot Project

The ISC/CoA Joint Membership Workgroup is proposing a four pilot project to evaluate the effectiveness of an effort to promote joint APHA/Affiliate membership. This pilot will be a joint venture between APHA and at least two Affiliates (CPHA-N and MPHA) with the possibility of identifying up to two additional Affiliates to better represent geographic spread and such issues as percent of crossover memberships. This pilot proposal is the outgrowth of the efforts of the Workgroup, which determined that promotion of joint membership would be a considerable value to all parties and that a pilot project was essential for determining the feasibility of the effort. The pilot will involve only those individuals residing in the participating Affiliate areas and is voluntary.

Project Details:

This project would involve-

1 The creation of 3 new membership categories:



Regular Joint Member- would have a dues rate of $180, which  includes membership in both APHA and the Affiliate (MPHA or CPHA-N). These members would receive all benefits of both APHA and their Affiliate with exception of a print mailed copy of AJPH (on-line access to the Journal would be included & they could receive the paper journal for an additional fee). This would be a discounted rate as the APHA regular member dues will be $190 and the Affiliate dues are $55 for CPHA-N and $50 for MPHA. The breakdown of the dues would be $142.50 for APHA and $37.50 (minus the cost of membership dues processing*) for the Affiliate.



Special Joint Health Care Worker- would have a dues rate of $75, which  includes membership in both APHA and the Affiliate (MPHAA or CPHA-N). These members would receive all benefits of both APHA and their Affiliate with the exception of a print copy of AJPH (on-line access would be included & they can receive the print version for an additional fee). This would be a discounted rate as the APHA special health care worker dues will be $80 and the Affiliate rate is $20 for special health care workers for MPHA and $25 for special health care workers for CPHA-N. The breakdown of dues would be $60 for APHA and $15 (minus the cost of membership processing*) for the Affiliate. 



Student Joint Member - would have a dues rate of $60, which would include membership in both APHA and the Affiliate (MPHA or CPHA-N). These members would receive all benefits of both APHA and their Affiliate with the exception of a print copy of AJPH (on-line access would be included). This would be a discounted rate as the APHA student dues will be $60 and the Affiliate student rate is $20 for MPHA and $0 for CPHA-N. The breakdown of dues would be $45 for APHA and $15 (minus the cost of membership processing*) for the Affiliate.



* During the initial pilot phase, this membership processing cost will be absorbed by APHA and not deducted from the Affiliate share of the dues. This is based on the belief that the additional cost should be minimal, the number of initial memberships will not be extensive, and the actual cost of additional processing is uncertain. The additional processing cost will need to be assessed annually and cost sharing between APHA & the Affiliates negotiated if the costs to APHA become significant because the program expands to more Affiliates or becomes generalized across APHA. The initial pilot phase will provide information on the actual cost of additional membership processes, which will help to determine how to best handle this expense in the future.

2 The new joint membership categories will be ongoing and would not be just an introductory offer for 1 year. 

3 As noted above, the rate for dues will be less than sum of new APHA + affiliate dues

4 As noted above this would include full membership benefits on both sides minus a print mailed copy of journal.

5 APHA and the Affiliates would both accept memberships with APHA administering the enrollment process absorbing the additional processing cost in the initial pilot phase. If expansion of this pilot occurs, Affiliates may be asked to contribute to this cost, should it be determined that this cost creates a financial burden on APHA. APHA will take responsibility for the initial IT programming costs, which are estimated to be in the $10-15,000 range; APHA would capitalize and absorb this cost over 3 years.

6 There will need to be a visible and aggressive marketing process by both the involved affiliates and APHA to assure awareness of the new membership categories and the benefits of joint membership to both individual members and the organizations. This will be particularly important with respect to current Affiliate members because of the significant cost increase to non-APHA national members. This marketing will need to include increase visibility of APHA at Affiliate events and meetings and active participation of the involved affiliates at APHA’s annual meeting. There is an additional hope that increasing the number of APHA members in the Affiliates will enhance the visibility of the value of APHA membership as well.

Issues of Note: 

1: Equalization of the two affiliate rates- this was decided for administrative simplicity as the 2 participating Affiliates had relatively close rates and it was felt that should this pilot be expanded, different rates for each Affiliate would create an extremely complicated system. At least for the pilot, it was felt that the greater dues income loss for CPHA-N would be compensated for better by that fact that they would get income from students, which they are currently not collecting. Furthermore, given that joint membership rates are actually less than APHA membership dues without Affiliate membership, it extremely likely that the Affiliates would experience a considerable increased growth through the enrollment of current APHA members who are not currently Affiliate members.

Relevant Data- 

MA- Affiliate member # 817; APHA member # 1332

CA-N Affiliate member # 229; APHA member # 2030 (both N & S)
2: Administrative changes for the Affiliates - the Affiliates would need to accommodate the rolling membership process of APHA (which would be far too complex to change). This would require some type of prorating process to accommodate the transition at the Affiliate level.

3: Revenue risks- Both APHA and the Affiliates risk some loss of income with the reduced dues for the new membership categories. The Affiliate risk is believed to be minimal as the likelihood of increasing membership for the APHA only member group is rather high. The risk is greater for APHA, which will reduce its risk in part by the savings of not providing a hard copy of the Journal. The growth of APHA membership from the pool of Affiliate only members is less predictable and will most likely occur at a slower rate. However, it much also be recognized that APHA does benefit from a stronger base of Affiliate organizations, and strong marketing of APHA through the Affiliates will hopefully have a payoff in time. Both APHA & the Affiliate have the opportunity to gain more members because of the broader exposure. The financial risk to APHA, if all current members became joint members, and not one single new member joined is the cost differential between full membership and joint membership for approximately 1700 individuals (Approximately $22,100). Should APHA gain 100% penetration at current Affiliate membership levels then we would gain about 500 new members (Revenue gain of $5,000 above baseline.  Because all membership dues occur at a loss, we assume additional participation in annual meeting, donations, and publications will compensate as we do with all other membership categories).

Timeline:

Roll out in July 2008 in order to capture the high enrollment rates during the enrollment period for the annual meeting. This may not be in time for the hard copy enrollment forms for the meeting, but should be in time for the electronic enrollment process. Should this roll out time be missed, it is likely to put off the effects of the pilot for a year. A four pilot period has been chosen to assure adequate time for outcome measures both at the APHA and Affiliate levels.  With rolling memberships there is no data for the first year.

Consideration of other options:

Several other options were considered for the pilot process. 

· A one-time discounted joint enrollment was considered and discarded, as it appeared to involve a great deal of effort for a process that would be unlikely to have last effects.

· There would be a benefit to the inclusion of several more Affiliates in the pilot to better understand geographic and organizational influences such as current proportions of APHA members on this process. However, it is important to keep this pilot reasonably simple in design and modest in size to minimize financial risk. If other Affiliates with similar dues structure and organizational capacity express interest in the pilot, they should be considered for inclusion during the pilot period.

Outcomes:


1. Membership growth for APHA, Affiliates or both


2. Affiliates have progressive growth annually


3. Affiliate growth extends beyond the growth of student members


4. Affiliate revenue remains the same or increases

5. APHA revenue returns to pre-pilot levels- specifically for the Affiliate           catchment  areas


6. APHA advocacy increases in pilot catchment areas


7. Increased alignment of strategic priorities


8. Increased student participation in CoA poster sessions 


9. Increased % of active members

Note- Baseline measures in these categories will need to be obtained where possible. Measurement of some of these indicators may lack objective criteria and will involve subjective impressions by the Affiliates and APHA.
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