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Abstract:  This paper discusses how binational networks interact with certain structural, cultural, and social features of local community-based organizations to shape their strategies, forms and goals – and ultimately their success or failure.  For example, binational networks intersect with structural aspects of the organizational environment, such as funding and policies provided by government (State, Federal), private foundations, and/or international agencies, to shape the mission, decision-making structures and daily activities of local organizations.  Binational networks must also negotiate the different cultural features of organizational settings (such as the taken-for-granted and normative “rules” and regulations) typical of community-based organizations and the public health sector.  Finally, binational ties intersect with already-existing social networks and ties between organizations in ways that can reduce or enhance access to key resources and decision-making processes. This paper contributes to current debates in the fields of globalization and health inequities, transnational social movements, and the sociology of organizations and the non-profit sector by generating original knowledge and theory about the origin, function and social impact of transnational networks upon local community-based AIDS organizations in the US and Mexico, and in transnational settings in general.  In addition, the study clarifies what kinds of resources, funding policies and collaborative institutional processes are required for developing effective State-Community partnerships and sustainable local non-profits that can negotiate the kinds of complex and diverse problems presented by the AIDS pandemic and other major health issues that span transnational settings.   

I.  Introduction

Spurred by international AIDS conferences and the recognition that the AIDS pandemic does not respect national borders, the concept of an “international AIDS community” is increasingly used to describe a global vision of a transnational ‘community’ of individuals and organizations linked because they are infected and/or affected by HIV/AIDS.  The global vision of an AIDS community also explicitly recognizes that global forces of capitalism contribute to the world-wide spread of HIV/AIDS and inequities in access to AIDS treatments.  In particular, access to AIDS medications and treatments has become a global issue giving rise to a new phase of global solidarity between AIDS organizations (UNAIDS 1998).  Regardless of the conceptual level, descriptions of the AIDS community revolve around "a sense of shared history and identity, and mutually intelligible meanings” (Goldring 1999: 173) that exists between individuals and organizations claiming membership in this group.  This concept, however, does not assume consensus over all areas of meaning.  Indeed, conflict and contestation over the meaning of membership and community boundaries are central to the process of forming and maintaining a community.  The importance of contestation (and negotiation) in the creation of community shows how meanings, boundaries and identities – and therefore communities - are socially constructed within particular historical contexts (Smith 1999: 204).  

Organizations are particularly important to the construction and maintenance of communities, as they provide both a physical and ideological space for individual members to negotiate and structure the boundaries of their community.  "In many ways, communities can be viewed as networks of inter-organizational linkages” (Hall 1999: 9), or as “a group of populations bound by ecological ties of commensalism (involving the co-action of like forms) and symbiosis (involving mutual interdependence of unlike forms) that co-evolve with each other and the environment” (Rao, Morrill et al. 2000: 541).  Within organizational communities – and communities in general – it is the social ties and networks between actors that constitute and maintain the community.  Such social networks have a boundary-making function that determines membership in the community and by extension determines access to resources embedded in the social networks of the community.  Resources embedded in social networks – social capital – are typically available only to community members.  However the location of an individual (or organization) in relation to the network can offer unexpected opportunities to access social capital (e.g. bridging of structural holes) from within and outside the community.  

Social capital is vital to forming strong and active communities.  Described as “resources embedded in a social structure that are accessed and/or mobilized in purposive actions” (Lin 2001: 12), social capital is both a collective and individual good.  Social capital it is a “metaphor about advantage” (Lin 2001: 31) that says people who are ‘better connected’ are wealthier, more successful and happier.  However, social capital is useful only if one has the opportunity to access and use embedded social resources in purposive actions (Lin 2001).  So while social capital may exist as an individual and collective resource, it is really ‘network capital’ - the relational characteristics of each member to another - that makes resources available through interpersonal ties (Wellman and Frank 2001: 233).  Network capital is derived from the social characteristics of people in the network PLUS the 1) nature of the tie (close vs. distant; strong vs. weak, etc.); 2) the network's composition (i.e. of close friends vs. employer); and 3) the network structure (density vs. looseness).  

The importance of social and network capital for acquiring social, political and economic advantages is reflected by the preoccupation than many individuals and organizations have with ‘networking’ and ‘collaboration’.  Networking to mobilize social capital takes place between members of a community (social closure argument), as well as between actors from different communities (structural hole argument).  With the advent of modern transportation and communication technology, transnational ‘networking’ and ‘collaboration’ has become a common practice engaged at unprecedented levels and rates.  Such networks have led to the creation of various types of transnational organizations (corporations, NGOs, etc.), practices (coalitions, social movements), and communities (of transnational migrants) that overlap and/or intersect with local organizations, practices and communities (Guarnizo and Smith 1999: 18-19).  Transnational networks, organizations and practices may extend beyond the locality or nationality, yet are bounded and constrained "by the opportunities and constraints found in the particular localities where transnational practices occur” (Guarnizo and Smith 1999: 11).  More specifically, transnational practices and communities are “embodied in specific social relations established between specific people, situated in unequivocal localities, at historically determined times” (Guarnizo and Smith 1999: 11).  

An optimistic “transnationalism from below” perspective suggests that by participating in and maintaining transnational networks and social spaces, local actors can access “organizational resources that permit the development of alternative power hierarchies" and improve their social position (Goldring 1999: 167) in their localities.  In particular, those transnational actors that significantly alter their local community in positive ways increase its status as well as their own power in relation to both local and national authorities (Goldring 1999: 175).  The ways in which a community is altered most often include community and organizational-level service and infrastructure projects that change the look and feel of the place and raise its stature.  By participating in these processes, actors contribute to altering the material and social landscape of their locality in a positive manner, contributing to an upward shift in the social status of both the community and themselves. Power and status are enhanced if an actor has connections that help direct resources toward the local community.  These connections are easier to establish for those who present themselves as community leaders capable of mobilizing people and money.  In turn, leaders who present themselves as having useful connections tend to have their positions strengthened because their legitimacy increases.  In this sense, engagement within transnational social fields and the formal or informal organizations they may generate can be an important source of social capital...” (Goldring 1999: 185) and can offer an opportunity to develop an 'alternative hierarchy of power’ and reorient regimes of stratification in relation to other local community members and/or state authorities.  

"The ‘transnationalism from below’ vision is profoundly democratic and empowering” (Mahler 1999: 69), yet it is also problematic because local actors and actions can just as easily serve to reproduce or create new stratification regimes.  Also, it is problematic in that actors from 'below' can include a range of entities including local state actors and international foundations.  Recent research (Rucht 1999; Smith and Guarnizo 1999; Guidry, Kennedy et al. 2000; Fox 2002) suggests that rather than assuming participation in transnational networks (i.e. transnational networking, or collaboration) is ‘good’ (because it provides access to social capital, raises social status and challenges the local status quo), it would be helpful to problematize these assumptions and ask: whose interests are served by transnational networks and activities; and do such networks and activities affirm and/or reconfigure 'traditional' power relations (Mahler 1999: 87)?  Asking – and answering – such questions provide evidence that transnational networks and social capital operate in contradictory and ambiguous ways.  However, it is in these ambiguous and seemingly contradictory findings that scholars are most likely to achieve a more textured understanding of the nature of transnational networks, collaboration and communities.  
Organization of the Paper:  The following section on methods and measures describes in detail the project’s levels of analysis, key measures (for organizational culture, structure and social networks), and the population sample.  NOTE:  The reader may want to read this section at a later time in order to get right into the case study.  Section III presents a theory of organizational culture and networks local San Diego, Tijuana and SD-TJ binational fields.  Section IV examines more closely several key cultural, structural and social networks characteristics of ‘binational organizations’ – that is organizations that operate on a regular basis within the binational organizational field.  The final section concludes with a discussion of several pros and cons of binational collaboration and some thoughts on what successful binational collaboration might look like.
II. Methods & Measures

This paper is part of a larger ethnographic dissertation project that examines how transnational collaboration and networks affect local AIDS organizations in Mexico and along the US-Mexico border.  The project is comparative in design and utilizes a mixture of qualitative methodologies.  The comparative frame examines similarities and differences between community-based AIDS organizations at national (US vs. Mexican) and regional (Tijuana, Mexico City, San Diego) levels, paying specific attention to the relationship between transnational ties and exchanges and shifts in non-profit structures, goals and strategies.  Additionally the project compares the activities and impact of different types of organizations (State agencies, non-profit community-based organizations, academic research centers, private foundations, and international NGO’s and development agencies) operating in the AIDS service sector in San Diego-Tijuana and Mexico City.  
The practice of “mixing” methodologies has become increasingly popular in sociology and the social sciences in general (Baker and Faulkner 2002: 31; Creswell 2003). Qualitative methods utilized for this project include in-depth interviews, participant observation and archival research.  In-depth interviews have been conducted with forty-five key actors in government programs and policy-making positions; non-profit community-based organizations; the medical and academic professions; and foundations in San Diego, Tijuana, and Mexico City.  In depth interviews focus on the history of inter-organizational relationships between state-funded and non-profit community-based organizations, with an emphasis on the content and function of different types of organizational ties at both the local and transnational levels.  Interviews also inquire into aspects of organizational leadership styles and organizational culture.  
In addition, participant-observation was conducted at more than forty-five key events (conferences, workshops, and policy planning meetings) in the San Diego-Tijuana/border region and Mexico City.  Other participant-observer activities include volunteering on a weekly basis (for four months) for a binational non-profit community-based AIDS organization (the Binational AIDS Advocacy Project), and working as an active member of the San Diego-Tijuana Binational HIV/STD Committee (from 1999 to present).  Participant observation in these contexts provides an opportunity to observe and verify the myriad of processes and dynamics involved in inter-organizational collaboration at local, national and transnational levels.

A large amount of archival data, such as HIV/AIDS policy documents, conference and workshop proceedings, policy-planning meeting minutes, organizational literature and periodical publications has been collected and analyzed to supplement the ethnographic data and serve verification and historical/contextual purposes.

Data Analysis:  Interviews and field notes from participant observation were transcribed verbatim and analyzed using the grounded theory(Glaser and Strauss 1967) method of analyzing qualitative data.  This method entails coding field notes and interview transcripts on a line-by-line basis to uncover analytic categories and connections and recurring themes, which are then elaborated by writing theoretical memos.  This method of organizing the ethnographic data into analytic categories regarding the meaning, function, impact and history of inter-organizational relationships, organizational goals and strategies allows for identification of important themes from the perspective of organizational actors.  In this way, informants’ own understandings of the questions and issues under discussion are privileged over the researcher’s interpretation.  

Analysis of the archival data focused on mining the organizational literature (i.e. organization brochures, websites, annual reports, etc.) and proceedings from events and organizational meetings to identify and verify relationships between organizational strategies (i.e. institutional, grassroots, collaborative, competitive and mixed strategies); organizational forms (i.e. the degree of organizational formalization, size of budget, staff, office space, number of volunteers, etc.); and organizational goals and ideologies (as expressed in mission statement, annual reports, in-depth interviews).    

Level of Analysis:  To adequately conceptualize the mutual influences of transnational networks and local contexts, researchers commonly describe inter-organizational networks as simultaneously taking place within, and constituting, a - political, organizational or social - “field” at the local, national and/or international level.  In other words, transnational ties are viewed as “grounded” within and by the “confines of specific social economic and political relations which are bound together by the perceived shared interests and meanings” (Guarnizo and Smith 1999: 13) of actors within specific geographic regions, or fields.  Put simply, the (re)production of transnational ties is sensitive to socio-historical contextual conditions and often-competing interests of diverse sets of actors involved in a given issue area.  Yet transnational networks in and of themselves also have an impact upon inter-organizational relationships within a region/field; as such transnational networks are both constitutive and constituted.  
The field concept is useful because it accommodates the intersection and inter-relationship between local (national, binational) and international contexts.  As well, the field concept makes it possible to isolate and examine interactions and networks between a specific sub-set of actors within a particular field (i.e. political parties, social movement organizations, professionals, corporations, etc.).  In examining interactions and networks between particular actors within a field, it becomes clear that the structure of a field varies according to the distribution of power (the pattern and concentration of political, economic, and social forces) and political-associational culture (acceptable ways of doing politics and maintaining inter-organizational relationships) within the field (see for example Ray 1999).  This view suggests that evolution of organizational structures and responses is context-dependant and so may not follow a uniform or linear pattern across all locales.  Organizations can operate within a field to develop networks and patterns of coalition which can serve to re-structure power relationships and acceptable ways of doing politics within the field.  Such a perspective emphasizes the dialectical relationship between community-based organizational responses to AIDS and the generation of transnational networks and structures, and highlights the agency ‘from below’ of local organizations. 

Measuring Structural, Cultural & Social Features of AIDS Organizations:  This paper presents a ‘textured’ analysis of a case study of transnational collaboration between San Diego and Tijuana’s AIDS communities.  To ‘get at’ the pros and cons of transnational networking, collaboration and community-building, I compare the structural, cultural and social features of these communities across two levels:  at the level of the organizational ‘field’ (i.e. comparing Tijuana and San Diego), and at the level of the organization itself (comparing all organizations).  An organizational field includes the “totality of relevant actors” (DiMaggio and Powell (1983) 1991: 64-65) and all the “technological, legal, political, economic, demographic, ecological and cultural conditions” that are critical for inter-organizational relationships (Hall 1999: 227).  Within an organizational field, there exists a set of actors (i.e. organizations) that are working toward a set of interrelated goals.  However, not all organizational actors in a field identify equally as part of a ‘community of organizations’, particularly in the case of the San Diego and Tijuana AIDS communities.  In these local contexts, organizational actors identify as part of the AIDS community based on a continuum, where some organizations are more central, and others more peripheral, to the work and goals of the community.  

The focus of this paper centers on how transnational networks intersect with local organizational contexts to shape structural, cultural and social features of organizations and organizational fields.  The analysis therefore considers both how the local structural, cultural and social contexts of organizations and organizational fields shape efforts to establish transnational networks, and how the impact of transnational networks upon local organizations and organizational settings.  To contextualize the discussion that follows, the rest of this section describes how I conceptualize and measure structural, cultural and social aspects of organizations and organizational fields.
The ‘structure’ of the organizational field and organizations can be described as the ways in which people and organizations are distributed, along various lines, within an organization or field.  The structure of an organizational field refers to the denseness of the organizational population, whether resources are concentrated or dispersed (Galaskiewicz and Bielefeld 1998:23), and the nature of ties and networks between organizations (Baker & Faulkner in Baum, 527).  More specifically, “structures are the settings in which power is exercised (structures also set or determine which positions have power in the first place) in which decisions are made (the flow of information into a decision is largely determined by structure), and in which organizations' activities are carried out (structure is the arena for organizational actors)” (Hall 1999: 48).  Organizational structures shape people's practices, but practices also shape organizational structure, therefore structures are both constituted and constitutive (Hall 1999).  
Measures of organizational structure include the scale and degree of formality, complexity and diversity in the assortment of basic organizational units (Lofland and Lofland 1995), and the nature of operating procedures and standard mechanisms for handling key processes within and between organizations (Harrison 1994).  The scale and degree of formality, transparency and centralization of these procedures and mechanisms describe the nature of the structural variable.  For example, decision-making and accounting structures such as executive and oversight committees are more formal and complex structural aspects of organizations.  Structure also refers to the age and size of the organization in terms of budget and personnel (staff, volunteers, committee members, etc.).  Organizations can range from complex to simple and have varying degrees of formalization and centralization.  For example, an organization that has obtained status as an A.C. (asociacion civil in Mexico), or 501(c) 3 non-profit (in the US) is more formal than those that operate without such documentation.  Measuring formalization usually relies on examining the written systems of rules and procedures, whereas examining centralization points to how power is distributed within an organization, or more specifically, identifying 'the locus of decision-making authority within an organization (Hall 1999: 74).  


Organizational culture refers to an institutionalized and fairly stable set of taken-for-granted assumptions, shared meanings, norms and values that provide a backdrop for action (Hall, 1999: 93 citing Smircich, 1985; Elsbach in Baum, 41).  Said differently, an organization’s culture is a shared understanding of the organization’s mission and standards of conduct, which shape corresponding organizational practices.  This is not to be confused with the 'national culture' or institutional environment, which encompasses cultural patterns external to the organization, but which can influence an organization's internal culture.  Indeed, national, institutional and organizational cultures often overlap (Galaskiewicz and Bielefeld 1998: 6; Hall 1999: 97).

Aspects of an organizations culture can be observed in the expression of values and goals in the organization’s mission statement and other organizational texts; symbolic objects and identity markers (i.e. dress, insignia, business cards, policy artifacts) held in high esteem; everyday stories told with strong emotional expression; routinized characteristics of organizational gatherings and processes; and the persona of organizational leadership (Lofland, 1995; Elsbach in Baum 42).  
Conceivably, there are many ‘types’ of and variations within organizational cultures.  Research on social movement organizations (Staggenborg 1999) has identified a cultural continuum between institutionalized ‘professional’ and informal ‘grass roots’ organizations.  Research on non-profit and work organizations (Galaskiewicz and Bielefeld 1998) describes organizational cultures based on a professional service, communitarian or utilitarian ethos.  In addition, organizational culture is contingent upon whether the organization produces ordinary easy-to-evaluate separable goods, or collective, hard-to-evaluate trust goods (Galaskiewicz and Bielefeld 1998:31).  Organizations that produce separable goods emphasize output controls (quality and price of goods and services) that promote a utilitarian culture geared toward making operations more efficient, making products accessible to consumers, and monitoring the productivity and behavior of organizational personnel.  Organizations that provide trust goods rely on process controls (conformity to appropriate procedures, processes and standards) that promote a normative organizational culture geared toward making the organization more publicly transparent, trustworthy and responsive to community needs (Galaskiewicz and Bielefeld 1998: 23).

Social aspects of organizations relevant to this discussion [not focusing on social ties between people within the organization] include social characteristics of individuals (i.e. in terms of occupation, wealth, status and power), and the social relationships, ties and networks between individual organizational actors that can provide access to resources ‘embedded’ in others with whom one has ties (social capital) (Lin 2001: 13).  Measures of social capital assets that may be present in inter-organizational networks include network resources (range, type, variety and composition of resources) and contact status (contact’s occupation, authority, sector) (Lin 2001: 13-15). Measures of social capital assets include network location (i.e. bridging a structural hole), the strength of the tie, as well as the size, density, cohesion and closeness of social networks (Lin 2001).  Interlocking boards of directors are an excellent example of embedded social assets available to organizations because they provide an indirect way organizations can be linked, and are a means by which organizations attempt to manage competition and uncertainty in their environment (Hall 1999: 243-244).  
Population sample of Organizations:  For purposes of this dissertation project, I use saturation (Lin 2001: 15-16) sampling techniques to identify the widest possible range of organizational actors linked to the AIDS community in San Diego-Tijuana.  The population sample consists of five types of organizations:  Community-based organizations (CBOs), public health agencies (state actors), academic research initiatives, local foundations and philanthropic organizations, and international NGOs.  The focus of this paper (and the dissertation) is largely upon CBOs and State actors.

Community Based Organizations: The primary target population is community-based AIDS organizations
 (CBOs).  CBOs are extremely varied in form and focus, however, they can be divided into two types based on whether they have a primarily political-activist or service-delivery focus. 
Activist organizations are usually formed by activists representing a specific constituency (or community), which is based on a defining social or political attribute of the group; examples include organizations that serve the lesbian and gay, hemophiliac, heterosexual, Latino, African American, Asian-Pacific Islander, migrant, religious and indigenous communities.  The primary activities and goals of these organizations is mobilize their constituencies to build community networks, attend local and national awareness and fundraising events, and make demands from the government in terms of policy and funding decisions.  
Service organizations, in contrast, are typically formed by professional individuals or groups seeking to meet a specific need of individuals and groups in society.  Service organizations are primarily defined based on the ‘type’ of services offered; for example, social services (e.g. food delivery, counseling and testing, advocacy, prevention, etc.) or medical services (treatment, hospice, etc.).  However, service organizations can also be defined based on social attributes of their clients – i.e. as ‘AIDS patients’.  The constituents of service organizations are viewed as ‘clients’ or ‘consumers’ for whom the organization utilizes its resources to provide a quality service.  

The grouping of CBOs into two types is helpful for analytical purposes, however, in practice there is often a large degree of overlap between the leadership, staff and volunteers of activist and service-based organizations.  This is particularly true of organizations in the AIDS sector.  In fact, many of the first AIDS organizations formed in the 1980s were activist organizations, but as the years have passed they have evolved into AIDS service organizations and so lost their activist focus.  Yet when circumstances require political action today’s AIDS service organizations can be very effective in mobilizing their clients for political activities.  Hence these ‘activist’ and ‘service’ categories are not mutually exclusive, rather, they reflect a continuum in which many organizations have historically served dual purposes in both the US and Mexico.  In addition, it is also important to keep in mind that both activist and service organizations range from small ‘grass-roots’, volunteer-run organizations to larger, more formal and complex ‘professional’ types of organizations.
The CBOs of interest here are Tijuana and San Diego organizations that identify as part of the binational AIDS organizational community.  In Tijuana these organizations include the following: PROCABI, AC; Clinica ACOSIDA, AC; Las Memorias; Medicina Social Comunitaria, AC; Organizacion SIDA; Proyecto SIDA; and Al Vida/FRENPAVIH.  In San Diego, community-based organizations that identify as part of the binational AIDS organizational community include: The Binational AIDS Advocacy Project (BAAP); The San Diego Imperial Court; The Border Health Initiative of Project Concern International; and Bienestar. 
The list of Tijuana organizations represents the entirety of CBOs dedicated specifically to HIV/AIDS, whereas the list of San Diego organizations represents only a handful of the total number of AIDS CBOs.  It is important to note that all of Tijuana’s AIDS organizations have a binational component, whereas most of San Diego’s AIDS organizations do not; hence there are fewer San Diego CBOs (than Tijuana CBOs) included in this population sample. Clearly Tijuana’s field of AIDS CBOs is relatively small compared to San Diego’s field.  It would be natural to assume that Tijuana has so few AIDS CBOs because it has fewer cases of HIV/AIDS; as of 2002 there were 1,879 cumulative AIDS cases compared to 11,299 in San Diego.  However, it is not the number of AIDS cases, but the lack of resources of all types (financial, medical, technical and informational), and inter-organizational competition for the few existing resources, that constrain the emergence of additional new AIDS organizations in Tijuana.  

State Actors and Agencies:  CBOs are not the only organizations that identify as part of the binational AIDS community.  On the US side of the border, the San Diego County, California State and United States Departments of health and human services (DHHS) fund and operate several key binational HIV/AIDS programs and projects.  In San Diego and California, these programs include the CURE+ binational HIV/AIDS referral program; the Binational HIV Surveillance Project; and the California and San Diego County DHHS Offices of Binational Border Health.  At the federal level, the US DHHS’ Office of International and Refugee Health coordinates the activities of the US-Mexico Binational Border Health Commission, officially created and funded in July 2000.  Additionally, the US DHHS’ Health Resources and Services Administration (HRSA) created its Border Health Program in 1996, which coordinates many border health projects in California, Arizona, New Mexico and Texas.  Finally, government-funded community health centers throughout San Diego County (in San Ysidro, Escondido, Vista, North County, North Park, Southeast San Diego) provide many direct medical and social services to the binational AIDS population (i.e. migrants and laborers who go back and forth across the border).  
In Mexico, the federal, Baja California and Tijuana municipal health departments and ministries lack formal AIDS programs that are specifically binational, however public health officials and practitioners (particularly those who work for the Health Ministry’s General Hospital and the public AIDS clinic, COMUSIDA) are regularly involved in binational efforts to provide HIV/AIDS prevention and treatment services, particularly at the local level.  Additionally, at the federal level, the Mexican Ministry of Health is an equal partner in the activities of the US-Mexico Binational Border Health Commission.  

US and Mexican government agencies and organizations at local, state and federal levels are important members of the binational HIV/AIDS organizational community and field.  This project, however, focuses primarily on governmental actors involved in projects with CBOs operating at the local-level (San Diego-Tijuana) binational field.  
While CBOs and government organizational actors are the primary focus of this project, there are three other types of organizational actors that must be taken into account.  First, local foundations and philanthropic organizations (such as the Alliance Health Care Foundation, California Wellness Foundation and the California Endowment, and community-based fundraisers such as AIDS Walk San Diego and the Imperial Court of San Diego) have provided much needed funding for Tijuana and San Diego CBOs working on the binational AIDS issue.  Second, academic and research organizations and initiatives such as the University of California’s California-Mexico AIDS Initiative; UC San Diego’s cross-border research program on pediatric and maternal-child transmission; the Cross-Border Health Education and Leadership Network at UCSD Extension; and the San Diego State University Center for Behavior Epidemiology and Community Health (C-BEACH) often provide technical assistance and medical expertise to local AIDS CBOs.  Third, international NGOs (INGOs), such as Project Concern International and the Pan American Health Organization (PAHO) also provide fiscal support, technical assistance and capacity building to local CBOs.  
Finally, there is an additional binational organizational ‘structure’ that deserves mention:  the US-Mexico Border Health Association (USMBHA), which provides the framework for eleven Binational Councils (Consejos Binacionales de Salud -COBINAS), and the coordination of an annual meeting that is attended by state and local public health officers, academic researchers and students, health practitioners and health activists throughout the entire US-Mexico border region.  Each of the eleven COBINAS supports the activities of numerous local binational working committees dedicated to improving health services in the border region for specific health issues such as Tuberculosis, HIV/AIDS and STDs, emergency medical services and immunizations.  The San Diego-Tijuana COBINA’s Binational HIV-STD committee is of particular importance to this project as it provides a coordinating mechanism for many HIV/AIDS related binational activities and services (i.e. binational candlelight vigil; tours of San Diego and Tijuana AIDS agencies for local health care providers, public health officials and politicians; World AIDS Day international volleyball game; binational HIV/STD/TB conference, etc.) provided by local CBOs and public health agencies.  Finally, the USMBHA also funds and operates several important HIV/AIDS programs and initiatives, including the Border AIDS Partnership (BAP; in El Paso, Las Cruces & Juarez), the Border Center for the Application of HIV Prevention Technologies (CAPT – Tucson, AZ); and the Cara-a-Cara, Promotores and Promovision programs (national-level HIV training programs for Community Health Outreach Workers).  
III.  Histories of Activism & Policy-making: Key Characteristics of the San Diego, Tijuana and Binational AIDS fields  
A. San Diego and Tijuana:  The response of Mexico and the US to the spread of HIV/AIDS within their respective nations and along their mutual border is a study in contrasts. These unique histories of AIDS activism and policy development in the US and Mexico have shaped the ‘fields’ in which AIDS CBOs operate at the local level, in terms of the structure of organizations and the organizational field, the culture of organizations, and the social ties between organizations at local and transnational levels.   (Table 1 illustrates the main points of this section.)
In the US AIDS was first ignored then stigmatized due to its association with a sexually promiscuous gay lifestyle.  However it quickly became a highly visible (and controversial) item on the US political, social and health agenda at local, state and federal levels.  Most remarkable in terms of a community-based response to a public health issue, was the rise and proliferation of gay-based organizations which filled the gap in prevention and treatment services created by “Reaganomics” (the reduction of the role of the state in providing social welfare and civil rights) (Altman 1986: 27).  The success of such community-based organizations, and political activism around HIV/AIDS in general, was in large part due to its grounding in the Gay Rights movement, which contributed an already mobilized, educated, middle class constituency of activists and leaders to the AIDS movement.  These individuals used their skills and resources to obtain recognition for the disease in terms of raising HIV/AIDS awareness, and gaining a seat at the table with medical experts and funders to inform decisions around government funding for services and participation in clinical trials (Epstein 1995; Epstein 1996; Treichler 1999).  Consequently, although their history has been contentious, AIDS activists and service providers have developed a way of working together with governmental organizations and policy-makers in making decisions about the US AIDS agenda.  

AIDS activism in Mexico initially followed a trajectory similar to that of the US.  In the face of government denial about the growing AIDS problem, leaders in Mexico’s Gay Rights movement were responsible for instituting the first community-based AIDS organizations in Mexico City, Guadalajara and Tijuana in the early 1980’s (CONASIDA 1995; Hernandez-Chavez 1995).  However, Mexico’s Gay Rights Movement did not enjoy the same kind of visibility and success, and was therefore not able to offer as strong a foundation to Mexico’s AIDS Movement, as did the Gay Rights Movement in the US.  In addition, Mexico’s National Council on AIDS – CONASIDA (created in 1986) – was highly centralized and closed to the participation of non-governmental organizations (Carrillo 1994: 136).  The lack of support from the Mexican state and the inability of Mexican AIDS organizations and activists to influence decision-making about funding AIDS services and research created a tremendous tension between the federal government and community based AIDS organizations and activists.  


 In addition to a strong CBOs response in both the US and Mexico, both governments had generated significant HIV/AIDS policies by the early 1990’s.  Yet these policies had different effects due to economic, political and cultural differences between the two countries.  For example, in the US many HIV/AIDS CBOs working in metropolitan areas across the nation received much-needed funds via the 1990 Ryan White Care Act, which allocated over $800 million towards prevention and treatment services.  From its inception, the RWCA mandated that services be coordinated via a local HIV Planning Council which includes representatives from CBOs, public health agencies and people living with AIDS.  In 1996, the RWCA was reauthorized with additional language that further emphasized the need for “appropriate relationships to be maintained by service providers”, stating that grantees and the Planning Council should “engage in discussions and document relationships through contract language” (RWCA Amendments 1996: 6). 
One of the primary mechanisms for developing collaborative relationships is the Memorandum of Understanding (MOU).  An MOU is a contract to coordinate and exchange services and/or non-fiscal resources and is a mechanism to expand and institutionalize networks and linkages between organizations.  Because RWCA guidelines stipulate that agencies must have formal agreements with “contract language” to collaborate with other agencies and not duplicate services, MOUs have become a tool for aligning interests, combining resources and creating inter-organizational networks.  Such agreements are now widely utilized by San Diego’s AIDS service organizations.  

Such HIVAIDS policies required that CBOs develop formal, professional structures, and directed CBOs to manage inter-organizational competition via collaborative agreements that establish clear organizational jurisdictions.  Consequently, in San Diego (and the US in general), barriers to mutual cooperation are now actively identified, and overcoming them is an integral part of service provision.  This way of “mobilizing” differences between organizations has generated an organizational culture that emphasizes a “cooperative politics of difference” in which strong ties among and between CBOs and government agencies are the rule.  In this context, CBOs tend to express ideologies that emphasize inter-organizational networks and collaboration as key to success, and rely on strategies that emphasize inter-organizational cooperation, organizational capacity building and working within the institutional sphere to create change.  
	Table 1:  Characteristics of San Diego & Tijuana Local Fields

	
	Tijuana
	San Diego

	
	
	

	Resources 
	CENSIDA ($217m)
	HRSA Ryan White Care Act ($800m)

	Resource Distribution
	Centralized
	Decentralized

	Policy
	weak  mandates
	strong mandates

	Inter-organizational collaboration
	Competitive 
	Cooperative (real)


In contrast, Mexico’s long history of economic crisis compromised its ability to allocate large amounts of funding toward HIV/AIDS programs.  The Mexican government mobilized its first response to the AIDS crisis by creating the Consejo Nacional para la Prevención y Control del SIDA (National Council for the Prevention and Control of AIDS - CONASIDA) in 1988.  The role of CONASIDA is to “promote, support and coordinate” actions to prevent and control the spread of HIV/AIDS in the public and private sectors (Decree for the creation of CONASIDA1988).  In some states where government resources permit, CONASIDA is responsible for administering a public AIDS clinic – called COMUSIDA – out of already existing public health facilities, however CONASIDA does not provide a significant mechanism for funding or coordinating HIV/AIDS services.  The centralized nature of the political system adds to the problem as the vast majority of the $217 million in annual federal HIV/AIDS funds remains in the Federal District.  
Due to lack of state funding, CBOs in Mexico sought the support of International organizations (World Bank, USAID, Ford Foundation, Project Concern International, etc).  Ironically, CBOs in Mexico City – where State fiscal support is strongest – have been most successful in obtaining large grants from international funders, whose policies (like US State policies) make funding contingent upon CBOs’ ability to collaborate with other local organizations (as well as the State) to avoid duplication of services.  Consequently, AIDS CBOs in Mexico City have been encouraged to develop collaborative agreements and form better working relationships with the public health sector and other AIDS CBOs.

AIDS CBOs in Tijuana, however, have had little success in cultivating international ties and grants.  According to international funding agencies, the relative ‘wealth’ of Mexico’s northern border in relation to the rest of the country and it’s proximity to the US, make Tijuana a less appealing investment because the need is greater elsewhere.  As a result, almost all of Tijuana AIDS CBOs have developed strong –but largely informal – binational ties with US CBOs to obtain the resources needed to meet their basic operational needs.  Yet most do so at the subsistence level, utilizing informal grass roots strategies to accommodate the precarious circumstances of operating on a day-to-day basis.  Also, because Binational ties and exchanges carry weak and/or non-existent policy mandates toward collaboration and non-duplication of services, reliance on these ties ensures on-going inter-organizational competition for existing scarce resources, and poorly coordinated service delivery.  In Tijuana, the lack of private and public economic resources has given rise to a “competitive politics of difference” in which the local AIDS CBOs express ideologies that emphasize organizational subsistence, inter-organizational competition, and working outside the institutional sphere to create change.  

	Table 2:  Characteristics of Tijuana, San Diego & Binational Fields

	
	Tijuana
	San Diego
	Binational

	
	
	
	

	Resources 
	CENSIDA ($217m)
	HRSA Ryan White Care Act ($800m)
	USMBHC ($2m)

HRSA ($200m)

	Resource Distribution
	Centralized
	Decentralized
	US focus

	Policy
	weak  mandates
	strong mandates
	weak mandates

	Inter-organizational collaboration
	Competitive 
	Cooperative (real)
	Cooperative (lip-service)


B. Binational Policies & Collaboration
:  Despite early roots in environmental activism and policy dating to the late 1880’s, the public health response to communicable diseases really began to pick up pace during the mid-1990’s when US and Mexican public health officials and policy-makers noted a steady rise in the incidence of infectious diseases such as TB, hepatitis and HIV/AIDS along the US-Mexico border.  Because of Mexico’s ongoing economic crisis and political centralization, health officials and policy-makers on the Mexican northern border had little ability to initiate and develop strong, binational border health policies and programs with their California and US Counterparts.  On the US side of the border, however, federal, state and local policy-makers successfully generated several key “binational” policies and programs
, some of which explicitly addressed HIV/AIDS.  Most notable among these are the 1994 passing of the Law 103-400 which established the US-Mexico Border Health Commission (USMBHC), and the creation of the federal DHHS Health Resources and Services Administration (HRSA) Border Health Program in 1996.  

However, the US congress did not approve funds for the USMBHC until 1997, and it did not officially come into being until 2000, when the binational memorandum of agreement was signed by US Health and Human Services Secretary Donna Shalala and the Mexican Minister of Health Jose Antonio Gonzalez; even so, at this point the USMBHC was allocated only $2 million in federal funds.  Meanwhile, HRSA was investing more heavily in border health projects that addressed air pollution, TB and other communicable and infectious diseases, maternal-child health and migrant and farm worker health.  According to a recent HRSA report, the agency has invested over $200 million since 1996 in border health (HRSA 1999).

At the state level, California established the Office of Border health in 1993; however, it was not until January 2000 that the office was institutionalized by statute (AB63), at which time it became the Office of Binational Border Health.  Inserting “binational” into the Office of Border Health statute reflects a recent shift in focus from border projects that focus only on the US side, to consider problems and projects shared by both Mexico and California.  The year 2000 also marks a significant increase in attention and funding toward AIDS in the border area.  Of note is HRSA’s 14 million dollar grant (using RWCA funds) for a Special Projects of National Significance (SPNS) project funding HIV/AIDS services for underserved Latinos in the four US border states.  

While such policies represent a significant effort to address AIDS and other health issues in the US border states, they have had limited success for a variety of reasons.  First and foremost, these policies represent and fund US-initiated efforts to respond to AIDS along the US border, and mandate that funds must be spent on the US side of the border (i.e. program staff and offices are located in US); however these US-based programs frequently engage in activities on both sides of the border to serve the highly mobile “binational border population” – that is, people who may live and work in both the US and Tijuana (or other parts of Mexico).  

The federal mandate that government funds (event those allocated for ‘binational border projects’) be utilized exclusively on the US side of the border effectively limits the ability of local activists and public health workers and officials in San Diego to negotiate truly effective binational programs and strategies.   This is by far the most frequently-cited – by a wide range of actors - barrier to binational collaboration.  The following quotes illustrate how the funding constraint contributes to the inability of Tijuana organizations to remain viable and prevents effective binational collaboration:

There are many different layers that the providers in Tijuana have to deal with.  The biggest one is the lack of funding, and one of the reasons why U.S dollars have not been more available to Tijuana providers is because of the IRS designation [the need for a 501 c3 or AC). … The funding is one big reason why Tijuana has not been able to develop and sustain [its] programs.  (Interview with administrator of local SD foundation, 2002)
What’s not working is the funding stopping at the border.  The funding stopping at the border is the primary barrier for any type of adequate collaboration. I mean it’s like we want to help agencies, and the government here encourages collaboration across the border, but go about it on your own and with no funding.  (Interview with SD community health center AIDS program administrator, 2002)

The funding restrictions of US-based binational projects are perceived by Mexican actors as disrespectful and an insult.  In the case of one binational project a Tijuana public health official publicly stated he was not going to be “led by a carrot on a stick” and allow resource-rich US-based binational projects to operate in Mexico without incorporating Mexican input into decision-making processes.    A US public health administrator describes what happened:
The inauguration for [the Project] - the big $3 million - they had it over at the cultural center in Tijuana, and invited all these Mexican officials - “Bienvenidos, this is great”.  They [the Mexicans] walk out and say “damn, we are not getting a dime”.  For [the Project] to have the inauguration in Tijuana, and not one dime is going to Mexico… It is sort of forcing them [the Mexicans] to recognize and give their blessings to this binational project… [but] they fought it the whole way…. [And later,] the Mexican officials walked into a meeting shortly after [the inauguration], and said “We are not running after the carrot.  You can’t dangle a carrot in front of us.”  In front of everybody at the TB meeting to have the Mexican State health officer say that!  (Interview with long-time border health administrator for the County of San Diego and State of California, 1999)
Yet despite such incidents and difficulties, many local US and Mexican public health workers and officials (and activists) recognize the need to more fully utilize Mexican resources (i.e. information, personnel) and effectively collaborate binationally in order to address binational health issues, particularly with regard to controlling infectious diseases such as HIV and TB.  Consequently, despite the lack of ‘strong’ policy mandates for US-Mexico inter-organizational collaboration, there exists a cooperative culture of binational collaboration that is often described as contradictory because it gives ‘lip service’ to an ideal that is hard to realize.  In many ways the difficulties associated with reaching ideal forms of binational collaboration stem from deep-rooted US-Mexico differences in Public Health and CBO cultures.  
C.  More Cultural Concerns:  US-Mexico Differences in Public Health and CBO Cultures
1.  US - Mexico Differences in Public Health Cultures…

We have very close relationships with the government down there [in Mexico], but only to a certain extent.  There is collaboration to a certain extent…. We are always walking a fine line because we are in agreement on what the priorities are, and we are in agreement that something needs to be done, but we – either because of lack of resources, or whatever little obstacles are there because of the differences – we don’t collaborate together.  We do on certain things, but there is no feeling to bring us in automatically on the other’s [projects]. (Border Health Administrator for the County of San Diego and State of California, 1999)

The above quote exemplifies how U.S. and Mexican government actors typically agree on priorities and the need for collaboration, yet lack of resources and other technical and cultural obstacles make institutionalizing real collaboration and exchanges difficult.  In particular, differences between US and Mexican public health and CBO cultures are problematic; tables three and four summarize these differences, which are discussed in more detail in this section.

	Table 3:  US-Mexico Differences in Public Health Culture

	
	US
	Mexico

	Public Health Culture
	
	

	Characterized as 
	Technocrats
	Bureaucrats

	Background/Training
	Grant-writing, program development capacity 
	Political appointee, administrator

	Local Practices 
	autonomous
	constrained


In theory, binational collaboration is viewed as ‘good’ for local actors, but in practice it is difficult to realize.  One of the ‘little obstacles’ that prevents effective binational collaboration is the difference between the professional public health cultures and technical capacities of Mexican and US public health officials.  For example, a long-time border health administrator for the County of San Diego explains how:

We [local public health officials & administrators] are experienced in getting CDC money, we know how to write grants, and we know how to set up systems on our side of the border.  On our side of the border, our technical people can apply for grants – I am considered a technocrat - I’m not a big administrator, I am a technical person, but I can apply for a million bucks, like that [snaps fingers], hire a grant-writer.  They don’t have that experience [in Tijuana], of even receiving the money, it’s always been sent to Mexico City.  You would expect a certain basic collaboration [between the US and Mexico] government to government…. But they don’t’ have the resources and experience in writing the grants and setting up systems and approving, implementing and evaluating them.  (Interview, 1999)
In Mexico, government health officials are bureaucrats working within a centrist political administrative system characterized by lengthy and tedious protocols for decision-making and resource acquisition and allocation, particularly for those existing far from the center at Mexico’s northern border.  In contrast, US health officials can be described as technocrats operating in a decentralized political and administrative system that gives them much more autonomy and flexibility in terms of decision-making and resource acquisition and allocation at the local level.  Therefore, in the US, local public health administrators are often autonomous ‘technocrats’ with the decision-making power and technical capacity to request, obtain and administer large grants from public and private sources.  It is easy for US actors to forget that their Mexican counterparts do not have access to similar resources or decision-making power, nor do they possess the same technical capacity to write grants and set up, administer and evaluate health programs and systems.  


These differences become problematic when US actors begin to make binational linkages and start projects under the assumption that things work the same way in Mexico as they do in the US.  The same border health administrator quoted above describes a typical scenario that occurred with a local US-initiated HIV surveillance project:

The first thing that the Americans did is write the grant, and they get the money and they didn’t ask the Mexicans.  They asked some staffers [on the Mexican side] hey, what would you do with $70,000 if we want to look at risk behaviors of men who have sex with men?  And so they collaborated with them at a very technical level, but they never collaborated at the authority [bureaucratic] level of health officers to condone a $70,000 research project for HIV surveillance in Tijuana.  They were working with the technical staff, but they never got permission from above to implement a $70,000 binational surveillance program.  So the collaboration was there, they want to do it, but their capabilities of doing it effectively [were limited].

As is typical of most US-initiated binational projects, the planning process took place entirely on the US-side; only when the funds were in hand did they seek input from Tijuana technical ‘staffers’.  Tijuana staffers, however, were not the appropriate level of authority to request information and permission to operate the surveillance project.  
This strategy reflects an assumption by US actors that the Mexican lines of decision-making and authority are the same as in the US, as well as demonstrates a common tendency of US actors to avoid complicating the planning process by waiting to seek Mexican input until project funding is secured.  These strategies end up insulting Mexican actors and turn the process of binational collaboration into a complicated and arduous political battle.  The following interview excerpt illustrates how the ‘culture clash’ between Mexican and US public health workers can complicate matters:  

[The HIV surveillance project] was a total insult to Mexicans and they took it as an insult and they gave us a hard time… because we went and applied to do research in Mexico and we never even translated the proposal into Spanish…. So now we have this $70,000 that is sitting here, [and] its six months later.  We’ve gone back, translated the document [grant], and got the [Mexican] state to agree.  And even then, the Americans think, once we get that letter of approval, we’ve already chosen the technical person we want to work with from Mexico.  Well that doesn’t go!  You’ve got to ask the director – can you see the levels of [authority, bureaucracy and] collaboration?


Any binational effort must take into consideration that the institutional culture in Mexico requires US-initiated binational project proposals be translated into Spanish as the first step to obtaining Mexican approval and support, which often comes in the form of a ‘letter’ from the appropriate Mexican government official. The project is delayed while the US technical team goes back to lay a foundation (which at the very least requires translating the grant proposal to Spanish!) for involving the appropriate Mexican authorities and obtaining the letter of approval.  This letter condones the activity and brings it under the decision-making purview of Mexico, not the US, in terms of hiring staff and allocating project resources.  For US actors it is not simply a matter of figuring out how to get the green light from the appropriate channels of Mexican authority, but also a matter of understanding and then deferring to the lines of authority and decisions of Mexican actors involved in the project.  
The experience described above is indicative of a trend in which US public health actors often acquire the cultural knowledge and skills necessary to facilitate ‘good’ binational process (from translating the proposal to meeting and developing a relationship with the appropriate level health official) the hard way, through trial and error.  US-Mexico differences between local CBO cultures also exist and play a role in shaping the dynamics of binational collaboration and the practices of CBOs.
2.  US-Mexico Differences in CBO Cultures….
	Table 4:  US-Mexico Differences in CBO Culture

	
	US
	Mexico

	CBO culture
	
	

	Staff & leadership 
	Paid professionals
	Volunteer activists

	Payment philosophy
	getting paid=sustainability
	getting paid = selling out

	Focus of Activities
	Service Provision
	Activism & Service Provision


In both San Diego and Tijuana AIDS CBOs range from small ‘grass-roots’ organizations to larger, more formal and complex ‘professional’ types of organizations.  However, regardless of organizational size, in the US there is a much more pronounced tendency to hire professionally trained leadership and staff who work 9-5; whereas in Mexico leadership and staff tend to be activists (who may or may not have professional training) who also have regular jobs and so operate the CBO after work hours.  Regardless of country of origin, there exist strong ‘tensions’ between professional and activist organizations.  The following statement by a local San Diego foundation administrator describes the common tensions between grass roots and professional orientations:

The more professional organizations are gonna be the ones that are more successful at grant writing and demonstrating that they have done the job… And the activists are gonna be saying we are really in tune with community needs, we know what’s going on, … We have our finger on the pulse of the community, and that level of integrity and respect that we have earned with the community does not allow us to be paper pushers (Interview w/administrator for local foundation, 2002).

The assumptions here are that activist organizations are more ‘in tune’ with community needs because their volunteers work the ‘front lines’, whereas professional organizations whose staff spend their time writing grants and ‘pushing paper’ can not be the legitimate voice of the community and therefore cannot adequately serve their needs.  However, it is the ‘professional’ organization that is going to be more successful at getting funding, ‘doing the job’ of providing HIV/AIDS services and managing to sustain itself over time.  


The insistence that non-compensated, activist organizations are ‘better’ more legitimate organizations is very strong in Tijuana, Mexico.  For AIDS CBOs that are successful at getting funding, whether from national or international sources, are often subject to criticism from other AIDS activists and CBOs.  A long-time Tijuana AIDS activist takes issue with a Tijuana AIDS organization that has recently received several grants from US sources:

They [names a TJ AIDS organization] work for money, for finances, they are not really volunteers.  I work as a professor at a school – I don’t earn a single dollar as director of [this clinic]; I have never received a single dollar from [AIDS project1].  [JN – TJ activist] works at the San Diego convention center and has never received a dollar for working with [AIDS project 1 or the clinic].  [FS – TJ activist] has not received money.   We had to begin to give a contribution to the doctor [at the clinic] for transportation costs; we give him $170 dollars a month because doctors don’t want to work for free. (Interview with Tijuana activist, 2001) 


The wide-spread conviction that CBO staff and leadership should be unpaid volunteers stems in part from structural features of the organizational environment – historical lack of funding opportunities from either the national government or international sources – which ensure CBOs operate in a climate of scarcity.  CBOs and their staff have adapted to such scarcity by volunteering their time outside of their ‘regular’ work day to accomplish CBO objectives.  The only exception is the ‘medical doctor’, who receives a small reimbursement for transportation, because he provides a vital service and is recognized as a ‘health professional’, not an activist.  
The insistence on volunteerism is also linked to Mexico’s historical experience of a one-party dominated political system and a national political culture of clientelism and corruption.  In the case of CBOs, politicians regularly co-opted the leadership of these organizations for their own political gain by granting them ‘favors’ and access to key resources.  Consequently, any CBO that pays its staff is viewed as suspect and subject to accusations of corruption and co-optation by the state.  The following interview excerpt represents one of the milder statements made by Tijuana activists, in which ‘political corruption’ and a ‘grant-writing focus’ are linked to ‘getting paid’:  
We have this problem in Tijuana where, for some organizations, what is important is to get a good salary.  [For these organizations] It is more important to apply for funds from San Diego and California… they don’t care about how corrupt the Tijuana AIDS program is; they only care about having a salary and asking for money from California funders.  [These organizations] say that the ‘politics’ and corruption is not important… they don’t understand that it is the responsibility of the Baja California government to address the AIDS epidemic. 
Embedded in this statement are several assumptions and judgments about the roles of CBOs and the public health sector (the ‘government) in society.  First, the public health sector should be ‘responsible’ for addressing the AIDS epidemic, not CBOs.  Second, when CBOs seek funding for salaries (and organizational sustainability) they are selling out in two ways.  CBOs ‘sell out’ when they dedicate their activities to providing services that the state should provide, versus protesting against the lack of state services.  CBOs also ‘sell out’ when they shift their focus from political activism to service provision because often doing so requires a shift from a grass roots, politically motivated volunteer orientation to a more formally organized, bottom-line motivated professional orientation in terms of organizational structure, culture (ideology and practices) and social networks.  

With the above discussion in mind, I now turn to a discussion of the structural, cultural and social network characteristics of ‘binational organizations’ -  that is organizations that operate on a regular basis within the binational organizational field.
IV.  Structural, Cultural and Social Network Characteristics of Binational Organizations

A. Networks…. The primary goods transmitted through binational networks (see Table 5) are in-kind goods and resources and information about AIDS prevention and treatment protocols; funding (for Tijuana organizations) represents a very limited “commodity” transmitted via binational ties.  Regardless of what they carry, these exchanges are largely unilateral, moving from San Diego to Tijuana.  Additionally, these exchanges take place through informal but dense (frequent) and strong (consistent over time) networks between San Diego and Tijuana CBOs.  In comparison, networks between San Diego and Tijuana public health and government actors are typically more formal, yet much weaker and thinner.  
	Table 5: Network Characteristics of Binational CBOs

	
	San Diego
	Tijuana

	Networks:
	
	

	Exchange (unilateral)
	SD →TJ In-kinds, info, funding

	Formal ties
	CBO-CBO

	Informal ties
	State-State

	SD ↔ TJ CBO-CBO ties
	Strong & dense

	SD ↔ TJ State actor ties
	Weak & thin


In-kind goods exchanged through binational ties are primarily AIDS medications and medical supplies and condoms.  AIDS medications are central to binational exchanges because the Mexican public health sector still falls behind in terms of providing adequate treatment and training doctors as AIDS specialists  (UNAIDS 1998; OAC 1999; Mena 2000; Cearley 2001).  In the face of lack of state-provided medication and services, several Tijuana AIDS CBOs have utilized binational ties to obtain large stockpiles of AIDS medications (AIDS medications are obtained from HIV+ individuals in San Diego and other parts of the US who donate their surplus and/or dated medication to several San Diego community-based AIDS organizations).
Information is exchanged between San Diego and Tijuana’s community-based AIDS organizations and respective health departments.  Information resources transmitted via binational ties are largely confined to written materials regarding AIDS statistics, prevention strategies, counseling services and treatment protocols.  To a lesser degree, information regarding organizational capacity building and best practices for AIDS service delivery are exchanged.  

Informational exchanges are almost exclusively informal in nature, and rarely carry oversight and/or accountability provisions.  

In addition to information and material resources, a limited amount of funding has been provided by local and state foundations and local fundraisers to assist one of Tijuana’s CBO-run AIDS clinics (clinica ACOSIDA) and a prevention, outreach and counseling organization called Proyecto de Consejo y Apoyo Binacional (PROCABI).  AIDS Walk San Diego was the first to provide funding to Tijuana AIDS organizations as early as 1991, when they gave small grants to ACOSIDA and several other (now non-existent) community-based AIDS organizations.  In addition to AIDS Walk, the San Diego Imperial Court has held local fundraisers in support of Tijuana AIDS organizations, contributing approximately $50,000 over the past twenty years.  Funding provided by foundations is a recent phenomena; the Alliance Health Care foundation was the first to provide a grant to PROCABI in 1997, after which they continued to provide PROCABI with small grants for several years.  The limited nature of US funding is largely due to agency guidelines which mandate that funds can not be spent outside the US.  To date, Tijuana’s AIDS organizations have not made significant headway in obtaining funding from either binational or international sources.
B. Culture…
	Table 6: Cultural Characteristics of Binational CBOs

	
	San Diego
	Tijuana

	Ideology & Practices:
	
	

	Primary Strategy
	Taking things into your own hands

	Symbolic ‘goods’
	Meds & condoms

	“Networking” as -
	Strategic/for contacts
	Instrumental/for goods

	Focus of Primary Activity 
	Build Capacity 
	Subsistence/Services

	w/in Institutional Sphere
	Yes
	No


Both US and Mexican local activists and public health officials recognize the limits of US State AIDS policies and programs and have ‘taken things into their own hands’ to engage in a myriad of creative, but largely informal, binational collaborative strategies that circumvent formal State sanction or involvement.  A director of a university-based binational physician and public health worker education program describes how:

“We are at the beginning stages of learning how to cooperate together… for AIDS, because people start to take things into their own hands, and they realize that if the system is not working for them then they start figuring out ways to get the resources across the border, like medication.” (taped interview, 1999; emphasis mine).
Attempts to get around “the system” center on finding ways to get around structural and political barriers to engage more directly in collaborative efforts, such as informally moving in-kind resources and donating capacity building services (e.g. grant-writing, training and education of health care workers) and medical supplies to agencies and people in Tijuana.  A binational AIDS activist describes how he and some friends work informally, without institutional affiliation to provide food to Tijuana AIDS patients:
I did have a few friends that were doing dispensas de comida [food delivery] –we have grocery bags with food – rice, beans and tomatoes - and we go out and give them to people with HIV, and this is not related to any agency.  All this [points to boxes of bread in his office] is from stores that take it out before it is expired, so I give it to clients and if any is left over I take it to Tijuana. Or sometimes I just take it straight to Tijuana (Interview w/binational AIDS activist, 1999)

Giving out grocery bags of food is an informal strategy that carries very little risk for those involved in the exchange, nor does it pose a challenge to the system such activities circumvent.  However, the same activist is also involved in moving large quantities of donated medication from San Diego to Tijuana.  Transporting large donations of medication (or any other commercial good) into Mexico requires official approval from the Mexican government.  Unfortunately CBO representatives uniformly report difficulties in obtaining the required signatures and paperwork from the Mexican government.  Difficulty in obtaining the signatures is attributed to the centralization of political decision-making mechanisms and the distance between Tijuana and Mexico City.  Because of the constraints involved in obtaining these government documents local activists on both sides of the border simply smuggle the medication into Tijuana, but in so doing they risk incarceration:
There are ways that we take medicine down to Tijuana, donation-wise.  Like last week I took 4 boxes like this [gestures to large boxes sitting in his office] to Tijuana.  But then I am jeopardizing my status as a Mexican in the US because I am not an American citizen, I am a resident alien, I am jeopardizing because you are doing an illegal crossing of medications without no permit.  I am jeopardizing being incarcerated in Mexico, stopped by the Federales [the police]. (Interview w/binational AIDS activist, 1999)

The lack of AIDS medications in Tijuana is severe, and so AIDS meds (and condoms, to a lesser degree) have a large measure of symbolic and real power for local AIDS CBOs.  The climate of scarcity places a high premium on obtaining medications via binational ties, as those organizations that can offer medication are at a comparative advantage in terms of attracting greater numbers of clients (a measure of the legitimacy and success of the organization). Consequently inter-CBO competition based upon acquiring stockpiles of AIDS medications and increasing client patronage is rampant in Tijuana.  A binational activist explains how: 
There is always that fighting and bickering… The difference [in Tijuana] is that it has a lot to do with money- there is no money to fight over, [instead] the personalities fight over the turf, the territory, they become very territorial.  And unfortunately, it involves clients…. They accuse [AIDS clinic1] of selling their medication, they accuse [AIDS clinic2] of selling their medication.  So that gets to the clients and the clients see “oh, they are corrupt, just like the government, we don’t want to have anything to do with them.” Or “we’ll have something to do with them because we need the medication”. (Interview, 1999)
The ability of two Tijuana AIDS organizations to acquire and offer medications to clients has enabled them to maintain a competitive advantage over other Tijuana AIDS CBOs, yet at the same time these organizations are subject to accusations of corruption.  

Access to vital AIDS medications has also given these two Tijuana AIDS CBOs increased leverage with the public state-funded AIDS sector, which has very little medication to offer AIDS patients.  As an illustration, a binational activist explains how:
[G]overnment clinics … don’t have the medication… I did a tour one time with Dra. Remedios Losada [Director of COMUSIDA], to her clinic, and I asked her where the medication was, and she pointed to a box on the floor.  And there were a lot of different medications in the box, and that was the pharmacy.

This is in marked contrast to the quantity of medication possessed by several CBO AIDS clinics in Tijuana, as evidenced by the following two photos:
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CBO AIDS Clinic1, Tijuana, 2003
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CBO AIDS Clinic2, Tijuana, 2003

Even though by US standards these shelves of medications are paltry, in Mexico they represent both wealth and life to organizations and their clients.  Clearly, these Tijuana AIDS CBOs have an edge in terms of being able to treat AIDS patients with medications from San Diego and the US; they have “shelves” of it versus the “box on the floor” that the public AIDS clinic offers.  Consequently a system has evolved in which doctors in the public health sector (specifically those who see AIDS patients at the state-funded public AIDS clinic) will provide what medical care they can, and then refer the patient out to a local AIDS CBO for medication.  The following quote describes the situation:
[A doctor at] ISESALUD [the state clinic] will write the prescription and tell [the patient] to get their meds from PROCABI… The exchange is uneven.  [The CBO AIDS clinic] does more for ISESALUD; ISESALUD gets 100 times the benefit from [the CBO] than vice versa.  Its like [the CBO] is ISESALUD’s field office. (Interview w/local foundation administrator, 2001; emphasis mine)
In this case, we see the CBO successfully providing HIV services on CBO turf, outside the institutional sphere.  Despite characterizing the relationship as one in which the AIDS CBO does more for ISESALUD (the state clinic) and is its ‘field station’, it is clear that ISESALUD depends heavily on its relationship with this local CBO to maintain continuity of care within the public health sector.

While several Tijuana AIDS CBOs have utilized their binational networks to acquire key resources that enable them to provide vital services and dominate the field relative to other CBOs and state actors, the very same binational ties can have negative effects.  For example, by supplying an immediate and somewhat constant stream of medication to clinics in Mexican border cities, CBOs shoulder a medical and social burden thereby relieving the state public health sector of a constitutionally mandated responsibility.  In addition, binational ties and exchanges that center on AIDS medication exacerbate inter-organizational competition between Tijuana CBOs, and lock Tijuana CBOs into a dependency relationship with San Diego CBOs (and state actors) by focusing organizational activity upon subsistence (versus sustainable, capacity building) activities and goals.  The results are that Tijuana CBOs remain small volunteer-run organizations that must struggle on a daily basis for survival – a situation that does not bode well for those infected and affected by HIV/AIDS in Tijuana.  

C. Structure…
	Table 7: Structural Characteristics of Binational CBOs

	
	San Diego
	Tijuana

	Structure:
	
	

	Leadership & Staff
	Professional– Paid
	Grass Roots – Volunteer

	Organizational Structure
	Formal 501 © 3
	Formal A.C. & Informal

	Decision-making Structures 
	Many Strong Committees
	Some Weak Committees

	
	Complex & rigid
	Simple & flexible

	Budgets & size
	Variation in size
	Small 


As described above, CBOs in San Diego are largely run by professionally trained paid staff who work full- or part-time, whereas in Tijuana CBOs are run by activist volunteers. (This, in many ways, is conditioned by the simple fact that funding sources for the salaries of CBO staff and leadership exist in the US and not in Mexico; the existence of funds is pre-conditioned by the national economies and political climates of the US and Mexico.)  Professional and grass roots organizations have different organizational structures; San Diego and Tijuana organizations reflect these respective differences.  For example, most Sand Diego AIDS CBOs have formal organizational status (the 501 © 3 IRS non-profit designation), formal operating procedures for hiring personnel, accounting, record-keeping, etc., formal decision-making structures (i.e. executive and advisory committees.  San Diego CBOs also tend to be larger than Tijuana’s organizations (i.e. in terms of number of staff and volunteers, amount of office space, size of budget), last longer (are more sustainable) and engage more frequently in activities within the institutional sphere.  As well, despite the relative complexity and rigidity of formal professional organizations, the existence of formal oversight structures and written records makes San Diego CBOs more transparent – and accountable - to their constituents and the public.  Finally, generally speaking it is important to recognize that while some small grass roots CBOs do exist, AIDS CBOs in San Diego for the most part represent a set of largely professional organizational types with a wide variation in size and focus.  
In contrast to San Diego, Tijuana AIDS organizations are primarily run by volunteer activists.  Despite their grass roots activist focus, many Tijuana AIDS CBOs have obtained the formal status of “A.C.” (Asociación Civil A.C. The tax exempt status designation in Mexico; granted only after enduring a lengthy application process) because it is a symbol of legitimacy and is formally required by the Mexican government and International funding sources in order to receive any grants or in-kind donations.  However, the path to organizational professionalization and formalization often stalls once the A.C. is acquired.  In part this is because most of the leadership and staff of Tijuana AIDS CBOs have full time jobs (often in an entirely different sector of the labor market) so the ability to develop the organization in terms of operating and decision-making structures is limited.  
Despite these limitations, most Tijuana AIDS organizations have an Executive Committee or Board to assist with organizational oversight and decision-making.  In comparison to San Diego AIDS CBOs however, Tijuana oversight committees tend to be smaller (fewer members), less varied in membership (by institutional affiliation), less active (fewer meetings) and ‘weaker’ in terms of social, political and economic forms of capital.  An advantage to being smaller and less formal is that Tijuana AIDS CBOs are more flexible and creative with the resources they do have, and can often meet immediate needs of clients in a rapid and effective manner.  However, the flip side is an organization that remains opaque to its constituents (and funders) and remains focused on day-to-day survival rather than long term sustainability.  
IV. Conclusion:  Some Pros and Cons of Binational Collaboration 
Returning to the question of the positive effects of ‘transnationalism from below’, clearly binational networks can raise the status and power of some CBOs over others in both Tijuana and San Diego.  In San Diego because US of the current appeal that ‘binational collaboration with Mexican partners’ has for local funders such as the Alliance Health Care and California Endowment Foundations.  For Tijuana CBOs binational networks carry key goods that can attract clients and thereby increase their status and power relative to other CBOs. Also important is that such binational networks can give Tijuana CBOs leverage with the State by providing AIDS medications unavailable in the public health sector on CBO turf; a relationship which places the Mexican public health sector in a dependency relationship with AIDS CBOs.
	Table 8: Pros & Cons of Binational Networks for Local CBOs

	
	

	PROS
	Raises ‘status’ of some TJ & SD CBOs

	
	Increases leverage of some TJ CBOs

	CONS
	creates divisions & competition between TJ CBOs

	
	Maintains dependency relationship of TJ CBOs w/US orgs; fuels subsistence focus



However, binational networks also have negative consequences for local AIDS CBOs in Tijuana.  The resources brought in via binational ties fuel already-existing rampant inter-organizational competition.  As described above, inter-organizational competition plays out in turf battles over clients; CBOs attract more clients by being able to offer the best selection of AIDS medications procured via binational ties.  As a Tijuana activist explains, AIDS medications are ‘very political’:
We don’t want to be involved with dispensing meds – other organizations take care of that.  We don’t want to be involved, meds are very political.

(interview with Tijuana activist for now-defunct AIDS CBO, 1999)

Those organizations that cultivate binational ties have the most meds and therefore dominate the organizational field in Tijuana.  However, these same binational ties lock Tijuana AIDS CBOs into a dependency relationship with San Diego AIDS organizations and serve to promote activities that focus on providing for the immediate needs of clients versus activities that help maintain long term organizational sustainability.  


What is needed is strong binational policy that considers the cultural and economic constraints faced by local CBOs and State actors.  Such policies should promote organizational sustainability as a primary goal within the larger process of developing coordinated, regional/binational HIV/AIDS service region.
Space does not permit outlining this plan in this paper.  However, the basis of a successful binational HIV/AIDS service provision plan would include a commitment to mutual empathy, respect & understanding (could be achieved by switching from the US and Mexican side each month for meetings); effective use of information technology (may mean capacity training to use computers, email and establish local communication structures, web pages, etc.); sharing decision-making authority so that all are involved in producing outcomes; a shared vision of what we want and how to get it; shared commitment to participate; shared leadership; and finally, having a clear action plan.
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� In the US, non-profit organizations with a local, community-based focus have historically been referred to as “community based organizations” (CBOs).  These same types of organizations in Mexico are often referred to interchangeably as community-based organizations, non-governmental organizations (NGO’s) or organizaciones civiles (civil society organizations) (Gonzalez Block and Hayes Bautista 1992). 





� In contrast to the previous section, which is described in greater detail elsewhere (Barnes, (2002).  Collaboration between the U.S. and Mexican HIV/AIDS Sectors: The Role of Community-Based Organizations and Federal HIV/AIDS Funding Policies in Creating a Binational Political-Organizational Field in Vol. 22 No. 4/5/6 of the International Journal of Sociology and Social Policy.), I provide a more detailed discussion of binational policies and collaboration in this section.


� See, for example: Gonzales Block and Hayes Bautista, 1992; Border Health: Partnership Building Opportunity (1997) and Recommendations to the US/Mexico Border Health Commission: Invest in True Binational Partnerships Through Collaboration, Resource Allocation and Accountability (1998) by the State of Ca & SD County Offices of Border Health.
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