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In the 21st century, it is well documented by the academic health science 
community and health care providers that only a small percentage of 
health can be directly attributed to health care. While that is true, those 
who are disproportionately experiencing excess disease, disability, dys-
function, and premature deaths desperately need health services that are 
more available, accessible, and acceptable. Also, the inequitable distri-
bution of social, economic, and environmental resources demands new 
and renewed means of building strong community-based partnerships to 
address social determinants of health and health care inequities. However, 
successfully integrating what we know about effective health care deliv-
ery, the distinctive cultures of our communities, and what we know about 
public health theory and practice is an enormous task.

Throughout my career, I have been heavily involved in various sectors 
of public and community health ranging from providing direct patient 
care, overseeing the activities of an urban public health department, to 
directing one of the nation’s largest federally qualifi ed community health 
centers. It is from this perspective that I am convinced that unless the 
health professions community fully invests and assists in community 
empowerment, poor individual and population health status outcomes, 
excess spending, and overuse of health technology will continue. We can 
do better if we listen to the voices of our communities!

Community Engagement, Organization, and Development for Public Health 
Practice, edited by Frederick G. Murphy, MSHyg, MPIA, confronts the 
abovementioned challenges in novel and provocative ways. It emphasizes 
important nontraditional approaches and partnerships, and the need to 
readjust methods based on the 21st-century community changes. It calls 
for the reassessment of existing community partnerships, and the estab-
lishment of new partnerships to readily address pressing community 
needs, and for creation of new community-based translation strategies to 
address high-risk behaviors and events. Issues of community organiza-
tion and development, boundaries, ethics, servanthood, cultural compe-
tency, partnership, faith, environmental health, equity and resilience, and 
evaluation are saliently and thought-provokingly discussed.

Foreword

 xvii
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xviii  Foreword

Murphy and the list of scholars solicited to write the contributing chap-
ters in this book have captured the complex issues of community engage-
ment, organization, and development that have mystifi ed public health 
practice. While the challenges addressed in the chapters of this textbook 
have been previously identifi ed, and proposed solutions have been previ-
ously published, there have been few texts that have gathered these issues 
and solutions under one umbrella. Not only has Murphy brought together 
a transdisciplinary group of public health theoreticians and practitioners, 
interestingly, he has also coauthored several of the chapters, which pro-
vides a uniquely consistant voice throughout the book.

This textbook provides valuable information, examples of strategies, and 
real-life community experiences and “lessons learned” that should be shared 
with all segments and sectors in the country. It identifi es skills required to 
both analyze the health and health care delivery challenges of minority and 
underserved communities and to understand the social, cultural, environ-
mental, and economic determinants of health and disease. Most importantly, 
this textbook provides a renewed translation of the “community engage-
ment, organization and development process.” It also speaks to the creation 
of partnership through “formal” coalition building, empowering grassroots 
communities to address social determinants of health, recognizing that no 
one group, be it health care providers, public health practitioners, or com-
munity members, can accomplish the many tasks required for changing 
social, economic, and environmental conditions that impact health.

Moreover, this book is a vital resource to a new generation of community 
health practitioners, educators and organizers working in “grassroots commu-
nities” as they try to stay relevant to, and in fact ahead of, the inevitable social, 
environmental, and public health changes taking place. It is also important to 
note that the skills and approaches discussed herein are critical elements of a 
bridge between local neighborhoods and the medical school that enables the 
creation of innovative programs of education, research, and service focused 
on the special health problems of minority and other underserved popula-
tions globally, including those in the developing world. Undergraduate and 
graduated students; junior and senior faculty in the liberal arts and physical 
and biological sciences, business and information science, engineering and 
technology and professional schools will benefi t from the outstanding schol-
arly work contained in this book. Moreover, those who are actively engaged 
in the public and private sectors that provide goods and services to the gen-
eral public, as well as targeted population groups, will also benefi t from the 
information provided. I took forward to learning about how this book is used 
and the responses based on the experiences of its users.

John E. Maupin Jr., DDS, MBA 
President 

Morehouse School of Medicine
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Community Engagement, Organization, and Development for Public Health 
Practice is fi rst and foremost a textbook for 21st-century public health advo-
cates who are coming of age in a global environment fraught with historic 
and ongoing tensions between privileged and less-privileged communi-
ties. Through this book, students who were born after the pioneering era 
in community organization and development will sit at the foot of the 
pioneers and learn, through reading their stories, the best practices those 
groundbreakers learned through hard-fought battles. The authors write 
from their long history of community development, in which principles 
have been forged, tested, and refi ned.

Through educating public health advocates of the future, these pio-
neers aspire to develop the leadership required to build effective networks 
of community leaders within the communities they serve. This book 
addresses the key competencies of an effective community leader in the 
21st century: personally empowered, lifelong learner and educator, facili-
tator of the empowerment process who inspires others to achieve their 
highest potential, knowledgeable in ways to build effective community 
coalitions, steward of personal and environmental resources, a savvy and 
capable political strategist, and keenly aware of the interdependent nature 
of local, national, and global issues (Robinson & Green, 2011).

A practical, theory-based approach to dealing with community health 
issues, as-yet unknown, emerges from these chapters. The outstanding 
authors of this edited work make a strong claim for public health as the 
lynchpin of achieving social equity in an increasingly inequitable world. 
This is a departure from other textbooks on community organization and 
development, which tend to focus primarily on economic development 
issues (Robinson & Green, 2011). While other books have covered com-
munity empowerment and community development—important parts of 
a grassroots movement’s engine—this book examines how that engine, 
placed in the right vehicle, can help transport a community from sickness 
to health.

A community development model is highly complex, beginning with 
the defi nition of community, which may be defi ned by its geographic 

Preface

 xix
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xx  Preface

boundaries or by common interests of a face-to-face organization or 
increasingly by a virtual group brought together in cyberspace. “Develop-
ment” also has various meanings depending on who is defi ning the need 
and how to meet the identifi ed need or how to solve the underlying prob-
lem that created the need. One could argue that the one who has the power 
to defi ne development wields a powerful social determinant of health. For 
example, the need for “urban development” may be defi ned by some as 
“cleaning up blighted areas” with a solution that demolishes poor hous-
ing and replaces them with parking lots, as was done in Pittsburgh. Oth-
ers would defi ne the need to be reversing long years of neglect in which 
there was little to no economic investment or job development, as in those 
Pittsburgh neighborhoods, despite their community cohesion and desire 
for local opportunities. The huge, negative health and social impact on 
community residents in that Pittsburgh community when the fi rst rather 
than the second need defi nition was enacted is graphically detailed in Ful-
lilove’s history of urban development (Fullilove, 2004).

There is a growing recognition that this defi nitional diversity refl ects 
core differences in community development. Geoghegan and Powell 
(2008) identify three typologies: neoliberal, where civil society serves 
needs defi ned by economic developers; corporatist, where the state, mar-
ket, and civil society partner defi ne and resolve issues; and activist, where 
empowered communities provide an opposing voice to neoliberalism. The 
United Nations Environment Program (2007) characterizes four typolo-
gies depending on the priority, placed fi rst among priorities for action 
are markets, policy, security, or sustainability. Scenarios for the 21st cen-
tury related to which of these typologies is prioritized clearly show that 
sustainability trumps the others for increasing global health and welfare. 
The sustainability approach is characterized by a corporatist model, but 
one that further prioritizes improving the environment and human well-
being, with a strong emphasis on equity, transparency, and legitimacy for 
all partners. And, this is the approach taught by this book.

One of the toughest parts of this approach is building and maintaining 
effective coalitions and partnerships. Frisch and Servon (2006) describe 
a community development system, including government entities at all 
levels; national intermediaries such as the Local Initiatives Support Cor-
poration that provide a formal structure for community development 
with funding, investments, and other resources such as training and 
technical assistance, community development fi nancial institutions such 
as microloan funders, community development corporations such as the 
Association for Enterprise Opportunity, which are nonprofi t organizations 
that are designed to improve the community’s quality of life through sup-
port of local efforts to develop services (like child care, early developmen-
tal education, as well as housing, etc.); community-based development 
organizations that tend to embrace the activist approach (e.g., ACORN); 
various nonprofi t organizations, including faith-based organizations; 
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private foundations; for-profi t organizations; professional associations; 
and educational institutions such as community colleges and universities. 
While this list can be daunting to even the most seasoned public health 
advocate, the real-world case studies in this book illustrate, by both pre-
cept and example, how to bring the disparate pieces together for effective 
public health action.

Changes come about through dedicated and long-term efforts. The 
19th-century Progressive Movement bore fruit beginning early in the 20th 
century and continued for more than 70 years as a potent social determi-
nant of health. We are now seeing the fruits of a backlash movement that 
began to coalesce in the 1970s and threatens to undo much of the improve-
ment in the public’s health engendered by the Progressive Movement. If 
actions in the 21st century are to refl ect a new and sustainable approach 
to problem solving, the movement must be well organized and educated. 
The shared experiences of the authors of this book provides a guidebook 
that should serve now and in the future as a potent tool for the success of 
that endeavor.

There is an accompanying Instructor’s Manual and PowerPoint slide 
presentation available from Springer Publishing Company upon request 
at textbook@springerpub.com. Dr. Sydney Freeman, Jr., PhD, director of 
the teaching Center College of Vetinary Medicine, Nursing, and Allied 
Health at Tuskegee University assisted with the Instructor’s Manual.

Carol J. Rowland Hogue, PhD, MPH
Jules and Uldeen Terry Professor of Maternal 
and Child Health, Professor of Epidemiology 

Director of the Women’s and Children’s Center 
Rollins School of Public Health, Emory University, Atlanta, GA

Frederick G. Murphy, MSHyg, MPIA (Editor)
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Fundamental Core Concepts in the Community 
Engagement, Organization, and Development 
Process

Frederick G. Murphy, Stephen B. Fawcett, Jerry A. Schultz, and 
Christina Holt

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to defi ne basic concepts in creating community profi les ■

How to defi ne basic concepts in establishing relationships with com- ■

munity gatekeepers
How to defi ne basic concepts in building credibility ■

How to defi ne basic concepts in developing a Community Coalition  ■

Board (CCB)
Why it is important to work with the CCBs to conduct a health needs  ■

assessment
Why it is important to collaborate with CCBs for development and  ■

implementation of community-based health programs
How to compare the Transtheoretical Model (TTM) and stages of  ■

change with Community Engagement, Organization, and Development 
(CEOD) change strategies
Why it is important to develop and sustain CCBs ■

The work of community health and development is both science and 
art. On the one hand, it grows from the lessons and experiences 

learned by community activists and professionals in trying to create 
public systems, programs, interventions, and policy that improve the 
lives and health of everyone in the communities targeted. On the other 
hand, it stems from the passion for social justice, equity, and fairness 
that can lead to the creation of truly healthy communities where all citi-
zens, regardless of their backgrounds or circumstances, have what they 
need.

Commitment to community does not rise out of nowhere. It comes from 
and is guided by values, principles, and assumptions that spring from our 
backgrounds and cultures, from our experiences, and from our conscious 

1
I ESSENTIALS OF COMMUNITY HEALTH PRACTICE
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2  I Essentials of Community Health Practice

decisions about what is right. These values, principles, and assumptions 
shape our vision of the world as it should be, and motivate us to try to 
make it so.

The purpose of this fi rst chapter is to provide a practical framework 
for the CEOD process, and for the more concept-specifi c chapters that fol-
low. The foundation of that framework is a set of values, principles, and 
assumptions that inform a view of community health and development 
for public health practitioners. Concepts expressed are drawn from “real-
life” grassroots community experiences and from theoretical and policy 
developments at public health institutions including Morehouse School 
of Medicine, Georgia State University, Emory University, University of 
Pittsburgh, University of Kansas, and many others.

CREATING A COMMUNITY ECOLOGY

Learning and analyzing the community ecology (CE) should be viewed as 
the initial step in the CEOD process. This step will assist the community 
organizer or public health professional to gain preliminary knowledge 
about the community they are seeking to enter. This knowledge comes 
in the form of compiled data and information, which can, subsequently, 
assist in the selection and development of meaningful evidence-based 
health promotion and disease prevention programs.

Community Entry Planning: Before beginning to document the CE, one 
should make a list of the types of preliminary information/data that could 
be most benefi cial in forming subsequent community entry strategies. In 
other words, fi rst enter the community “on paper” or “electronically” by 
documenting clearly the community’s geographic, demographic, eco-
nomic, and political parameters. The Internet can be a vital source today 
for this discovery process. Community archives, if available, can also be 
a useful source. Although many communities are similar in their ecology, 
each one should be viewed as unique during the initial information-gath-
ering process, so as to avoid predeterminations or community profi ling. 
Communities are constantly changing these days, so ongoing information 
updates about them can be very useful. Some useful CE information that 
should be gathered initially includes the following:

Community Mapping ■ : Study an existing map of the community, or 
develop one, that lays out its geographic boundaries. The map should 
include as much detail as possible—not only street names but also the 
directions and distances of these streets (i.e., which ones dead-end, which 
ones run north, south, east, and west). Also, information should be com-
piled on the names and locations of churches, housing projects, commu-
nity centers, hospitals, health centers, businesses or business districts, 
and so on, throughout the community. State, county, and city govern-
ment offi ces and municipalities can provide much of this information.
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1 Community Engagement, Organization, and Development Process  3

Population and Demography:  ■ Demographic data should be collected 
including: age ranges, sex, racial/ethnic distributions, income levels, 
education levels, disease prevalence rates, and the like. Health depart-
ments, state, county, and city government offi ces and municipalities 
can provide much of this information.
History of the Community: ■  How long in existence and why established 
(refer to the community archives).
Formal Leadership:  ■ Make note of exactly who the elected offi cials are 
that represent the community. If they have offi ce space in the commu-
nity, note the location on the map. Also, identify their political affi lia-
tion/party and their pet issues.
Informal Leadership: ■  Note the names of key residents and community 
activists residing in the community (most times nonelected). These 
leaders may become more identifi able later as one mingles and becomes 
more involved in the community.
Business Establishments: ■  Note names of business owners, types, 
and numbers of businesses in the community and where they are 
located.
Transportation System: ■  Identify what types of public and private 
commuter systems run in and around the community, including their 
schedules and routes.
Churches: ■  Note how many and the types of churches (i.e., denomina-
tions, name of leadership, etc.). Identifi cation of church leadership will 
prove invaluable throughout the CEOD process.
Community Centers: ■  Note how many, the schedules, and the types of 
services offered.
Community Organizations: ■  These may be general neighborhood 
improvement organizations that any resident might join, or special 
interest organizations focused on education (e.g., parent teacher asso-
ciations [PTAs]), recreation (e.g., sports teams, book clubs), business 
associations, or social clubs.

It should be noted that the CE does not, nor should not, stop with the 
collection of the above items, many of which are available in archived for-
mats. Once the community organizer or public health professional physi-
cally enters the community, a whole new level of information gathering 
should emerge that provides even more in-depth knowledge concerning 
the community’s ecology. This information comes from mingling in the 
community and having one’s ear to the ground and immersing oneself in 
the community on an almost daily basis.

Examples of additional ongoing strategies for determining and docu-
menting the CE in even more detail are as follows:

Windshield/Observational Survey:1.  This involves riding or walking 
through the community at various time periods (morning, mid-day, 
evening), to “observe” who is doing what, when, and where. Notations 
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4  I Essentials of Community Health Practice

are made and added later to the notes previously taken during the pre-
liminary descriptive CE phase.
Listening:2.  This involves visiting business establishments and other 
community institutions (i.e., barbershops, beauty salons, churches, 
transportation system, etc.) to listen to what members of the commu-
nity have to say about their community. It may involve riding public 
transportation through the community during different times of day 
to listen to conversations and watch behavior patterns. These observa-
tions provide “community awareness” like no other.
Informal Engagement:3.  This involves taking proactive approaches to 
spontaneous conversation(s) with community residents about their 
community. This spontaneity can only occur if one is in the community 
on an ongoing basis and will almost always result in identifi cation of 
informal gatekeepers. To show respect to the resident, one should only 
make mental notes during this engagement, to be written down later.
Formal Engagement:4.  Involves formally contacting community leaders 
(gate keepers), respectfully seeking scheduled visits with them in their 
offi ces, places of business, residences, or in any other setting they des-
ignate. In some cases, telephone calls will suffi ce; however, face to face 
contact is always recommended, as it is the most effective method of 
engaging when seeking to build trust. Telephone contact can be the most 
practical and time-sensitive means of following up, after face-to-face 
contact has been made, or when this is the only method of engaging.

Note: To be “fully engaged” with a community, on a formal or informal level, 
calls for a preparation and involvement. Such engagement means working 
with communities to truly assist them in public health awareness and educa-
tion. This can be done through a variety of methods, whether it be through 
town hall meetings, focus group sessions, one-on-one interpersonal dialogues, 
or a long-term community intervention project.

Any written account and analysis describing a community’s ecology 
should, at a minimum, include information about each of the areas cited 
above. Such introductory descriptive information will serve as a founda-
tion for choosing subsequent evidence-based intervention activities. The 
CE description serves as a prerequisite to community entry, and can be as 
lengthy as necessary depending on identifi ed needs. In some cases, thor-
ough CE documentation can take 1 year or even longer to complete.

Taking the time to develop a good CE description is as close as a com-
munity organizer or public health professional can come to getting a birds-
eye view and/or prospective vision of the challenges and potential social 
capital awaiting them. A successfully composed and well-studied CE can 
serve as a priceless tool for planning in the short and long term. It could 
very well be the difference between success or failure when seeking to 
form relationships and to gain an initial trust with community members. 

Murphy_PTR_CH01_27-07-12_01-30.indd   4Murphy_PTR_CH01_27-07-12_01-30.indd   4 8/7/2012   9:15:59 PM8/7/2012   9:15:59 PM



1 Community Engagement, Organization, and Development Process  5

Again, CE documentation will prove extremely useful in the development 
of community health intervention programs.

A thorough study of the particular community that needs to be engaged 
and organized will disclose to the community organizers/public health 
practitioners whether they need to approach the community as a “virgin 
community” that must be organized from the ground up, or whether a 
modifi ed approach is needed that takes into account the existing individu-
als and/or organizations with advanced levels of maturity and activity.

ESTABLISHING RELATIONSHIPS WITH COMMUNITY 
GATEKEEPERS

The CE phase of the CEOD process is inseparably linked to that of estab-
lishing and building relationships with community gatekeepers. In many 
cases, community organizers or public health practitioners are new, or out-
siders to the communities they seek to enter. Therefore, having as much 
background information on the community as possible can help catapult 
one forward in the relationship-building process. Studying this preexist-
ing information beforehand can help to spark dialogue with community 
leadership, especially when one is just starting out, creating instant com-
fort zones between parties. However, when the public health practitioner 
starts the process of seeking long-term, established relationships in the com-
munity the “community entry process” truly and formally begins.

Examples of some useful strategies for establishing relationships with 
community leaders include the following:

Making Introductory Contact:1.  The public health practitioner’s initial 
introductory contact with community leaders (formal and informal) 
many times may have to fi rst occur via telephone. However, follow-
up face-to-face meetings should be scheduled as soon as possible. 
Proactively reaching out to community leaders will inevitably serve 
as an “ice breaker” and the conduit through which tracks are laid for 
building trusting and credible relationships. This critical period of 
initial engagement can be a delicate time in the relationship-building 
process, and can serve as the platform from which “word of mouth” 
spreads concerning whether the community will “trust or distrust” the 
public health practitioner’s efforts. Tact and respect are the ticket here.
Sharing Talking Points:2.  Sharing specifi c talking points about the com-
munity, many of which can be drawn from the CE process, can lead 
to an increase in confi dence, relaxation, and the genuineness needed 
to move toward building credibility and trust. Credibility and trust 
are the true catalysts of the building relationship process, and will 
only be realized with time, ongoing community involvement, and by 
showing tangible deliverables to community leadership. Public health 
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6  I Essentials of Community Health Practice

practitioners or health professionals should present themselves as “ser-
vant leaders” and clarify to community leaders their rationale for enter-
ing the community.
Relationship Listening:3.  Listening in this context, different from that 
mentioned in the CE process, is of a more intense nature and may 
involve asking for permission to take notes while engaging. The lis-
tening that takes place during this initial step in relationship building 
involves prudent speaking intervals. This listening has a specifi c goal 
of building trust. Listening shows respect. It projects the perception 
that what is being said by the gatekeeper is valued and important. Also, 
by listening and making mental notations, one can further add to the 
information/data-collection inventory started during the CE process. 
So then, this intense listening is especially important when engaging 
with the informal gatekeepers such as community residents.

Examples of some key community gatekeepers with whom relation-
ships should be established include the following:

Elected offi cials ■

School offi cials and PTA leaders ■

Clergy ■

Directors of community centers ■

Leaders of clubs and organizations ■

Social workers ■

Health care providers ■

Council persons ■

Neighboring Planning Unit (NPU) ward, or precinct chairpersons ■

Community activists ■

School principals ■

Church pastors ■

Social workers ■

Business owners ■

BUILDING TRUST AND CREDIBILITY

The public health practitioner should always show respect for the core 
values and beliefs of the community they are seeking to enter.

Credibility and trust are the essential factors in the relationship-building 
process, and should be seen as the glue that holds things together. Examples 
of key considerations when attempting to build credibility with commu-
nity leaders/members include, but are not limited to, the following:

Respect, Credibility, and Trust: 1. These are the most essential interwo-
ven ingredients in the relationship-building process. These underpin-
ning elements must be established before one can effectively proceed 
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1 Community Engagement, Organization, and Development Process  7

toward developing a CCB. They can only be achieved, however, by 
genuinely getting to know people. These come with time and involve-
ment, so quite frankly stated: “if no time, engagement and involve-
ment is spent in the community . . . no respect, credibility or trust will 
ever be built.”
Building Interpersonal Relationships2. : If credibility and trust are to 
occur, it will be important for the community organizer/health pro-
fessional to have established interpersonal relationships with key 
individual community members and leaders. Again, this takes time to 
build, and will only happen with ongoing tactful face-to-face engagement/
involvement. Showing genuine concern about the individual’s and com-
munity’s well-being can be an invaluable fi rst step toward building a 
trusting relationship. As mentioned previously, public health practitio-
ners should present themselves as “servant leaders” and clarify their 
role in providing technical assistance in the CEOD process.

Example: One must routinely visit community members’ homes (when 
invited), offi ces, and places of business, and so on. Many times, community 
members become involved in a community group or organization just because 
they have a credible and trusting relationship with another person who asks 
them to participate.

Further, while seeking to establish relationships throughout the commu-
nity, it will also be important for public health practitioners to express 
that they are also there to learn, as well as to share. This is where reciproc-
ity (give-and-take) can be an important asset, as many times community 
leaders/residents will more readily accept help if they know that they too 
can share and educate in some fashion. The public health practitioner’s 
role as “helpee” can prove very important to the trust-building process.

Referrals:3.  As initial relationships are established, referrals will be made 
across the community from “one community leader to another com-
munity leader” (horizontal referral). This is a very important step in the 
process of building community credibility, as these types of referrals 
may open doors leading to trust and credibility that would otherwise 
remain locked to an outsider for indefi nite periods. Such referrals can 
save days, months, even years in the credibility-building process.

Example: To be able to name drop that: “Mr. Smith or Pastor John” recom-
mended that I “call you or come see you” could add tremendous value to the 
initial contact. Many times, trust relationships are accelerated because of such 
“across community” referrals.

Community Participation4. : It is also important to “show up” and par-
ticipate in scheduled and unscheduled community activities. This 
includes attending community activities that have nothing specifi cally 
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8  I Essentials of Community Health Practice

to do with health or the leading causes of death and was not initiated 
by the public health practitioner.

Examples: attending worship services or Little League games, or working out 
once or twice a week in the community center, or attending a neighborhood 
meeting when invited, and so on.

Identifying Resources:5.  Credibility can be further enhanced by assisting 
the community to conduct some of its preplanned community activi-
ties. Many days, and even months, may have to be spent in this effort. 
A general principle applicable to both this and later stages of the CEOD 
process is: It is essential to address the community’s priorities fi rst.

Example: This may mean assisting the community to locate resources (i.e., 
individuals, materials, funding, etc.) that will help it to successfully hold a 
block party, or purchase jerseys for the Pee Wee League football or/basketball 
team, or sponsor a community-sponsored fashion show, and so on.

Initiating Community Activities:6.  The public health practitioner can 
volunteer to assist community members to plan and conduct a health-
related activity. In doing so, the public health practitioner can identify 
and arrange for professionals (vertical referrals) that have specifi c skills 
and trades to participate. For example, they may recommend that the 
community hold a health fair or block party. Here, the public health 
practitioners can recommend and identify the health professionals and 
other resources for participation.

Lastly, it is worth repeating here that, in order for the CEOD process 
to have a chance, there must fi rst be trusting and credible relationships 
formed. When trust is missing a Community Coalition Board will have 
little chance of coming to fruition, and even if it does, its members will 
have a diffi cult time functioning cooperatively over time. Conversely, if 
credibility and trust exist throughout the coalition-building process, they 
will serve as invaluable ingredients to the coalition’s sustainability and 
resilience when or if confl ict arises. If trusting relationships (vertical and 
horizontal) are already in place, all will be in a better position to help solve 
confl ict and misunderstanding that will inevitably occur, over time.

DEVELOPING A CCB

One of the primary purposes of the CEOD model is the edifi cation and 
sustaining of communities. Community edifi cation should be defi ned 
as the building of communities through health education, training, and 
skill development. Further, to edify is building up and empowering of 
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1 Community Engagement, Organization, and Development Process  9

communities through community involvement and by demonstrating 
that one truly cares for those residing and working in the community.

A CCB is a group of individuals with a common interest who agree to 
work together toward a common goal. Further, a truly empowered or edi-
fi ed CCB is one that becomes a formally “incorporated” organization with 
a mission statement, bylaws, a governing body, community responsibili-
ties, funding, and sustainability. The CCB may also, eventually, serve as 
a community employer when it has identifi ed funding for specifi c health 
programs. Again, its primary purpose for existence is to create and/or 
support efforts to reach a particular set of common community goals.

Here are some key fundamentals used in the initial CCB development 
process. These steps may include the following:

Start with people you know:1.  Make a list of those community leaders 
and gatekeepers with whom relationships and credibility have already 
been established (see previous section on CE process). Persons with 
whom there is an “established credibility and trust” are usually impor-
tant to choose from for CCB membership, since they can be more easily 
persuaded to participate than individuals with whom there is no estab-
lished relationship. In addition, they may have additional reliable refer-
rals that can be pulled into the recruitment circle. This group of people 
can also serve as an informal “advisory committee or steering commit-
tee” and may play a key role, short and long run, in the unfolding of the 
CCB process. Beware, however; some of these same folks may opt not to 
stay on after the CCB is formed.
Identify other important potential CCB members:2.  In almost every com-
munity there will be various other formal and informal leaders with whom 
you have made no contact. These individuals may already have ongoing 
programs and activities launched in the community. For example, The 
coach who is attempting to raise funds to purchase jerseys for the Pee 
Wee League team he has established, or the lady who has decided to pull 
together a block party to promote neighborhood clean-up, or the pastor 
who has planned to have a community benefi t dinner in the basement of 
the church to raise awareness of HIV, drugs, or teen pregnancy preven-
tion. These individuals are using the resources they already have at their 
disposal to improve the community, but each may fall under a different 
community umbrella as far as their community goals are concerned. The 
CEOD CCB concept seeks to bring these leaders under one formally struc-
tured umbrella to collectively partner, while reaching community goals. It 
will be important, therefore, to persistently seek them out. These persons, 
once on board (“buy-in”), tend to have staying power.
Beginning the formal CCB recruitment process3. . Once a well-thought-
out list of potential CCB members has been formed, and thor-
oughly reviewed by the CCB, the formal recruitment process begins. 
Depending on the programs and activities proposed, there will be 
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10  I Essentials of Community Health Practice

persons or organizations identifi ed as essential for membership recruit-
ment to the CCB. Although it is important to start with the individuals 
and groups mentioned above, an open mind should be kept during the 
process, because new referrals and ideas will continually emerge. The 
core advisory group of community leaders can be very important to the 
recruitment process, as they may know many other potential members 
personally, and can make immediate contact with them. They may give 
the invitation to join much more credibility and may reduce recruit-
ment time for the public health practitioner by hours, maybe even days. 
However, CCB recruitment efforts must be closely monitored, on an 
almost daily basis, to ensure that things do not get out of hand and 
that inappropriate individuals are not accidentally or unintentionally 
recruited.

Below are listed some of the key methods for contacting individuals and 
organizations for recruitment. These are listed in their approximate order 
of effectiveness. Face-to-face contact is the best approach; however, it also 
takes more time and effort and should be reserved for those individuals 
most important, or most diffi cult, to recruit.

The listing is as follows:

Face-to-face meetings ■

Phone calls ■

E-mail ■

Personal letters ■

Mass mailings ■

Public service announcements or ads in the media ■

Flyers and posters ■

In almost every community a combination of these recruitment meth-
ods is recommended for use.

FORMALIZING THE CCB STRUCTURE

Without fail, communities will have preexisting landmark organizations, 
which have served as bedrocks to the community’s history and culture. These 
could come in the form of tenant- or faith-based organization, or PTAs, and 
so on. For example, the church has served as the key to respect, justice, and 
benefi cence, especially in many low-income and African American commu-
nities, the CCB may, however, be that new organization that brings about a 
renewed focus and structure for public health activities in the community.

Therefore, before formalizing the CCB, it is critical to capture whether 
or not there is “buy-in” to the overall CEOD CCB concept by the key 
gatekeepers/community leaders. This buy-in, in most instances, is usu-
ally a seriously expressed verbal commitment to becoming partners or 
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1 Community Engagement, Organization, and Development Process  11

members to a formalized structured CCB. A formal meeting should be 
called between the organizer/health practitioner and these leaders. This 
meeting should have a set agenda, which leaves room to lay out all inten-
tions, and brings to the table a “full disclosure type atmosphere.” Only 
after all participants have bought in, should a formalized development 
process of an incorporated 501(c) 3 CCB be pursued.

Reasons why it is important for a 501c (3) CCB to be developed include 
the following:

A CCB provides a structured community health driven  ■ “culture/envi-
ronment” for building cooperation and trust between its members. It 
can give added value and identity to individuals and organizations that 
join the group, as well as to the group itself.
It provides a “ ■ corporate structure” and gives the group the opportunity 
to establish: (1) a community-based mission statement, (2) corporate 
bylaws, (3) organizational guidelines, (4) an arena for bringing together 
“community partners” under one umbrella to address community 
health concerns, (5) a structured environment for resolving community 
disagreements, and (6) the social capital needed to maintain and sus-
tain community culture and investment.
Sets  ■ “roles and responsibilities” so that all members are accountable to 
each other and to the activities they pursue. No one person and/or 
group will make decisions in a vacuum but in the best interests of the 
community and the CCB.
Creates a structure where  ■ “rules, bylaws, and oversight” are established. 
Offi cers are elected, agendas are set, and Robert’s Rules of Order is used 
to conduct meetings. Norms (checks and balances) emerge as part of 
the organized “CCB culture.”

An Alternative Approach to Traditional Bottom-Up CEOD

“Top-Down Approach”

The 21st century has broadened and introduced many new public health 
challenges including natural disasters, pandemic outbreaks, record unem-
ployment, increased numbered of uninsured and underinsured, as well 
as a rise in many other social determinants that impact health status. 
Emergency preparedness has become one of the top public health con-
cerns. All of these have caused leaders to rethink how they approach pub-
lic health issues at local, state, and global levels.

The complexity of these social determinants brings about the need for 
immediacy in organizing partnerships to readily address pressing com-
munity risk factors. These partnerships are determined by the institutions’ 
service structure (the types of services they provide), their political posi-
tion in the community (state vs. city government, etc.), and the degree to 
which all partners are currently engaged in the partnership’s activities.
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It is essential to build partnerships to address social determinants of 
health because no one group, be it health care providers, public health 
practitioners, or community members, can accomplish the many tasks 
required for changing social, economic, and environmental conditions 
that impact health. Tapping into existing partnerships provides instant 
knowledge and brings experience to the table concerning services that can 
realistically be addressed. However, although existing groups are impor-
tant, they may not address all the social determinants of health or include 
people or organizations from the community who can inform initiatives 
to address social determinants. Therefore, it is important to invite others 
to join your efforts, particularly those who have insight into or experience 
harm from the political, social, economic, and environmental conditions 
in the community.

Listening to the voices of people who belong to organizations in the 
community who have previous experience in the equitable distribution 
of social, economic, and environmental resources can help to build a 
strong partnership to address social determinants of health inequities. 
Together with other members of the community, they can assist to iden-
tify important nontraditional partners, and to help make a list of the 
other relevant sectors of the community (e.g., government, education, 
business, public services, faith, funding agencies) and help ensure that 
your partnership includes representatives from each of these sectors, as 
well as other appropriate community members. To effectively identify 
those who may be interested in the work of your partnership, it may 
fi rst be necessary to consider how your community is defi ned (see also 
CE section).

WORKING WITH THE CCB TO CONDUCT A
 HEALTH NEEDS ASSESSMENT

In many instances, CCB members may have preexisting knowledge, 
information, and experience in issues of health and wellness. They may 
already know the causes and risky behaviors existing in their community 
for diseases such as violence and HIV, and may have already participated 
in informational campaigns about specifi c health issues and their con-
sequences. Many community residents may have already learned about 
many health issues from radio and TV commercials, the Internet, public 
service announcements, newspaper articles, and other sources. The infor-
mation accessed through these campaigns, while useful, may not always 
be specifi c enough for use by a community group trying to solve health 
disparities specifi c to its target area.

The best way for the community to get relevant and updated health 
information is to develop and implement an organized “health needs 
assessment” that is community driven. This assessment can provide 
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1 Community Engagement, Organization, and Development Process  13

detailed information about the needs of its residents, and will identify 
resources available to the community to help solve those needs. Therefore, 
the public health practitioner should fi rst provide an orientation to the 
CCB about the “value added” by conducting its own community needs 
assessment. This orientation should include, at a minimum, the impor-
tance of such things as:

Understanding the community environment: ■  Mapping the resources 
and limitations of the area. The previously developed CE tool can be a 
valuable start here.
Knowing what the community thinks and feels: ■  About health issues 
and what they think needs to be done about it.
Setting priorities for programs or system improvement: ■  It should be 
brought forward to the CCB how much easier it will be to make informed 
decisions and set priorities if a comprehensive identifi cation of needs 
and resources has taken place. For example, an assessment can help 
more truly identify those community persons who are in most need. 
It will help to gain fresh data and information from the people who 
are directly experiencing the problem, allowing them to openly discuss 
their health needs.
Identifi cation of health care/service providers: ■  Knowing the health care 
organizations and providers that serve, or could potentially serve, the 
community can be useful to the CCB in conducting evidence-based 
public health intervention programs.
Potential community health leaders: ■  Once the CCB has a complete pic-
ture of the health needs and resources of the community, they will have 
the knowledge base to become community leaders or “servant leaders” 
and to make informed health-related decisions, to explain actions, even 
to eventually write grants and lobby for the organization.

Choosing an Assessment Method—Preliminary Steps

Determining assessment feasibility: ■  Preliminary steps should be taken 
by the CCB to select an appropriate community assessment methodol-
ogy, as this is not a “one size fi ts all” deal. Therefore, it is important for 
the CCB to evaluate thoroughly the amount of resources available to 
them, as this has much to do with which method can feasibly work. For 
example, “face-to-face interviews combined with telephone surveys” 
could be an excellent combination, if there is a large enough budget.
Regardless of the method desired, it is important to fi rst take into  ■

account some reality factors, such as:
The amount of time available ■

The number of people available to conduct the assessment ■

Available resources (i.e., funding, materials, etc.) ■

The size and characteristics of the target population(s) ■
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14  I Essentials of Community Health Practice

Therefore, the public health practitioner can assist the CCB to fi rst take 
some basic preliminary steps, prior to identifying and conducting a for-
mal community assessment. Examples of these steps could include:

Brainstorming with CCB members: ■  The public health practitioner can 
recommend the CCB to take a very practical fi rst step: think and talk 
about what information really needs to be gathered during the assess-
ment. Will the assessment seek to gather a panoramic/overall view of 
the health needs of the entire community, or only a snapshot of specifi c 
disease areas and/or services? Identifying the “specifi c data/informa-
tion needed” is a key fi rst step for the community.
Reviewing of existing CE data/information: ■  After determining the  specifi c 
data/information needed, the CCB should review the CE and other 
 preexisting data sets (i.e., health departments, census data, etc.). This 
review can be a time-saver. It can also help highlight what data do not exist. 
This review will be very useful in subsequently determining what type 
questions need to be included when developing the assessment tool(s).
Identifi cation of the target population to be assessed: ■  After the brain-
storming and existing data review are completed, the public health 
practitioner should sit down with CCB members to determine what are 
the purpose of the assessment and the method of the assessment. Also, 
this would include such ideas as: whether households will be assessed 
by randomly going to homes such as every other household, or only 
assessing so many households per block, and so on.
Formulating appropriate assessment plan: ■  Once the preliminary steps 
have been completed, an assessment plan should be developed. This 
would include the when, the where, the how, the who, and so on for 
implementing the assessment. Appropriate questions and formats 
are developed, and strategies drawn up. In most cases, institutional 
partners on the CCB with expertise in conducting assessments should 
be called upon. The public health practitioner can help identify these 
experts if they are not already part of the CCB. It will be important that 
the questions are appropriately formulated (i.e., culturally sensitive, 
proper reading levels, etc.) for use with the group(s) to be assessed.

Potential Survey Methods

Other than the 501(c) 3 phases of the CEOD process, accomplishment of 
a community assessment can serve as fi rst offi cial “team act” of the CCB. 
The accomplishment of this most important, organized, team-oriented 
task can do wonders to boost the confi dence and sustainability of the CCB. 
CCB team involvement in this process should range from planning, to 
training, to data analysis, and ultimately to compiling the health-related 
fi ndings. They should be encouraged to feel that they are individuals 
involved in a specifi c project to yield a distinctive product.
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The public health practitioner can bring to the CCB several alterna-
tive methods and strategies for conducting the community assessment. 
However, it should be noted again that institutional partners with exper-
tise in conducting assessments (i.e., universities, health department staff, 
private agencies, etc.), some of which may be represented on the CCB, 
should be called upon to assist in this process. Survey methodology can be 
a complex science. Therefore, a compromise may need to be made between 
what is acceptable scientifi cally and what a small organization can afford. 
The assistance of a scientifi c professional with experience in conducting 
surveys can be very useful.

There are several assessment methods to choose from and there is no 
one perfect method. In some cases, depending on resources available, a 
combination of methods is better than just one. Here are a few standard 
methods a public health practitioner, or the experts, can bring to the CCB 
for consideration:

Community Forums: ■  This method can provide community residents 
of diverse backgrounds the opportunity to openly express their views. 
Keen listening and recording of minutes are essential during the imple-
mentation of this method. This form of assessment provides data and 
information that facilitates “learn fi rst hand,” the community’s per-
spectives on health, as well as other community resources, concerns, 
and ideas. Forums may be the most appropriate method, particularly 
for communities where there may be some residents who have diffi -
culty interacting and/or reading self-administered printed materials. 
This method could be most successful if conducted during a regularly 
scheduled community meeting at which groups gather routinely to 
discuss community issues. The CO, or CCB member, can ask permis-
sion to be placed on the agenda.
Face-to-Face Interviews: ■  The use of this method can be especially valu-
able in communities where disparate and low literacy rates are high. 
In communities where signifi cant numbers of residents have diffi -
culty reading printed materials, or where more in-depth answers are 
required, the face-to-face interview method can create the dialogue 
needed to gather information from these participants.
Phone Surveys: ■  Telephone surveys can have similar benefi ts to face-
to-face interviews; however, for communities where there exist low-
income populations, telephone access may be limited. This would 
mean very low encounters and could cause extreme frustration to the 
assessment process. Also, unless your “community” is represented by 
an entire area code, or phone numbers are assigned in such a way that 
they can be associated with your community (for instance, if all phone 
numbers in the community have the same fi rst three digits), your needs 
assessment may be more far-ranging than you intend.
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Self-Administered Questionnaires: ■  This method may be best utilized 
when dealing with respondents who can easily read the questions and 
write. It can be used when asking for information that does not require 
interpretation, or explanation charts, graphs, and so on.
Direct Mailings: ■  Direct-mailed surveys to people whose addresses are 
known is the most common strategy. However, in many communities, 
this method has a low rate of response. Direct-mailed surveys are, of 
course, self-administered, and so the rules relevant to self-administered 
questionnaires apply.
Convenience Sampling: ■  Taking surveys in a public place—setting up 
a booth or table in at a barber shop or beauty salon, a church or in a 
parking lot at a local discount store, on the sidewalk in the shopping 
district, and so on—provides an opportunity to get some exposure for 
your organization as well as a sample of public opinion.
Group Survey Administration: ■  This method, as with community 
forums, could be most successful if conducted at an organization or 
precinct meeting where there are large groups gathered. The public 
health practitioner, or a CCB member, can request the chairperson’s 
permission to be placed on the agenda for one or more meetings, as 
needed. At the meeting, the assessment could be introduced, the pur-
pose explained, and the survey instrument distributed and collected.

Training of Potential Interviewers

The public health practitioner should organize a formal interviewer train-
ing workshop. While such training is a must for potential interviewers, it 
also has a built-in weeding out process that will determine who can truly 
succeed as an interviewer. Everyone who participates in the training may 
not be appropriate for the task. Thus, the interviewer selection process 
must be handled delicately and tactfully, as hurt feelings and resentment 
can come into play here, subsequently causing serious damage, possibly 
even setting back the CEOD process.

Below are some examples of a few topics, which could potentially be 
covered during the CEOD interviewer training:

Orientation:1.  Providing potential interviewers information about the 
survey, its purpose, and the overall mission and goals of the CCB. This 
can also ensure that the information they pass on to respondents con-
cerning the CCB and the assessment is uniform and accurate.
Safety:2.  The importance of interviewer safety while conducting inter-
views, especially for face-to-face household interviews, and so on.
Importance of Etiquette:3.  Regardless of the method chosen, interviewer 
etiquette and respect should be emphasized. For example, the impor-
tance of simple gestures such as saying please and thank you cannot 
be overstated. Respect for the community and its residents should be 
emphasized during this section of the training workshop.

Murphy_PTR_CH01_27-07-12_01-30.indd   16Murphy_PTR_CH01_27-07-12_01-30.indd   16 8/7/2012   9:15:59 PM8/7/2012   9:15:59 PM



1 Community Engagement, Organization, and Development Process  17

Potential Termination of Interviewers:4.  Emphasis should be placed on the 
importance of confi dentiality, accuracy in completing surveys, honesty 
and reliability in survey completion, and so on. However, interviewers 
should be made to understand that if one or any combination of these 
requirements is found to be lacking, they may be asked to withdraw from 
participation.
How Surveys Will Be Gathered:5.  Indicating the when, where, how, and 
who, about collecting incoming surveys as they are completed.
Review and Verifi cation of Completed Surveys:6.  Indicating to potential 
interviewers how checking and verifi cation will take place to ensure 
interviewer honesty, completion, and reliability.
Data Analysis and Translation:7.  This will be an essential part of the 
assessment process and will require institutional experts to compile 
and analyze. However, information and data analysis must be done in 
a practical manner for ease in translation and interpretation. CCB mem-
bers, regardless of educational background, should be able to under-
stand the results of the assessment. This will call for “mixed translation 
methodologies” for presenting data and information taken from the 
survey. Thus, the analysts must fi rst “do their homework” in under-
standing the CCB target audience, clearly understanding the goals of 
the CCB, and gaining a sense of the skill required to effectively translate 
the results.

Finally, the community assessment process represents a key step in 
the CEOD process. Its critical nature should be continuously highlighted 
to CCB members, some of whom may be interviewers themselves, as an 
important team accomplishment. Other than the 501(c) 3 incorporation 
phase of the CEOD process, the community assessment will serve as fi rst 
offi cial team activity of the CCB.

COLLABORATING WITH CCB FOR DEVELOPMENT AND 
IMPLEMENTATION OF HEALTH-PROMOTION INTERVENTIONS

Collaboration, Inclusion, and Engagement

Once the assessment phase is completed, and the results analyzed, and 
fully understood by all CCB members, the CCB can begin to discuss and 
decide to take action by designing a community health-promotion inter-
vention. The public health practitioner should seek to further build the 
CEOD process by developing formal meetings that calls for “collabo-
ration, inclusivity, and engagement” by all CCB members. The public 
health practitioner can facilitate this by inviting all CCB members to the 
table and establishing agendas where members have the opportunity to 
have input into planning and design of a community health promotion 
intervention program. This may take time, requiring several meetings, 
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in order to give all members ample time to gain respect and share their 
viewpoints.

However, implementation of this inclusivity in a real-world environ-
ment has shown that such attempts do not always work out. Some people 
might, for one reason or another, opt out of the process. In some of these 
situations, a persistent attempt at inclusivity can cause its own problems. 
Be that as it may, this does not preclude giving all members the choice to 
express themselves in the intervention planning process.

In brief, here are a few examples of eventual benefi ts to CCB  involvement 
in the community health-promotion intervention planning process:

CCB Ownership:1.  Through involvement in planning of a community 
health-promotion intervention, CCB members begin to move to an 
even higher level of “ownership” and begin to feel that they will do 
whatever they can to see their work succeed.

In the CEOD process, it has also been learned that in most low-income, 
high-disparity, or minority communities, individuals and groups feel 
that they are talked down to and/or not listened to, even when they are asked 
for their opinions. True involvement then calls for “dialogue” with and 
between members, discussing in a respectful manner methods and strat-
egies to be used. Many times this means having respectful debates about 
what should or should not be done in the intervention. “Rubber stamp-
ing” ideas presented by CCB members just because they are community 
members or low-income and/or minorities can, in some instances, lead 
to reverse condescension, as if anything they say must be accepted as 
true and appropriate. Thus, a truly community-engaged intervention 
planning process means listening to everyone, but being prepared to 
disagree over ideas and goals, and to wrestle with new concepts.
Credibility of the Intervention:2.  Because the intervention was planned 
by the CCB members and representatives of the community, other com-
munity residents will more easily respond to participating in the com-
munity health-promotion intervention activities.
Reduces Possibility of Intervention Failures:3.  Involvement of CCB mem-
bers in the community health-promotion intervention planning process 
can help bring forward the many values and norms specifi c to the commu-
nity’s culture. For instance, scheduling interventions on days when many 
community members are awaiting fi nancial or food assistance checks to 
arrive in the mail, and so on will almost always guarantee high rates of 
“no shows” for recruitment and participation. Many CCB members will 
know what strategies have failed in the past and why, and can keep the 
intervention program developers from repeating past mistakes.
Key CCB Members Buy-In:4.  Because of their involvement in the inter-
vention planning process, CCB members identifi ed to be “key players” 
many times make commitments to future cooperation, simply because 
they have been included in the planning from the beginning.

Murphy_PTR_CH01_27-07-12_01-30.indd   18Murphy_PTR_CH01_27-07-12_01-30.indd   18 8/7/2012   9:15:59 PM8/7/2012   9:15:59 PM



1 Community Engagement, Organization, and Development Process  19

Teaching Planning Skills: 5. The community health-promotion intervention 
planning process can help to improve the community over the long term. 
CCB members can learn to run meetings, to analyze data, to construct 
strategic plans—in short, to become community resources and leaders.
Increases CCB Trust: 6. CCB member interaction in the intervention 
 planning process, especially between community members and business 
leaders, can be not only be supportive of the intervention, but may help to 
create long-term relationships among members. This trust can serve as a 
 foundation for future community development and community action.

In conclusion, collaboration, inclusiveness, and empowerment, embody 
the ideals that form the foundation of a true grassroots, community-based 
CEOD process. It respects everyone’s intelligence, values everyone’s ideas 
and experience, and affords everyone a measure of control. By  empowering 
the community rather than imposing preexisting ideas of academics or 
public health professionals, one can assure an ethical approach to  planning 
an evidence-based community intervention.

Designing the Community Intervention—Plan of Action

Asking Important Preliminary Questions

Before the actual designing of the community health intervention begins, 
the CO/health educator should assist the CCB in the developing an inter-
vention action plan, which can be extensive. In short, the public health prac-
titioner should assist the CCB to ask and answer the following questions:

What  ■ potential barriers exist or can be anticipated in the community? 
How can they be minimized?
What  ■ resources are available and needed (i.e., fi nancially, politically, 
time-wise, and kind)?
What  ■ intervention components should be implemented?
Who should coordinate and implement  ■ programs?
When should programs be scheduled ■  (i.e., mornings, evenings, noon)?
What  ■ partnerships with individuals or organizations need to be 
formalized?
What  ■ interventions programs have already worked and could be 
replicated?

Identifying Core Intervention Program Components

Identifying appropriate core program components for the community health 
intervention will be the true nucleus of the intervention design. The pub-
lic health practitioner should encourage the CCB to consider these core 
items closely when designing the intervention plan. This calls for the CCB 
to lay out appropriate, feasible, and culturally sensitive programs by its 
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leadership. The CCB should identify, as closely as possible, appropriate, 
manageable timelines and activities that can be used in the implementa-
tion of the intervention. Examples include the following:

Identifi cation of  ■ where to hold the intervention programs (i.e., commu-
nity center, church, school, etc.)
Identifi cation of  ■ recruitment methods and strategies for bringing in 
participants
Identifi cation of  ■ which days and hours to conduct the intervention 
activities
Identifi cation of  ■ what culturally appropriate educational training materials 
should be needed for each program
Identifi cation of  ■ who (staff/personnel) should coordinate/conduct the 
intervention programs
Identifi cation of  ■ appropriate methods for monitoring and evaluating pro-
gram effectiveness (academic and private institutions can assist here)

Maintaining the Community Intervention

A successful community health intervention, with evidence-based and 
evaluable outcomes can and, in most cases, will take time to realize. Just 
as with intervening with an individual one-on-one, a community inter-
vention can go through stages of development that require patience and 
ongoing monitoring.

For example, the TTM of Behavior Change assesses an individual’s readi-
ness to act on a new, healthier behavior, and provides strategies or pro-
cesses of change to guide the individual through the stages of change to 
action and maintenance (see Figures 1.1 and 1.2). The public health prac-
titioner will have to conduct ongoing periodic assessments of how the 
community as a whole responds to the new intervention program. Results 
from these assessments will help guide the public health practitioner to 
modify and revise the intervention to boost attendance and participation 
by the community. These “boosters” are vital to the ongoing maintenance, 
to the “upward spiral,” and to the sustaining power of the intervention 
and can be the difference between success and failure (see Figure 1.2).

Let us take a look at the six Stages of Change involved in the TTM 
and imagine for a moment similar stages being a Community Intervention 
Method (CIM) process.

Precontemplation: ■  “People are not intending to take action in the 
foreseeable future, and are most likely unaware that their behavior is 
problematic.”
Contemplation: ■  “People are beginning to recognize that their behavior 
is problematic, and start to look at the pros and cons of their continued 
actions.”
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Preparation: ■  “People are intending to take action in the immediate 
future, and may begin taking small steps toward change.”
Action: ■  “People have made specifi c overt modifi cations in their life 
style, and positive change has occurred.”
Maintenance: ■  “People are working to prevent relapse, a stage which 
can last indefi nitely.”
Termination: ■  “Individuals have zero temptation and 100% self-effi -
cacy . . . they are sure they will not return to their old unhealthy habit 
as a way of coping.”

In general, as with the TTM, for community residents to take owner-
ship and fully participate in a community health intervention, the public 
health practitioner will need to work with community participant to:

A. Develop a growing awareness that the advantages (the “pros”) of the 
intervention change/outweigh the disadvantages (the “cons”)—the 
TTM calls this decisional balance

B. Instill confi dence that they can make and maintain changes in situa-
tions that lead to unhealthy behavior—the TTM calls this self-effi cacy

C. Include the community in developing strategies that can help them 
make and maintain change—the TTM calls these processes of change.

The 10 processes are listed as follows:

Consciousness Raising: 1. Increasing awareness via information, educa-
tion, and personal feedback about the healthy behavior.

PROGRESS 

RELAPSE 

Precontemplation 

Contemplation 

Preparation 

Action 

Maintenance 

FIGURE 1.1 Transtheoretical Model (TTM) Stages of Change.
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  2.  Dramatic Relief: Feeling fear, anxiety, or worry because of the 
unhealthy behavior, or feeling inspiration and hope when they hear 
about how people are able to change to healthy behaviors

  3.  Self-Reevaluation: Realizing that the healthy behavior is an impor-
tant part of who they are and want to be

  4.  Environmental Reevaluation: Realizing how their unhealthy behav-
ior affects others and how they could have more positive effects by 
changing

  5.  Social Liberation: Realizing that society is more supportive of the 
healthy behavior

  6.  Self-Liberation: Believing in one’s ability to change and making com-
mitments and recommitments to act on that belief

  7.  Helping Relationships: Finding people who are supportive of their 
change

  8.  Counter-Conditioning: Substituting healthy ways of acting and think-
ing for unhealthy ways

  9.  Reinforcement Management: Increasing the rewards that come 
from positive behavior and reducing those that come from negative 
behavior

 10.  Stimulus Control: Using reminders and cues that encourage healthy 
behavior as substitutes for those that encourage the unhealthy 
behavior

While the comparison of the processes of this model to that of the CEOD 
model may seem an oversimplication of the task at hand for the public 
health practitioner, it can serve as a valuable template in the planning, 
designing, implementation, and evaluation processes of the CIM.

CCB STRATEGIES FOR SUSTAINABILITY

Sustaining the CCB can be a challenging venture as ongoing changes 
and even burn-out will inevitably occur. The CCB will need to develop 
resilience to withstand these changes. For example, ongoing changes can 
occur in the number and composition of membership and partnerships, 

Precontemplation
Contemplation

Preparation

Action

Maintenance

FIGURE 1.2 Transtheoretical Model (TTM) Stages of Change—Upward Spiral.
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which are natural occurrences with any community-based organiza-
tion for various reasons. Therefore, in order to maintain and sustain 
the CCB, its leadership must deploy ongoing strategies. This will keep 
members motivated and continue to build ownership and collective 
trust.

There are some key examples of strategies showing how this ownership 
and “stick-with-it-ness” spirit can be maintained and sustained:

501 (c) 3—Institutionalization1. 
Establishing and maintaining the nonprofi t organization is essential to 
the CEOD process. This calls for ongoing identifi cation and replace-
ment of members, implementing new programs, ongoing development 
of new relationships, identifying new strategies and practices, and 
updating methodologies for approaching the community and the ongo-
ing identifi cation of resources. Thus, developing a plan for sustaining 
the 501 (c) 3 CEOD institution will increase its impact and perception in 
the community as an institution embedded there for the long run.

Subcommittee Development2. 
The creation of subcommittees allows CCB members to engage and plan for 
community intervention activities. These committees are where members 
can agree and disagree, all the while working together for common goals.

CCB Education, Training, and Skills Development3. 
Education, training, and skill building among CCB members are key com-
ponents in the sustainability process. Such learning endeavors help to fur-
ther motivate and build ownership among members.

Through ongoing participation in learning programs, members will 
themselves become high-achieving community health innovators and 
advocates. They will also begin to encourage each other, and their partner 
organization members, to bring on new learning initiatives that will assist 
the CCB to grow.

These learning efforts (i.e., education, training and skill building, etc.) 
can be achieved through various methods including: in-service courses, 
webinars, seminars, workshops, participation at conferences, and other 
learning experiences.

The overarching goal, in all cases, is to make sure that everyone on the 
CCB has the opportunity to constantly be engaged in ongoing learning. 
This will be a key factor in the building and sustaining of a truly empow-
ered CCB.

Marketing, Partnering, and Resource Identifi cation4. 
Designing a CCB logo and developing an inventory of free giveaways can 
help in marketing the nonprofi t groups. Partnering with other organiza-
tions is very important to the social capital network. This partnering can 
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occur in a variety of different ways, from writing grants together to the 
sharing of resources, such as:

Time-share positions ■

Offi ce space and equipment ■

Skilled staff persons ■

Recommended volunteers ■

Recommend student interns from academic institutions ■

In-kind donations of time ■

Most of the items listed above can be categorized as in-kind support, which 
simply refers to resources other than money that comes available to the 
CCB.

Grant Funding5. 
Seeking out grant funding is usually the primary method of acquiring 
fi nancial sustainability for a CCB. These monetary grants may come from 
a variety of sources including local and federal government or private 
foundations. Each grant is usually awarded for the purpose of assisting 
in the implementation of a specifi c community intervention program or 
project.

Fundraising6. 
Fundraising should be an ongoing part of the CCB agenda (i.e., quarterly, 
semi-annually, or yearly). Fundraisers usually require the CCB to provide 
a product, a service, or an event that will allow others to contribute money. 
Examples of fundraisers include bake sales, car washes, block parties, 
sporting events, and so on. In each case, the group charges money for a 
product to raise funds to support their cause.

SUMMARY

While the concepts shared in this chapter are by no means all that can 
be used to conduct CEOD activities, they are realistic and can be used as 
templates in the development of even better and more innovative CEOD 
approaches over time.

Public health practitioners will need to study and familiarize them-
selves with the basics before and after entering a grassroots community. 
Learning the do’s and don’ts of working with community residents, while 
identifying the “how to” of fusing oneself into the community in a trust-
worthy and passionate way, is most paramount. Preparation and patience 
go hand-in-glove in the CEOD-building process. The old adage of hurry 
up and wait turns out to be a realistic concept. It means knowing when to 
be aggressive, so as not have missed opportunities, yet knowing when to 
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be patient and prudent in the implementation of methods and strategies 
to avoid being disrespectful and presumptuous.

Knowing community is one thing, doing community is quite another! 
While this statement may seem an oversimplifi cation of the matter, one 
only has to immerse oneself into community-based public health practice 
to realize the complexity that exists in successfully connecting the dots of 
the CEOD process. CEOD, in theory, may sound like a game of checkers, 
but, in practice, it is a high-stakes game of chess.

Case Study Exercises

Individually, or as a group, review the following case studies and follow the 
exercises suggested at the end of the study, as appropriate. Be sure to focus on 
the why, how, and what emphasized in each item. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for 
the class.

Case Study 1.1: Franklin County Health Department

In order to address the social conditions that lead to poor health, Franklin 
County is participating as one of the national Health for All Initiative 
grantees.

Franklin County public health offi cials recognize that the odds of being 
healthy can depend very much on which community you live in. Franklin 
County has been closely tracking inequities in health and using data on 
social determinants of health to inform community health improvement 
efforts. In-depth analysis of available census data has shown, in fact, that 
there is a 10-year difference in life expectancy between a child born in 
rural Franklin County and a child born in urban areas. The geographic 
area into which a child is born can also predict whether the child is likely 
to graduate from high school or the likelihood of developing medical con-
ditions such as asthma.

Examining mortality and morbidity census data by urban or rural sta-
tus shows gross, and growing, disparities. In fact, retroactive analysis has 
shown that the gap between life expectancy for urban and rural residents 
has increased since 1970.

Former Surgeon General, David Satcher, and his colleagues calculated 
that between 1991 and 2000 nearly 177,000 deaths were prevented because 
of advances in medical technology. The epidemiologist with the Franklin 
County Health Department calculated that if we were to eliminate the dis-
parity between urban and rural residents, we would have avoided over 
25,000 deaths.

Franklin County also examines the social gradient, which, in keeping 
with trends nationally, shows that the more income and wealth people 
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have, the more likely they are to live longer, while people with less income 
and wealth can expect to live comparatively shorter lives.

Public health offi cials in Franklin County use these compelling data 
in reports and presentations to raise awareness about these inequities 
and the importance of addressing conditions for health at a fundamen-
tal level. They used these data to underscore the need for capacity-
building and to address these systemic issues. These data point to the 
multiple and interrelated solutions that must be put in place to begin 
addressing these inequities, including social policies that affect educa-
tion, housing, land-use decisions, and economic development. It also 
points to needed modifi cations to the physical environment that infl u-
ence health, including reducing exposure to mining toxins; increas-
ing the availability of open space and healthy foods; decreasing the 
prevalence of stores specializing in fast foods, alcohol, and tobacco; 
and encouraging residential patterns that promote interaction across 
boundaries of race and class.

Study Items

1. Identify a target community or county of your own (real or fi ctitious).
2.  Identify and describe what data you would look for that might help 

see the broader conditions of disparity that lead to disparities just as in 
Franklin County.

3.  List what sources you would contact and use to obtain such data.
4. Describe how you would use this information to select interventions.

Case Study 1.2: AbilityLinks Increases Employment for People With 
Disabilities

Background

AbilityLinks, established to increase employment opportunities for people 
with disabilities, works to increase awareness of the value of hiring people 
with disabilities. Founded in 2001 by Marianjoy Rehabilitation Hospital 
in Wheaton, Illinois, AbilityLinks’s centerpiece is its award-winning web-
site—www.AbilityLinks.org—which brings together businesses and job 
candidates with disabilities and is backed by AbilityLinks staff who pro-
vide ongoing support to website users.

AbilityLinks, a consortium of approximately 150 businesses, non-
profi ts, and government agencies, holds periodic planning sessions to 
review its vision, mission, and objectives. These include advisory board 
meetings (three to four a year) and a more inclusive strategic planning 
session involving all the stakeholders held every year. One such plan-
ning session, “Charting Our Course for the Year Ahead,” held in May 
2004 was facilitated by an outside consulting fi rm. Participants looked 
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carefully at past accomplishments, identifi ed key focus areas for the con-
sortium, clarifi ed priorities, and defi ned committees needed to achieve 
these plans.

At this strategic planning meeting, the consortium considered many 
issues to ensure the project focus stayed on its mission to increase employ-
ment of people with disabilities. They determined that the vision, mission, 
and objectives are still relevant, but AbilityLinks had evolved beyond 
the start-up stage and was ready to progress to the next stage of self-
suffi ciency. Further and continuous planning was critical to continue to 
move the consortium forward. Such planning began at this meeting as 
the consortium reviewed previously established goals and strategies in 
more detail and recognized the need to restructure the committees to bet-
ter fulfi ll the vision, mission, and objectives. Committee restructuring and 
developing work plans for the new committee became the focus of this 
planning meeting.

The consortium uses committees to carry out many of its actions set forth 
by the objectives, while AbilityLinks staff continue to carry out actions 
related to fi nance, administration, and website development. Because 
of the consortium’s committee structure, membership becomes a critical 
element and likely stumbling block. Now, the AbilityLinks consortium 
has a strong, representative membership that it needs to use effectively, 
which requires continuous communication and meaningful involvement. 
Members may participate regularly or intermittently, depending on their 
organizational connection and time availability. The only foreseen concern 
that may hamper working relationships among consortium members and 
AbilityLinks relates to turf issues and competition for job placement and 
job leads.

Consortium members suggested ways to better manage the committees 
and membership in order to ensure active participation. They decided to 
form fewer committees with more membership represented on each com-
mittee in order to ensure that each committee has enough active partici-
pants to be successful.

Expanding and using the membership effectively involved tracking 
those who expressed interest in joining the consortium. In the past, busi-
nesses and service providers had signed up to be a part of the consor-
tium, but were not contacted in a timely manner to become involved. 
Sophisticated record-keeping, tracking, and communication are necessary 
to ensure that contact information is kept current. These efforts should 
improve communication and encourage participation.

The AbilityLinks consortium is addressing the problem of unemploy-
ment among people with disabilities. Although many jobs exist in the 
community that people with disabilities are able to do, employers are 
just not aware of the untapped resource that exists. At the same time, 
people with disabilities need a central place to go to fi nd these jobs, 
which AbilityLinks provides. The assumption guiding this work is that 
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employment among people with disabilities will increase, if employers 
consider them good job candidates and they have a central place to look 
for employment.

Because the consortium is made up of those businesses that are hir-
ing people with disabilities and promoting the hiring of people with dis-
abilities, the larger the membership of the consortium is, the better for the 
employment of people with disabilities.

The goal of AbilityLinks is to have as many consortium members as 
possible. Each consortium member means that one more business or com-
munity organization has a better understanding of the value of hiring peo-
ple with disabilities and may give someone with a disability a job in the 
future or promote employment of people with disabilities in some way. 
Member benefi ts include:

Access to candidates who have equal job performance, low turnover,  ■

and low absenteeism, which reduces business costs for recruiting and 
training
Access to education, training, and networking events for job seekers  ■

and consortium members
Opportunity for businesses to demonstrate support for equal opportu- ■

nity to employees, customers, and government agencies
Free access to post jobs and search résumés on www.abilitylinks.org ■

Members are recruited through visual and written materials distrib-
uted to businesses and other community organizations. The Business 
Leadership Network in Chicago also specially developed an educational 
video to be shown at business gatherings. Other business events also have 
been used to educate businesses about AbilityLinks and recruit for the 
consortium.

In addition to businesses, the AbilityLinks consortium is made up of 
nonprofi t groups, including those serving people with disabilities. These 
are essential members of the consortium who get the word out to people 
with disabilities who might be looking for jobs. The consortium targeted 
centers for independent living as a way to reach out to disability orga-
nizations in the community and expand to a more regional scope when 
recruiting.

Increase Level of Commitment

As with many coalitions, the AbilityLinks consortium has varying lev-
els of involvement from the 150 entities that form the consortium. 
An annual strategic planning meeting will help increase the level of com-
mitment from members. Members can be involved in a variety of ways, 
including education and training events, fundraising, and serving on 
committees.
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Obstacles to participating in the consortium have related mostly to a 
lack of knowledge and understanding about the employment of people 
with disabilities. Many employers have incorrect ideas about employing 
people with disabilities such as thinking they have a high absenteeism rate 
or require a high cost for accommodation. One of the best ways to remove 
these myths is through education. AbilityLinks does this at its employer 
breakfasts, which it also uses to recruit new consortium members.

Over time, the consortium has become a more cooperative effort and 
has experienced less turf issues related to job placement. AbilityLinks 
also has gained name recognition and credibility among the business and 
disability communities, which has helped overcome resistance. Strategic 
planning meetings are used as a means to foster this cooperation and 
describe potential barriers or opposition to your partnership’s success and 
strategies to overcome them.

Turf issues have surfaced as a barrier related to resistance by consortium 
members to join and become involved. Employment and job placement 
can be competitive with service providers competing for job placement 
credits and businesses competing for the best employees. AbilityLinks 
strives to serve as a neutral party to address turf issues and convince the 
parties that the cause is worthy.

Study Exercises

1.  Describe the types of multiple organizations that have come together 
in common purpose.

2.  The TTM of Stages of Change includes stages from precontemplation 
to maintenance. The consortium conducted activities to bring partners 
to the consortium. Identify what activities and what stages of TTM it 
may have infl uenced.

3.  It is important to understand barriers to reaching goals. Identify and 
discuss some of largest possible stumbling blocks for this consortium.

BIBLIOGRAPHY

Blumenthal, D. B., & DiClemente, R. J. (2004). The view from the community. In N. 
Cruz, F. G. Murphy, N. Nyarko, & D. N. Yung Krall (Eds.), Community-based 
health research (pp. 63–81). New York, NY: Springer Publishing Company.

Braithwaite, R. L., Griffi n, J. P., Stephens, T., Murphy, F., & Marrow, T. (1998). 
Perceived exercise barriers and participants in Tai Chi for elderly African 
Americans. American Journal of Health Studies, 14, 169.

Braithwaite, R. L., Murphy, F. G., Lythcott, N., & Blumenthal, D. S. (1989). 
Community organization and development for health promotion within and 
urban Black community: A conceptual model. Health Education Journal, 20, 
56–60.

Murphy_PTR_CH01_27-07-12_01-30.indd   29Murphy_PTR_CH01_27-07-12_01-30.indd   29 8/7/2012   9:16:00 PM8/7/2012   9:16:00 PM



30  I Essentials of Community Health Practice

Elders, J. M., & Murphy, F. (1992/2001). Diabetes. In R. Braithwaite & S. Taylor 
(Eds.), Health issues in the black community (pp. 226–241). San Francisco, CA: 
Josey-Bass Health Series

Jack, L., Jr., Airhihenbuwa, C. O., Murphy, F., Thompson-Reid, P., Wheatley, B., 
& Dickson-Smith, J. (1993). Cancer among low-income African-Americans: 
Implications for culture and community-based health promotion. Wellness 
Perspectives, 9(4), 57–68.

KU Work Group for Community Health and Development. (2010). Chapter 3, 
Section 10: Conducting Concerns Surveys. Lawrence, KS: University of Kansas. 
Retrieved January 2, 2010, from the Community Tool Box http://ctb.ku.edu/
en/tablecontents/section_1045.htm

Murphy, F. G., Bond, T. M., Warren, R. C., & Maclin, S. C. (2008). Globalization 
in the twenty-fi rst century: Impact of gentrifi cation on community health. 
American Journal of Health Studies, 23, 66.

Murphy, F. G., Jackson, P., Johnson, P., Ofi li, E., Quarshie, A., & Nwigwe, C. 
(2004). Informing and consenting disadvantaged populations for clinical and 
community-based research studies. American Journal of Health Studies, 19(4), 
246–248.

Murphy, F. G., Satterfi eld, D., Anderson, R. M., & Lyons, A. E. (1993). Diabetes 
educators as cultural translators. The Diabetes Educator, 19(2), 113–116.

Taylor, B., Murphy, F., Sheats, J. Q., Densler, M. W., & Crump, S. R. (Spring, 1998). 
Translating breast health information: The emerging role of community health 
workers. American Journal of Health Studies.

Murphy_PTR_CH01_27-07-12_01-30.indd   30Murphy_PTR_CH01_27-07-12_01-30.indd   30 8/7/2012   9:16:00 PM8/7/2012   9:16:00 PM



 31

Defi ning Community Boundaries and 
Conducting Community Assessments: 
CEOD Methods and Practices

Karen E. Bouye, Ramal Moonesinghe, and Frederick G. Murphy

LEARNING OBJECTIVES

What you can learn by studying this chapter:

What methods can be used for defi ning community boundaries ■

How the World Health Organization (WHO) and the United Nations  ■

Children’s Fund (UNICEF) defi ne community
How to identify community characteristics ■

What methods and practices to use for analyzing community assess- ■

ment data
What data collection methods to use for community assessment ■

How to design data collection methods ■

How to choose an evaluation method ■

How to identify data analysis methods for evaluation ■

How to identify methods for reporting data and results ■

Identifying needs and assets can be helpful to any organization or com-
munity group at almost any point, but especially at the start of a new 

community health initiative dedicated to improving the health of dispa-
rate persons living in underserved communities. Identifying problems 
and assets can help to more clearly identify and prioritize what areas need 
to be addressed fi rst, and also what and how resources need to be distrib-
uted to address these areas.

There are many ways to identify local needs and resources. You can 
focus on the needs or strengths in your community. You can interview key 
people, hold community meetings or focus groups, or follow one of the 
number of other methods. The most important part of identifying local 
needs and resources is listening to the insights of group members, community 
members, leaders, and others, while incorporating community data and history 
into the analysis.

Identifying needs can be defi ned as the gap between what is actually 
occurring in a given community and what could or should be occurring. 

2
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An individual, a group, or an entire community can feel a need. Examining 
needs helps us discover what is lacking, and helps in planning and guid-
ing public health practitioners to the right direction as they seek to imple-
ment programs.

In this chapter, we briefl y explore several concepts and models and 
methods to assess community needs and resources. These methods will 
assist the public health practitioner to plan and design community health-
related programs.

DEFINING COMMUNITY BOUNDARIES

In defi ning community boundaries, the fi rst step is considering the mean-
ing of community. One person’s defi nition of a community may be totally 
different from that of another’s. The notion of community refers to a group 
of people united by at least one common characteristic (WHO, 2001). Such 
characteristics could include geography, shared interests, values, experi-
ences, or traditions (WHO, 2001). Communities may be viewed as sys-
tems composed of individual members and sectors that have a variety of 
distinct characteristics and interrelationships (Thompson & Kinne, 1990). 
These sectors are populated by groups of individuals who represent spe-
cialized functions, activities, or interests within a community system. Each 
sector operates within specifi c boundaries to meet the needs of its mem-
bers and those the sector is designed to benefi t (WHO, 2001). In a study 
by Chappel, Funk, and Allan (2006), data revealed that the similarity of 
community boundaries was based on a sense of belonging with admin-
istrative boundaries. The communities differed signifi cantly in income, 
community activities attended, and health measures. The typology indi-
cated that the community rich in both income and sense of belonging had 
higher participation and health than did communities low in both or with 
mixed resources.

The WHO and UNICEF defi ne community in three different ways:

An area or neighborhood: “a group of people living together within a 1. 
fi xed geographic location.”
Social relationships: “a set of social relationships mostly taking place 2. 
within a fi xed geographic location.”
Identity or common interest: “a shared sense of identity such as groups 3. 
of substance users” (Howard, Rhodes, & Stimson, 1998).

In a systems view, healthy communities are those that have well-inte-
grated, interdependent sectors that share responsibility to resolve prob-
lems and enhance the well-being of the community (Smith, 2001). Another 
defi nition of community was described as a group of people with diverse 
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characteristics who are linked by social ties, share common perspectives, 
and engage in joint action in geographical locations or settings (MacQueen, 
2001).

One useful way to describe a community and its sectors is through a 
technique known as mapping (Kretman & McKnight, 1993). Mapping 
allows an individual to describe the bounds of a community by identi-
fying primary, secondary, and potential building blocks, or human and 
material resources. Each of these resources has assets that can be identi-
fi ed, mobilized, and used to address issues of concern and bring about 
change (Smith, 2001).

COMMUNITY CHARACTERISTICS

In preparing a needs assessment, it is important to fi nd out about and 
mingle with the local population. The health status of the community, the 
health needs of the community, and local factors affecting the commu-
nity’s health are very important.

Characteristics of the Population

The total number of people within the community should include all 
people from birth to death. This will show the number of people the com-
munity assessment is designed to cover. The age distribution must be 
examined, which will have a major infl uence on the community’s health 
needs. Most profi les divide the community into the following age groups: 
preschool children, school-age children and young people, adults, and 
elderly people (WHO, 2001).

Gender distribution is important when looking at specifi c health issues, 
such as family planning, maternity services, or diseases that are gender-
specifi c, such as ovarian cancer. The ratio of males to females in a com-
munity obviously has a major bearing on the community’s health needs. 
Gender distribution has some standard patterns on a large scale, such as 
more boys are born than girls and there are more women than men in the 
very old age group (Breen, 2002).

Minority ethnic and religious groups can be marginalized within a 
community; a lack of awareness can result in a community needs assess-
ment that may not include the most vulnerable groups. Ethnic groups can 
be classifi ed by racial origin, religion, color, or nationality. The national 
classifi cation may be used in order to make comparisons with other areas. 
Different groups face different problems and require services that are sen-
sitive to their cultural and linguistic background. Religious groupings are 
useful to know, as they can have a powerful infl uence over people’s lives, 
are often a source of community support, and infl uence health behavior. 
Ethnicity and cultural background have a signifi cant impact on health, 

Murphy_PTR_CH02_27-07-12_31-44.indd   33Murphy_PTR_CH02_27-07-12_31-44.indd   33 8/7/2012   9:14:38 PM8/7/2012   9:14:38 PM



34  I Essentials of Community Health Practice

and individuals, whatever their ethnic background, are entitled to equal 
access to health care (Shea et al., 1991).

Language and literacy play a large role in population profi ling. There 
may be one or many languages in use within the community, together 
with local or regional dialects. Language and literacy are essential for com-
municating health information and for accessing services. Knowledge of 
local minority languages is vital to ensure equity and to enable the whole 
community to become involved in the community assessment process 
(Kosa, Molnar, McKee, & Adany, 2007). Data commonly used to identify 
the health of a population are mortality data, morbidity data, behavior 
measures, quality of life measures, use of service information, and health 
inequalities.

Mortality data: These data describe patterns of death in relation to 
age, gender, and cause of death. It is a basic measure of epidemiology—
the study of disease in populations. Information is collected nationally, 
regionally, and sometimes at local levels, usually from death certifi cates. 
Mortality rates are most useful for large populations; in small communi-
ties, a little change can produce large statistical distortions. A problem 
in using mortality rates is that it depends on a shared understanding of 
the causes of death and do not describe the health of the living (LaVest, 
2005).

Morbidity data: The data describe the types of illness and disability, their 
incidence, and prevalence. These data are derived from a wide variety 
of sources including hospital records, infectious disease notifi cations and 
disability registers, sickness records, general medical practice, child health 
records, census material, and other surveys. Information collected in this 
way should be treated with care, as it may be a measure of health service 
activity rather than true disease patterns. Morbidity data are a refl ection 
of illness and not health (LaVest, 2005).

Behavior measures: These measures are often used as indicators of health. 
Smoking is one of the best examples. Smoking is an activity proven to cause 
ill health, so if a lot of people smoke, it is expected that there will be a large 
potential for illness in the population. Breastfeeding is considered the best 
of all infant feeding methods, so it is taken as an indicator of good health. 
These measures should be treated carefully as they are about behavior, yet 
are sometimes used as proxy measures for health (Oddy et al., 2010).

Quality-of-life measures: The quality-of-life measures are a means of 
assessing physical health, functional ability, and psychological well-
being. The assessment scales are based primarily on an individual’s own 
assessment (Hahn & Cella, 2003). These scales have been developed 
mostly in North America and the United Kingdom to measure health 
outcomes based on peoples’ perception of their health. The reliability 
and validity of these tools vary, but they are still useful in providing 
 people-based measures of health. Examples include the Barthel Index, 
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the Nottingham Health Profi le, and the Index of Activities of Daily 
Living (WHO, 2001).

Use of service information: The use of service information can help build 
a picture of morbidity, as it can describe the diseases that are being treated 
by the health services. It will cover both treatment, for example, hospi-
tal admissions, and uptake of preventive services, such as immunization 
and screening programs. In some cases, access to services may be limited 
through inadequate provision or because of an individual’s inability to 
pay for treatment. Thus, this information will often be unreliable as an 
indicator of population health (WHO, 2001).

Health inequalities: It is essential to collect information about health 
inequalities. Most disease and illness patterns are related closely to eco-
nomic circumstances, so that those in poverty suffer disproportionately 
high rates of poor health. Health statistics reveal that, even where death 
rates improve for a disease, this is less likely to be true for the poorer sec-
tions of the population (WHO, 2001). For this reason, it will be important to 
record patterns of health inequality in the targeted population.

Causal factors for poor health: There are a number of local factors that may 
affect health. However, in each community they will be different. Work 
and levels of employment and unemployment in a community are funda-
mental to health for the following reasons:

Occupational Diseases:1.  All work affects health, both positively and 
negatively. However, some work is known to cause disease, such as 
silicosis in mine and quarry workers and machinery accidents among 
farm workers. New work-related illnesses are also being recognized, 
such as repetitive strain injury for keyboard operators.
Income Levels:2.  The amount of income people earn has an important 
infl uence on their health, affecting their ability to choose a healthy life-
style and to access health services. Levels of income also have an impact 
on the local economy within a community.
Self-Worth:3.  The status of an occupation affects how people feel about 
themselves. People’s level of satisfaction at work contributes to their 
well-being. Many defi ne people by their work or lack of it. The unem-
ployed may feel excluded, and lack of paid employment has been 
shown to contribute to poor health.
Poverty and Income:4.  These can be absolute (inadequate to sustain 
health) or relative (how poor one person is compared to another). In 
health terms, it is not only the level of poverty that counts but also the 
gap between richest and poorest. A large gap results in a big difference 
in health and life expectancy between rich and poor. This is known as 
health inequality. It is one of the most signifi cant factors affecting health 
across the world and therefore information on this issue will be essen-
tial (WHO, 2001).
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Environmental Factors:5.  Where we live, work, and play directly affect 
health. Some environmental factors that play a major role are as 
follows:

a.  Pollution of air and water causes disease and death, which is evi-
dent throughout the world. For instance, some pollution is caused 
by lead in gasoline or a chemical spill from a factory, or drinking 
water contaminated by sewage.

b.  Sanitation is an environmental factor that greatly affects health. 
Good sanitation eliminates diseases such as cholera and dysentery 
completely; in areas with poor sanitation, gastrointestinal illnesses 
are quickly evident.

c.  Housing affects all aspects of health. Shelter is needed to protect us from 
the weather and as an environment to sustain a family, a place to feel 
safe. The availability and type of housing will refl ect local history, cul-
ture, economy, and political climate. Consideration should be given to 
such conditions as overcrowding, dampness, and poor heating, as these 
are signifi cant factors affecting health. Also, consider how far homes are 
from work, pharmacies, schools, grocery markets, and shops.

d.  Social networks are essential for the well-being of a community. 
There are a number of elements that need to be considered when 
describing the extent of social cohesion in a community, such as 
social networks that are essential for the well-being of a commu-
nity. There are other important elements that need to be considered 
when describing the extent of social cohesion in a community, such 
as networks that provide emotional support; migration which can 
cause disruption to a population; marginal groups that are outside 
the dominant community; and pleasure and leisure that provide 
nonwork social activities (WHO, 2001).

All communities have existing resources and assets with which they 
respond to the needs of individuals, families, or social groups. These 
resources may be formal services or informal networks. It is important to 
assess the extent of both types of resources as part of the profi le information. 
It is too easy to focus on the problems and needs of a community; by ignor-
ing the strengths, there is a danger that existing assets can be undermined. 
Research has shown that a sense of community, characterized by belonging, 
infl uence, fulfi llment of needs, and shared connections, is related to self-
reported general health, mental health, and well-being (Parker et al., 2001).

METHODS AND PRACTICES FOR ANALYZING 
COMMUNITY ASSESSMENT DATA

A community needs assessment identifi es the strengths and resources avail-
able in the community to meet the needs of those who reside in the 
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community. The assessment focuses on the capabilities of the community, 
including its citizens, agencies, and organizations. It provides a frame-
work for developing and identifying services and solutions and build-
ing communities that support and nurture children and families (Cassell 
et al., 2005). A community assessment may be limited to a compilation 
of demographic data from census records, results of surveys conducted 
by others, and informal feedback from community partners. Or, assess-
ments may be expanded to include focus group discussions, town hall 
meetings, interviews with stakeholders, and telephone or mailed surveys 
to partnership members and the community (Cassell et al., 2005). The 
assessment consists of (1) identifying the evaluation criteria, (2) estab-
lishing how to measure criteria, and (3) gathering data and conducting 
an analysis.

DATA-COLLECTION METHODS FOR COMMUNITY ASSESSMENT

Methods for conducting a community assessment are similar to con-
ducting research using quantitative and qualitative methods. Often, 
these two methods are used together. Quantitative methods are those 
that establish specifi c questions and gather information to support 
or reject a specifi c hypothesis or theory. For example, a quantitative 
survey might discover that more than 50% of the people in a particu-
lar neighborhood don’t use condoms. Quantitative methods produce 
information in the form of numbers that are then compared using sta-
tistics (Fink, 1993).

Qualitative methods, on the other hand, aim to study people in their nat-
ural social settings. Qualitative research involves fi eld observations and 
talking to the target population to gather information in a less structured 
way than the methods dedicated to quantitative research. The advantage 
of qualitative methods is that this method can help in gaining more in-
depth knowledge than can quantitative research. Qualitative tools, like 
interviews and observations, are best used for exploring new topics, when 
little information is known about the target population, and in situations 
where word-based, interview-type data are preferred over numerical 
information (Patton, 1990). A further discussion of when to use quantita-
tive versus qualitative methods will be provided later in this chapter.

Commonly utilized approaches for gathering new information on a com-
munity are primary data collection and secondary data collection (Burns, 
2000). Primary data-collection techniques are data gathered directly from cli-
ents or the target population, or it is collected by researchers for a spe-
cifi c purpose. Primary data collection techniques include (1) surveys of the 
population, (2) survey of a subpopulation (purposeful or stratifi ed survey), 
(3) survey of key informants (one form of a purposeful survey), (4) obser-
vations including situations where the researcher is known or unknown, 
as well as those where the researcher participates or doesn’t participate, 
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(5) case studies that include a life history, an agency history, the history of an 
issue in a community, or a client focus, (6) social network analysis (focuses 
on relationships among social entities), (7) power actor techniques (tech-
niques used to identify those in the community that are able to affect the 
outcome of most community issues) including reputational, decisional, and 
title or actual offi ce holder, (8) group processes to generate data including 
focus groups, nominal group processes (participants assemble in groups, 
without interacting, and each person writes their views or opinions of an 
issue that is presented), Delphi technique (a method for consensus build-
ing by using a series of questionnaires delivered using multiple iterations 
to collect data from a panel of selected subjects), brain storming, formation 
of advisory or task forces, or the community forum concept, among many 
others, and (9) usual techniques for involving citizens in generating data or 
examining community information (Denzin & Lincoln, 1994).

Key informants can include respondents from client groups, service 
providers, community leaders, and so on. These informants can give 
information and/or point to other sources of information. It is useful 
to think of people in a community linked together and to focus on the 
modes of communication. Key informants can include town clerks, 
elected offi cials, fi re persons, mail persons, historians, librarians, farm-
ers, bartenders, general store keepers, factory workers, people associ-
ated with informal groups and clubs, town characters, secretaries, and 
so on (Patton, 1990).

Secondary data-collection techniques can come from general public 
sources. These might include (1) national data, such as the U.S. Census, 
the Behavioral Risk Factor Surveillance System (BRFSS), and the National 
Health Interview Survey (NHIS); (2) state data; (3) business data includ-
ing the County Business Patterns and Standard Industrial Code informa-
tion; (3) vital statistics; (4) service district statistics, including basic client 
counts, attributes, demographics, social conditions, and program infor-
mation; (5) other social and economic indicators, such as the Consumer 
Price Index, unemployment fi gures, infl ation indicators, and income tax 
information; (6) resource inventories and other needs assessments; (7) 
opinion polls taken by others; and (8) the Internet. Some unusual, but eas-
ily accessible, community data sources for gathering data are state tourist 
maps and other state road maps; topographic maps and aerial photos; 
the Yellow Pages; newspapers; bulletin boards; fi lms, postcards, and old 
prints; high school yearbooks; and similar memorabilia (Patton, 1990).

The strengths of using secondary data are that it is less expensive, 
mostly consists of large sample sizes, and gives population estimates 
and trends that can be tested over time. Some weaknesses associated 
with using secondary data are the data are nonexperimental, its con-
structs are measured by fewer items (no scales), often the data requires 
special statistical techniques, and the data are mostly cross-sectional 
(Babbie, 1998).
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DESIGNING DATA-COLLECTION METHODS

In designing a data-collection method, statistical validity and reliability 
are key criteria, meaning that the research instrument measures exactly 
what was intended (validity) and will generate similar results if repeated 
(reliability). Random sampling is also important, so that all people being 
researched have an equal chance of responding (Patton, 1990). The cultural 
perspectives of the targeted audience, as well as data-collection strategies, 
should be considered in the selection of the data-collection methods. Some 
racial–ethnic minority groups tend to be skeptical or mistrustful of the 
evaluation process. Their experiences have been that social scientists enter 
their communities and collect data, but frequently fail to share their fi nd-
ings or take viable and benefi cial action. The challenge for the researcher 
is to build confi dence in the purpose and benefi ts of the research results 
for the community. Try to involve respected community members and 
leaders in evaluation planning. Ask their cooperation in helping to recruit 
participants (Olney & Barnes, 2006).

Written questionnaires, telephone interviews, and face-to-face inter-
views are methods of collecting data from respondents. Respondents are 
the individuals who supply this information, so the measures are called 
self-report. Self-reported results are always infl uenced by the person’s abil-
ity to recall accurately and report honestly (Olney & Barnes, 2006).

Surveys are instruments that present information to a respondent and 
require a written response—a check, circle, word, sentence, or several 
sentences. Surveys can be conducted by mail, in person, by telephone, or 
electronically. Survey research is one of the most common methods used 
in outreach evaluation (Olney & Barnes, 2006).

Interviews are structured dialogues conducted between two or more 
persons, in which a respondent answers questions posted by an inter-
viewer. The questions may be predetermined, but the interviewer is free 
to pursue interesting responses. Focus group interviews take advantage of 
small group dynamics (usually 8–12 individuals). The open-ended nature 
of interviews or focus groups allows participants to provide answers in 
their own words and allows researchers to better understand issues from 
the perspective of the audience (Olney & Barnes, 2006).

Using small informal groups to discuss and refl ect on issues surround-
ing their community is a way to start compiling a list of issues that will be 
included on the needs assessment survey. The focus group consists of peo-
ple who share a common situation to some degree. For instance, you may 
want to organize a focus group in which participants are similar to each 
other since the primary goal of the discussion is to allow a free-fl owing 
exchange of ideas and opinions. If there appears to be a great difference 
among members within a focus group discussion, the participants may 
become intimidated and limit their input. We suggest holding a few focus 
groups. One with community leaders; these include a person or group of 
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people with infl uence in the community who are willing to guide others by 
defi ning common goals, listening, and understanding concerns. Another 
focus group would consist of the adult residents of the community. A third 
would consist of youth residents of the community (Patton, 1990).

Observations require that one or more observers devote attention to the 
behavior of an individual or group in a natural setting. Protocols about 
who or what to observe, when and how long, and the method of record-
ing the information (e.g., a questionnaire or tally sheet) can guide observ-
ers. Or, an observer may simply record an account of events that occurred 
within the prescribed time period, without following a guide for what to 
observe, for how long, and so on (Smith, 2001).

Records are systematic account of regular occurrences consisting of 
such things as medical records in physicians’ offi ces and hospitals, hos-
pital discharge records, birth certifi cates, and death certifi cates. These 
records can be used to access barriers to medical care, health disparities, 
pregnancy outcomes, and health care performance (Li, Quan, Fong, & 
Lu, 2006).

Meetings are a good source of information for the formative planning 
stages of a program. For example, a meeting with contacts of the targeted 
audience and outreach staff will be helpful for effective planning of the 
implementation and evaluation. The meeting structure can be fl exible to 
avoid limiting the scope of the information gained. Possible biases may 
occur if those involved feel they need to give “acceptable” responses 
rather than discussing their actual concerns (Olney & Barnes, 2006).

CHOOSING AN EVALUATION METHOD

If you are trying to learn: If you are trying to learn:

How many?

How much?

What percentage?

How often?

What is the average amount?

What worked best?

What did not work well?

What do the numbers mean?

How was the project useful? 

What factors influences success or failure?

Choose quantitative methods Choose qualitative methods

FIGURE 2.1 What are your evaluation questions?
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Quantitative data are data that can be counted such as attendance at 
classes or events, participation or drop-out rates, test scores, and satis-
faction ratings. Quantitative methods also show the degree to which cer-
tain characteristics are present, such as frequency of activities, opinions, 
beliefs, or behaviors within a group, as well as an average look at a group 
or population. Figure 2.1 shows examples of commonly used quantitative 
evaluation methods. The questions listed below are best answered using 
quantitative methods:

  1.  How long have you lived in the community?
 1–5 years_________ 5–10 years_________ Over 10 years_________

  2.  Do you have access to grocery stores in your community?
 Yes____________ No____________

  3.  Are there any walking paths in your area?
 Yes___________ No____________

  4. Are there any parks in your area?
 Yes____________ No____________

  5. Do you walk regularly?
 Yes_____________ No____________

  6. Do you exercise regularly?
 Yes_____________ No____________

 7.  In general, would you say that your health is:
  Excellent___________ Good__________ 

Fair__________ Poor____________

  8. In the last 12 months, have you seen a doctor?
  Yes_____________ No____________

 9. Do you have health care insurance?
  Yes_________________ No_________________ 

Don’t know____________

 10. Have you been to the emergency room in the past 12 months?
  Yes______________ No_________________ 

Don’t know____________

Case Study Exercises

Individually, or as a group, review the following case study and follow the exer-
cises suggested at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each exercise. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for 
the class.
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Case Study 2.1: OYD Service Region Needs Assessment

Over the past decade, the state of Louisiana’s Offi ce of Youth Development 
(OYD) has demonstrated tremendous leadership on the national stage 
through its reform efforts—namely, by reducing the number of youth 
incarcerated in the state’s juvenile secure and nonsecure care facilities and 
in reducing associated costs to taxpayers for these expensive and often 
ineffective services. In partnership with the MacArthur Foundation, how-
ever, OYD has set its sights on becoming not only an agency that success-
fully reduces its census of incarcerated youth, but also one that is truly a 
“model for change” for the rest of the nation.

The purpose of this needs assessment is to support OYD in assessing 
the status of community, family, and evidence-based treatment services 
available for youth in one OYD service region, identifying gaps in avail-
able services, including strategies for identifi cation of appropriate youth, 
and recommending evidence-based assessment and treatment practices 
that would be appropriate to the development and service needs of youth 
in that region, as a model for the rest of the state.

Study Exercises

1.  Design a data-collection instrument to capture practices and attitudes 
about services and collect the data.

2.  Conduct focus group discussions with frontline probation staff.
3.  Analyze data from the survey and focus group.
4.  Develop a three- to fi ve-page report based on data analysis from the 

survey and the focus group.
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Ethics and Servant Leadership in 
Public Health Practice

Frederick G. Murphy and Winifred Smith

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to defi ne ethics ■

How to identify the principles of ethics ■

How to identify and apply the basic ethical concepts of the Belmont  ■

Report
What are the services and practices in community engagement, organi- ■

zation, and development (CEOD)
How to defi ne servanthood ■

How to defi ne servant leadership ■

How to defi ne trust ■

Key components in CEOD servant leadership ■

Every person in a given community has the right to know what hap-
pens to information they disclose in the course of a community health-

related activity. This “right to know” falls under the heading of ethics. 
A participant in a community health-related program—a health clinic, a 
community-based research project, a community health survey, or a com-
munity health intervention program—has a right to certain expectations 
relating to how they and the information they pass on are treated. They 
should also have expectations about the benefi ts, reliability, competence, 
and honesty of a program to and for their community.

In the CEOD process “service” is the key component. It involves the 
entrusting of oneself to the effort and care of another person’s well-being. 
In this process, “service,” in and of itself, one takes on the responsibility for, 
and use of, everything entrusted to oneself by another. This responsibility 
extends itself to the commitment of one’s time, skills, and knowledge to 
the well-being of the residents of the community targeted. In a nutshell, it 
involves the wise and unselfi sh work toward the benefi t of others.

Trust is another key component to the community engagement, organiza-
tion, and development process. It is the cornerstone upon which all other 
community ingredients are bolted. Public health practitioners (PHPs) of all 
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stripes do well to establish and maintain this essential component as they 
venture out into the community to deliver public health services of all types.

In this chapter, we discuss each of those concepts, and the moral and 
professional obligations PHPs have to those they serve.

DEFINING ETHICS

One cannot begin to explore the relevance and importance of working in 
and with community groups and subpopulations today without fi rst tak-
ing a look at what ethics really mean. To do so mandates that we look at 
important historical documents addressing the ethical and moral frame-
work for community health-related work.

Ethics is a code of thinking and behavior governed by a combination 
of personal, moral, legal, and social standards of what is right. Although 
the defi nition of “right” varies with situations and cultures, its meaning 
in the context of a community intervention involves a number of guiding 
principles with which most community activists and public health service 
providers would probably agree.

Community health interventions can, in fact, sometimes harm partici-
pants by merely providing substitutes for what is really needed in the 
community. What they may really need, in most instances, is just simply 
to be viewed as a real community, or to be seriously regarded in terms of 
their capacities rather than their defi ciencies, or to have access to a steady 
source of income. Thus, the PHP, medical practitioners, and research 
investigators should ask some basic ethical questions before embarking 
on any community health or medically related project. Examples of these 
questions include the following:

What are the positive and negative effects of the health service(s) pro-1. 
posed to assist this community?
What are the situations in which the proposed health service(s) may be 2. 
integrated with other community services and what interactive nega-
tive effects will result?
Would a focus on building the capacity of the community be more effec-3. 
tive than the health service programs slated to focus on health defi cien-
cies and needs?
Will the resources allocated for the health service(s) to be provided be 4. 
better expended differently that originally proposed?
Will incorporation of health practices into community life be even 5. 
more benefi cial than a one-time screening or medical service treatment 
 program?

HISTORY OF ETHICS

The Belmont Report “Ethical Principles and Guidelines for the Protection of 
Human Subjects of Research” (The National Commission for the Protection 
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of Human Subjects of Biomedical and Behavioral Research, 1979) is one of 
the most important historical documents in the fi eld of public health prac-
tice and medical ethics. The report was created in 1979 and gets its name 
from the Belmont Conference Center where the document was drafted. 
The Belmont Report attempts to summarize the basic ethical principles 
identifi ed by the Commission in the course of its deliberations. It is the 
outgrowth of an intensive 4-day period of discussions that was held in 
February 1976 at the Smithsonian Institute’s Belmont Conference Center 
and supplemented by the monthly deliberations of the Commission held 
over a period of nearly 4 years. It is a statement of ethical problems that 
surround the conduct of research with human subjects This most impor-
tant report was prompted primarily because of problems arising from the 
Tuskegee Syphilis Study conducted from 1932 to 1972.

The Belmont Report explains three unifying principles that form the 
basis for fundamental ethics when approaching communities for apply-
ing public health practice of any nature. These principles include the 
following:

Respect1. 
Benefi cence2. 
Justice3. 

In the 21st century, concepts espoused in the Belmont Report continue 
to be essential to public health and medical practitioners, in order to ensure 
that the interventions and research meets ethical foundations.

Respect for Person1.  calls for protecting the autonomy of all people and 
treating them with courtesy and respect and allowing for education 
through such methods as “informed consent.”

The principle of respect for persons divides into two separate, yet fun-
damental, moral requirements: fi rst, to acknowledge autonomy and, second, 
to protect those with diminished autonomy.

An autonomous person is an individual capable of deliberating about 
personal goals and of acting under the direction of such deliberation. To 
respect autonomy is to give weight to an autonomous person’s considered 
opinions and choices, while refraining from obstructing his or her actions 
unless they are clearly detrimental to others. To show lack of respect for an 
autonomous agent is to repudiate that person’s considered judgments, to 
deny an individual the freedom to act on those considered judgments, or 
to withhold information necessary to make a considerate judgment, when 
there are no compelling reasons to do so. However, not every human 
being is capable of self-determination. Some persons are in need of exten-
sive protection, even to the point of excluding them from activities, which 
may harm them; other persons require little protection beyond making sure 
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they undertake activities freely and with awareness of possible adverse 
consequences. The extent of protection afforded should depend upon the 
risk of harm and the likelihood of benefi t. The judgment that any individual 
lacks autonomy should be periodically reevaluated and will vary in differ-
ent situations. Respecting persons, in most hard cases, is often a matter of 
balancing competing claims urged by the principle of respect itself.

In summary then, here are some important, yet basic, things to remem-
ber concerning respect prior to entering and while conducting health ser-
vices in any community or culture:

Respect people as ends, not means: ■  Consider and treat everyone as a 
unique individual who matters, not as a number in a political or social 
or clinical calculation.
Respect participants’ ability to play a role in determining what they  ■

need: Do not assume that professional staff or program planners neces-
sarily know what is best for a community or individual.
Respect everyone’s human, civil, and legal rights: ■  This encompasses 
such issues as nondiscrimination and cultural sensitivity.
Do what is best for everyone under the circumstances: ■  You are not nec-
essarily going to be able to help everyone all the time, but you can try 
to get as close as possible.
Don’t abuse your position or exploit a participant to gain a personal  ■

advantage or to exercise power over another person: This refers to tak-
ing advantage of participants or others for political, social, sexual, or 
fi nancial gain.

Benefi cence: 2. Benefi cence means maximizing benefi ts for the public health 
project, while minimizing risks to community participants. Persons are 
treated in an ethical manner not only by respecting their decisions and 
protecting them from harm, but also by making efforts to secure their 
well-being. Such treatment falls under the principle of benefi cence.

The term benefi cence is often understood to cover acts of kindness 
or charity that go beyond strict obligation. For purposes of this learning 
experience, benefi cence is understood in a stronger sense as an obligation. 
Two general rules have been formulated as complementary expressions of 
benefi cent actions in this sense:

Do not harm1. 
Maximize possible benefi ts and minimize possible harms2. 

The Hippocratic maxim “do no harm” has long been a fundamental 
principle of medical ethics. He put this in words over 2,000 years ago, 
and it’s still Rule Number One. He spoke of doing no harm which, in its 
most fundamental terms, can mean not starting a community health/
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medical intervention or research effort at all. The problem posed by this 
imperative is to decide when it is justifi able to seek certain benefi ts despite 
the risks involved, and when the benefi ts should be foregone because of 
the risks. The obligations of benefi cence affect both individual investiga-
tors and society at large, because they extend both to particular research 
projects and to the entire enterprise of research. In the case of scientifi c 
research and health interventions in general, members of the larger soci-
ety are obliged to recognize the longer-term benefi ts and risks that may 
result from the improvement of knowledge and from the development of 
novel medical, psychotherapeutic, and social procedures.

The principle of benefi cence often occupies a well-defi ned justifying 
role in many areas of research involving human subjects. An example is 
found in research involving children. Effective ways of treating childhood 
diseases and fostering healthy development are benefi ts that serve to jus-
tify research involving children—even when individual research subjects 
are not direct benefi ciaries. Research also makes it possible to avoid the 
harm that may result from the application of previously accepted routine 
practices that on closer investigation turn out to be dangerous. But the 
role of the principle of benefi cence is not always so unambiguous. A dif-
fi cult ethical problem remains, for example, about research that presents 
more than minimal risk without immediate prospect of direct benefi t to 
the children involved. Some have argued that such research is inadmis-
sible, while others have pointed out that this limit would rule out much 
research promising great benefi t to children in the future. Here again, 
as with all hard cases, the different claims covered by the principle of 
benefi cence may come into confl ict and force diffi cult choices. Although, 
in practice, interventions designed solely to enhance the well-being of 
a particular individual are sometimes applied to one individual for the 
enhancement of the well-being of another. However, an intervention may 
have the dual purpose of enhancing the well-being of a particular indi-
vidual and, at the same time, providing some benefi t to others (e.g., vac-
cination, which protects both the person who is vaccinated and society 
generally). In summary, then, here are some basic things to remember 
concerning the benefi cence recommendations, and questions to consider 
before entering a community or culture to provide or while conducting 
health services:

Evaluate fully just how the health/research effort you are seeking to  ■

provide will truly benefi t this community: If you are actively striv-
ing to do “good,” how far does that obligation take you? If there are 
issues affecting the community that have nothing to do directly with 
the one you are concerned with, do you nonetheless have an obligation 
to become involved? What if you do not really understand the whole 
situation, and your involvement may do as much harm as good—do you 
still have an ethical obligation to support or become active on the right 

Murphy_PTR_CH03_27-07-12_45-76.indd   49Murphy_PTR_CH03_27-07-12_45-76.indd   49 8/7/2012   9:14:44 PM8/7/2012   9:14:44 PM



50  I Essentials of Community Health Practice

side? What if your support or activism endangers or compromises your 
community intervention?
Do not attempt an intervention in areas in which you are not trained  ■

and/or competent: This goes along with “do no harm,” but it’s not 
always possible. Just as there are times when no intervention may be 
preferable to doing something counterproductive, there may be times 
when any intervention is better than none at all. In those circumstances, 
you may have to learn as you go, getting all the help you can and hoping 
you don’t do anything harmful. It’s important to distinguish between 
doing what you can and getting in over your head to the point where 
what you’re doing becomes truly unethical and harmful.
Actively strive to improve or correct, to the extent possible, the situ- ■

ations of participants in your program and the community: In other 
words, it is incumbent on you to try to create the best and most effec-
tive program possible to meet the needs of participants, and to address 
underlying conditions or situations in a way that will benefi t the com-
munity as a whole.

While this guideline of benefi cence is a valuable one, it is also diffi cult 
to follow. How do you determine what is best for anyone in a particular 
situation, let alone the best outcome for everyone? The best outcome for 
most parties may be dependent on a bad outcome for one; or the best out-
come for everyone—one that leaves no one as a clear loser—may be rela-
tively negative. It is not always easy to be fair and respectful, or to benefi t 
and show justice for everyone’s needs and values

Justice:3.  Last but not least, there is justice, which focuses on ensuring 
that reasonable, nonexploitative, and well-considered methods and 
procedures are administered fairly (i.e., the fair distribution of costs 
and b enefi ts).

Who ought to receive the benefi ts of research and bear its burdens? 
This a question of justice, in the sense of “fairness in distribution” or 
“what is deserved.” An injustice occurs when some benefi t to which a 
person is entitled is denied without good reason or when some burden 
is imposed unduly. Another way of conceiving the principle of justice is 
that equals ought to be treated equally. However, this statement requires 
explication. Who is equal and who is unequal? What considerations jus-
tify departure from equal distribution? Almost all commentators allow 
that distinctions based on experience, age, deprivation, competence, 
merit, and position do sometimes constitute criteria justifying differ-
ential treatment for certain purposes. It is necessary, then, to explain in 
what respects people should be treated equally. There are several widely 
accepted formulations of just ways to distribute burdens and benefi ts. 
Each formulation mentions some relevant property on the basis of which 
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burdens and benefi ts should be distributed. These formulations are (1) 
to each person an equal share, (2) to each person according to individ-
ual need, (3) to each person according to individual effort, (4) to each 
person according to societal contribution, and (5) to each person accord-
ing to merit. Questions of justice have long been associated with social 
practices such as punishment, taxation, and political representation. 
Until recently, these questions have not generally been associated with 
scientifi c research. However, they are foreshadowed even in the earli-
est refl ections on the ethics of research involving human subjects. For 
example, during the 19th and early 20th centuries, the burdens of serv-
ing as research subjects fell largely upon poor ward patients, while the 
benefi ts of improved medical care fl owed primarily to private patients. 
Subsequently, the exploitation of unwilling prisoners as research subjects 
in Nazi concentration camps was condemned as a particularly fl agrant 
injustice. In this country, in the 1940s, the Tuskegee Syphilis Study used 
disadvantaged, rural black men to study the untreated course of a dis-
ease that is by no means confi ned to that population. These subjects were 
deprived of demonstrably effective treatment in order not to interrupt 
the project, long after such treatment became generally available. Against 
this historical background, it can be seen how conceptions of justice are 
relevant to research involving human subjects. For example, the selection 
of research subjects needs to be scrutinized in order to determine whether 
some classes (e.g., welfare patients, particular racial and ethnic minori-
ties, or persons confi ned to institutions) are being systematically selected 
simply because of their easy availability, their compromised position, or 
their manipulability, rather than for reasons directly related to the prob-
lem being studied. Finally, whenever research supported by public funds 
leads to the development of therapeutic devices and procedures, justice 
demands both that these not provide advantages only to those who can 
afford them and that such research should not unduly involve persons 
from groups unlikely to be among the benefi ciaries of subsequent appli-
cations of the research. These are not insignifi cant questions, and we will 
not pretend to answer them here. Many of history’s great minds have 
struggled with them and have often come up with contradictory answers. 
But you need to be aware of them, and to make decisions about how you 
are going to address them if you are concerned about the ethics of your 
intervention and your organization.

THE 12 KEY PRINCIPLES OF ETHICAL 
PUBLIC HEALTH PRACTICE

The code, or principles, of ethics states the key ethical practices of pub-
lic health. As stated in the section above, there are key values and beliefs 
inherent to a public health perspective upon which the ethical principles 
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are based. Public health is understood within these 12 principles as what 
we, as a society, do collectively to ensure the conditions for people to be 
healthy. The World Health Organization defi nes health as a state of complete 
physical, mental, and social well-being, and not merely the absence of disease 
or infi rmity. These principles are intended principally for the public and 
other institutions in the United States that have an explicit public health 
mission. Institutions and individuals that are outside of traditional public 
health, but recognize the effects of their work on the health of the com-
munity, may also fi nd the code relevant and useful. The 12 Principles of 
Ethical Practice are as follows:

Public health should address principally the fundamental causes of 1. 
disease and requirements for health, aiming to prevent adverse health 
outcomes.
Public health should achieve community health in a way that respects 2. 
the rights of individuals in the community.
Public health policies, programs, and priorities should be developed 3. 
and evaluated through processes that ensure an opportunity for input 
from community members.
Public health should advocate and work for the empowerment of dis-4. 
enfranchised community members, aiming to ensure that the basic 
resources and conditions necessary for health are accessible to all.
Public health should seek the information needed to implement effec-5. 
tive policies and programs that protect and promote health.
Public health institutions should provide communities with the infor-6. 
mation they have that is needed for decisions on policies or programs 
and should obtain the community’s consent for their implementa-
tion.
Public health institutions should act in a timely manner on the infor-7. 
mation they have within the resources and the mandate given to them 
by the public.
Public health programs and policies should incorporate a variety of 8. 
approaches that anticipate and respect diverse values, beliefs, and cul-
tures in the community.
Public health programs and policies should be implemented in a man-9. 
ner that most enhances the physical and social environment.
Public health institutions should protect the confi dentiality of infor-10. 
mation that can bring harm to an individual or community if made 
public. Exceptions must be justifi ed on the basis of the high likelihood 
of signifi cant harm to the individual or others.
Public health institutions should ensure the professional competence 11. 
of their employees.
Public health institutions and their employees should engage in col-12. 
laborations and affi liations in ways that build the public’s trust and 
the institution’s effectiveness.
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A code of ethics for public health clarifi es the distinctive elements of pub-
lic health and the ethical principles that follow from or respond to those 
distinct aspects. It makes clear to populations and communities the ide-
als of the public health institutions that serve them. A code of ethics thus 
serves as a goal to guide public health institutions and practitioners and 
as a standard to which they can be held accountable.

Codes of ethics are typically relatively brief; they are not designed to 
provide a means of untangling convoluted ethical issues. The process 
requires deliberation and debate over the multitude of factors relevant to 
a particular issue. Nor does a code typically provide a means of resolving 
a particular dispute. It does, however, provide those in a dispute over a 
public health concern with a list of issues and principles that should be 
considered in the dispute.

ETHICAL PRACTICE: PRINCIPLES, RATIONALE, AND VALUES

Another important document developed in the 21st century related to ethi-
cal practices is the Principles of the Ethical Practice of Public Health, Version 2.2. 
The Public Health Leadership Society (PHLS) developed this important 
document in 2002. Many public health professionals, most of them associ-
ated with the PHLS, came together to initiate the process of writing ethics 
code. Represented on the PHLS Public Health Code of Ethics Committee 
are public health professionals from local and state public health agencies, 
public health academia, the Centers for Disease Control and Prevention 
(CDC), and the American Public Health Association (APHA). They were 
formally encouraged in this effort during a town hall meeting attended by 
representatives from a wide variety of public health organizations at the 
2000 APHA annual meeting. A draft code was reviewed and critiqued in 
May 2001 by 25 public health professionals and ethicists in a CDC-funded 
meeting held in Kansas City. A revised version of the code was presented 
for discussion at another town hall meeting at the 2001 APHA annual meet-
ing. Prior to the meeting, the code was published on the APHA website 
and an e-mail address was provided for reactions and feedback. The pres-
ent code refl ects the input and discussion from all of these forums. It has 
been presented to various organizations for adoption or endorsement.

Until recently, the ethical nature of public health has been implicitly 
assumed rather than explicitly stated. Increasingly, however, society is 
demanding explicit attention to ethics. This demand arises from: techno-
logical advances that create new possibilities, and with them, new ethical 
dilemmas; new challenges to health such as the advent of human immu-
nodefi ciency virus; abuses of power, such as the Tuskegee Syphilis Study 
and an increasingly pluralistic society in which we can no longer simply 
adopt the values from a single culture or religion, but must work out our 
common values in the midst of diversity.
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Historically, medical institutions have been more explicit about the 
ethical elements of their practice than have public health institutions. The 
concerns of public health are not fully consonant with those of medicine, 
however; we cannot simply translate the principles of medical ethics to 
public health. For example, in contrast to medicine, public health is con-
cerned more with populations than with individuals, and more with pre-
vention than with cure. Thus, the purview of public health includes those 
who are not presently ill, and for whom the risks and benefi ts of medical 
care are not immediately relevant.

Values and Beliefs

The following 11 values and beliefs are key assumptions inherent to a public 
health perspective. These are not to be confused with the 12 Principles of 
Ethical Public Health Practice, but are to be viewed as underlying foun-
dational areas of human and civil rights that underpin the 12 Principles of 
Ethical Practice of Public Health to be listed subsequently.

Humans have a right to the resources necessary for health.1.  The Public 
Health Code of Ethics affi rms Article 25 of the Universal Declaration of 
Human Rights, which states in part “Everyone has the right to a stan-
dard of living adequate for the health and well-being of himself and his 
family. . . .”
Humans are inherently social and interdependent.2.  Humans look to each 
other for companionship in friendships, families, and communities and 
rely upon one another for safety and survival. Positive relationships 
among individuals and positive collaborations among institutions are 
signs of a healthy community. The rightful concern for the physical 
individuality of humans and one’s right to make decisions for oneself 
must be balanced against the fact that each person’s actions affect other 
people.
The effectiveness of institutions depends heavily on the public’s trust.3.  
Factors that contribute to trust in an institution include the following 
actions on the part of the institution: communication, truth telling, 
transparency (i.e., not concealing information), accountability, reliabil-
ity, and reciprocity. One critical form of reciprocity and communication 
is listening to, as well as speaking with the community.
Collaboration is a key element to public health.4.  The public health 
infrastructure of a society is composed of a wide variety of agencies 
and pro fessional disciplines. To be effective, they must work together 
well. Moreover, new collaborations will be needed to rise to new public 
health challenges.

People and their physical environment are interdependent.5.  People 
depend upon the resources of their natural and constructed environ-
ments for life itself. A damaged or unbalanced natural environment,
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 and a c onstructed environment of poor design or in poor condition, 
will have an adverse effect on the health of people. Conversely, peo-
ple can have a profound effect on their natural environment through 
consumption of resources and generation of waste.
Each person in a community should have an opportunity to contrib-6. 
ute to public discourse. Contributions to discourse may occur through 
a direct or a representative system of government. In the process of 
developing and evaluating policy, it is important to discern whether 
all who would like to contribute to the discussion have an opportu-
nity to do so, even though expressing a concern does not mean that it 
will necessarily be addressed in the fi nal policy.
Identifying and promoting the fundamental requirements for health 7. 
in a community are of primary concern to public health. The way in 
which a society is structured is refl ected in the health of a community. 
The primary concern of public health is with these underlying struc-
tural aspects. While some important public health programs are cura-
tive in nature, the fi eld as a whole must never lose sight of underlying 
causes and prevention. Because fundamental social structures affect 
many aspects of health, addressing the fundamental causes rather 
than more proximal causes is more truly preventive.
Knowledge is important and powerful.8.  We are to seek to improve our 
understanding of health and the means of protecting it through research 
and the accumulation of knowledge. Once obtained, there is a moral 
obligation in some instances to share what is known. For example, 
active and informed participation in policy-making processes requires 
access to relevant information. In other instances, such as information 
provided in confi dence, there is an obligation to protect information.
Science is the basis for much of our public health knowledge.9.  The sci-
entifi c method provides a relatively objective means of identifying the 
factors necessary for health in a population, and for evaluating poli-
cies and programs to protect and promote health. The full range of sci-
entifi c tools, including both quantitative and qualitative methods, and 
collaboration among the sciences is needed.
People are responsible to act on the basis of what they know.10.  Knowl-
edge is not morally neutral and often demands action. Moreover, 
information is not to be gathered for idle interest. Public health should 
seek to translate available information into timely action. Often, the 
action required is research to fi ll in the gaps of what we do not know.
Action is not based on information alone.11.  In many instances, action 
is required in the absence of all the information one would like. In 
other instances, policies are demanded by the fundamental value 
and dignity of each human being, even if implementing them is not 
ca lculated to be optimally effi cient or cost benefi cial. In both of these 
situations, values inform the application of information or the action 
in the absence of information.
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Finally, every PHP must ask the question: Who is subject to the code of 
ethical behavior in any community? The short answer is that everyone—
those who work in a community program of any kind or those who deal 
with other people in a professional or paraprofessional capacity—is sub-
ject to a code of ethics in community interventions. There are, however, a 
number of formal ethical codes—usually set down by professional organi-
zations, but sometimes by law—that apply to people in particular profes-
sional or other positions.

Here are some examples of people expected to adhere to a formal code 
of ethics:

Medical professionals (i.e., doctors, nurses, emergency medical techni- ■

cian [EMTs]). This category also includes such nontraditional medical 
workers as chiropractors and acupuncturists.
Public health educators ■

Mental health professionals (i.e., psychiatrists, psychologists, psycho- ■

therapists, and counselors)
Community health workers ■

Social workers ■

Clergy ■

Public offi cials ■

Educators and youth workers ■

People who work with young children or in child protective services ■

Lawyers and paralegals ■

Mediators ■

Administrators of all types of community programs or their sponsoring  ■

organizations
Nonprofessional line staff (home health aides, overnight staff at resi- ■

dential facilities and shelters)

In some states, many of these people—medical personnel, mental 
health workers, social workers, educators, and others who work with chil-
dren and youth—are legally considered mandated reporters. A mandated 
reporter is required by law to report any suspected instance of child physi-
cal or sexual abuse or child neglect. (Most formal codes of professional 
ethics demand such reporting as well.) We will look at the implications of 
mandated reporter status later in this section.

In addition to its simply being the right thing to do, always acting ethi-
cally brings some particular advantages including the following:

Program effectiveness.1.  Consistent ethical behavior in all aspects of a 
community intervention will lead you to fi nding the most effective and 
community-centered methods.
Standing in the community.2.  An organization that has a reputation for 
ethical action is far more likely to be respected by both participants and 
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the community as a whole. A PHP or organization that is recognized as 
ethical is also apt to be seen as competent and trustworthy, making it 
easier to recruit staff, volunteers, board members, and participants, and 
to raise money and public support.
Moral credibility and leadership.3.  Ethical action refl ects why you started 
your community intervention in the fi rst place. You have a moral obli-
gation to yourself, the individuals you work with, and the community 
to be ethical in all you do.
Professional and legal issues.4.  Many of the health and human service 
professions often involved in community interventions are held to spe-
cifi c codes of ethics by their professional certifi cation or licensure orga-
nizations. If members of any profession violate these standards, they 
can be disciplined, or even lose their licenses to practice.

Key Ethical Practices in CEOD

Ethical behavior in community interventions relates to the treatment of 
people, information, and money, and to the general actions of the workers 
and the organization or initiative, even when they are not dealing directly 
with the community. Not all of the areas discussed below are covered by 
a specifi c legal or ethical code for every profession or community service, 
but are nonetheless related to ethical behavior for just about any program 
or organization. All should at least be considered as you defi ne ethics for 
yourself and your program.

Confi dentiality.1.  Probably the most familiar of ethical issues—perhaps 
because it is the one most often violated—is the expectation that com-
munications and information from participants in the course of a com-
munity intervention or program (including conversations, written or 
taped records, notes, test results, etc.) will be kept confi dential. Pro-
grams’ legal responsibilities in this area may vary, but as a general rule, 
confi dentiality is the best policy. It protects both participants and the 
organization from invasion of privacy, and establishes a bond of trust 
between the participant and the program. Depending upon the pro-
gram, the PHP’s position, and the participant’s needs, confi dentiality 
may encompass a range of possibilities:

No one but the individual working with a particular participant  ■

will have access to information about or records of that participant 
without the participant’s permission. At this level of confi dentiality, 
records and notes are usually kept under lock and key, and elec-
tronic coding or passwords should protect computer records.
Information is confi dential within a program, but may be shared  ■

among staff members for purposes of consultation and delivering 
better health services to the participant. The health teacher of a fi t-
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ness class, for instance, may confer with other teachers about a stu-
dent with a particular health condition or problem.
Information is confi dential within a program or to a particular staff  ■

member, but may be shared with staff members of other programs in 
which the participant is involved, either to improve services for the 
participant, or to contribute to the other organization’s reporting 
data. This kind of arrangement usually requires that participants 
be told about it from the beginning, and that they sign release forms 
giving the program permission to share records and information 
under appropriate circumstances.
Information is confi dential within a program, but is submitted  ■

to funding sources as documentation of services provided. This 
situation can lead to problems if participants have been promised 
complete confi dentiality. In that case, especially if threatened with 
withdrawal of funds, the program has to decide whether the money 
is more important than participants’ anonymity, or what level of 
anonymity is suffi cient. Some organizations simply provide the 
requested documentation without informing participants, on the 
assumption that funders are not likely to either have actual contact 
with participants or misuse an individual record; others feel they 
must honor their promise, and can’t release anything without par-
ticipants’ permission.
Information is not confi dential, or is only confi dential under certain  ■

circumstances. Participation in a program may be court-mandated 
or mandated by an agency as a condition of receiving benefi ts or 
services. Often, in those cases, participation implies an agreement to 
the sharing of records and information, and may even be a matter 
of public record.

In all circumstances, ethical treatment of participants demands that they 
be informed about the program’s confi dentiality policies. In most cases, 
they then have the choice of not participating if they are unhappy with those 
policies; in the case of court-mandated participation, at least they’ll know 
what to expect. All of which brings us to the next two issues, which may 
intertwine with confi dentiality and each other: consent and disclosure.

Consent.2.  There are really three key types of consent. These include:

 a. Program participants giving program staff consent to share their 
records or information with others for purposes of service provi-
sion;

 b. Participants giving informed consent to submit to particular medical 
or other services, treatment, research, or program conditions; and,

 c. Community members consenting to the location or operation of an 
intervention in their neighborhood.
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Let’s discuss each of these consent types briefl y.
Consent to sharing of information: As we found in the discussion of 

confi dentiality above, most participant records and information col-
lected by program staff can only be passed on with the consent of the 
participant. In general, this consent is embodied in a standard form 
signed by the participants, granting permission to a program in which 
they were formerly or are currently enrolled to share their information 
with another organization, in which they are also a former or current 
participant. In some programs, a participant might sign a blanket form 
on entrance, but a separate form is usually needed for each separate 
instance of information sharing outside the program itself. Informed 
consent means showing respect for persons, and requires that partic-
ipants, to the degree that they are capable, be given the opportunity 
to choose what shall or shall not happen to them. This opportunity is 
provided when adequate standards for informed consent are satisfi ed. 
While the importance of informed consent is unquestioned, controversy 
prevails over the nature and possibility of an informed consent. None-
theless, there is widespread agreement that the consent process can be 
analyzed as containing three elements: information, comprehension, 
and voluntariness.

Informed consent for services, treatment, research, or program condition: In 
some situations, services might be signifi cantly different from partici-
pants’ expectations (being asked to enter residential drug treatment as a 
result of psychotherapy, for example). In others—medical diagnoses, for 
instance—there are no “normal” expectations. A third possibility involves 
participants enrolling in a community intervention, which is also a study. 
In any of these instances, ethical practice demands that people be fully 
informed—and can ask and have answered any questions—about what 
they are about to take part in. An informed consent form is usually the 
vehicle by which participants give their permission to be involved in these 
interventions.

Community consent: It’s diffi cult to draw lines here, or to fi nd the abso-
lute ethical standard. Is it ethically necessary to gain the consent of a 
neighborhood to place a community health clinic or dialysis center there, 
for instance? What if neighbors’ attitudes stop at “not in my back yard”? 
Do you need the consent of a group—or its community leadership, coun-
cil person, or president or director—to go forward?

Both confi dentiality and consent bring up the issue of privacy, one that 
has been much discussed in the past 30 years or more. Technology has 
made information far more accessible to far more people, and individual 
privacy has consequently become far more threatened. Much of what is 
discussed above and below has been the subject of legal wrangling. While 
the question of the right to privacy, constitutional or otherwise, is much 
too broad to go into any detail here, it is always lurking behind any PHP’s 
decision about releasing information.
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Disclosure.3.  Like consent, disclosure in this context has more than one 
meaning.

Disclosure to participants of the conditions of the program.  ■ These 
may include the disclosure of: program policies of confi dentiality 
and when it might be breached, what kinds of services are available 
and what kinds are not, any time limits on the program, whether it 
will cost anything, and so on. Participants have a right to know if 
they will be part of a research study if they enter the program, and 
to understand the purpose of that study, as explained above. Some 
organizations or individuals put these disclosures in writing, and 
make sure that every participant has a copy and understands what’s 
written on it. That participants know exactly what they’re getting 
into and that they be treated as adults who can decide what makes 
sense for them are ethically important.
Disclosure of participant information to other individuals, agencies,  ■

and so on. The rules here are essentially those for confi dentiality: 
Information, except in cases of mandated reporting, potential harm 
to self or others, or court testimony, can only be disclosed with the 
participant’s permission. Exceptions to this rule have to be spelled 
out to participants as they enter the program, so that they can decide 
whether the services are worth any loss of privacy or anonymity.

Competence.4.  By offering services of any kind, a PHP or organization 
is essentially making a contract with participants to do the job it says it 
will do. Implied in that contract is that those actually doing the work, 
and the organization as a whole, are competent to accomplish their 
goals under reasonable circumstances.

Further, competence means more than simply having the appropriate 
training and experience. A competent organization hires competent staff 
members, provides supervision and staff development, and does every-
thing it can to ensure that the services it offers are the best available. If 
service appears to be ineffective or harmful, it is the ethical responsibil-
ity of the program to seek out or develop and try more effective meth-
ods. If a staff member, even with help from supervisors and others, isn’t 
able to do the job, that should be documented and the member should be 
dismissed.

It is obvious that no program or individual will succeed 100% of the 
time. Some community interventions may succeed less than half the time 
and that may be the best anyone can do. But whatever the success rate, 
participants and the community have a right to expect that the program 
knows what it’s doing and will make its best faith effort to provide effec-
tive services. This means that community services need to be offered by 
PHPs who are competent at what they do.

Murphy_PTR_CH03_27-07-12_45-76.indd   60Murphy_PTR_CH03_27-07-12_45-76.indd   60 8/7/2012   9:14:44 PM8/7/2012   9:14:44 PM



3 Ethics and Servant Leadership in Public Health Practice   61

There are legal implications here as well. As explained earlier in this 
section, in some cases, service providers can lose their licenses or be sued 
for malpractice if they are found to be incompetent. It is up to a program 
to make sure that no one on its staff places himself in that position.

Confl ict of interest.5.  A confl ict of interest is a situation in which some-
one’s personal (fi nancial, political, professional, social, sexual, family, 
etc.) interests could infl uence his judgment or actions in a fi nancial or 
other decision, in carrying out his job or in his relationships with partic-
ipants. In community interventions, confl icts of interest may change—
to the community’s disadvantage—how a program is run or how its 
money is spent.

Applications of the general principles to the conduct of research leads 
to consideration of the following requirements: informed consent, risk/
benefi t assessment, and the selection of subjects of research.

Information. Most codes of research establish specifi c items for disclosure 
intended to ensure that subjects are given suffi cient information. These 
items generally include: the research procedure; their purposes, risks and 
anticipated benefi ts; alternative procedures (where therapy is involved); 
and a statement offering the subject the opportunity to ask questions and to 
withdraw at any time from the research. Additional items have been pro-
posed, including how subjects are selected, the person responsible for the 
research, and so on. However, a simple listing of items does not answer the 
question of what the standard should be for judging how much and what 
sort of information should be provided. One standard frequently invoked 
in medical practice, namely the information commonly provided by prac-
titioners in the fi eld or in the locale, is inadequate since research takes 
place precisely when a common understanding does not exist. Another 
standard, currently popular in malpractice law, requires the practitioner 
to reveal the information that reasonable persons would wish to know in 
order to make a decision regarding their care. This, too, seems insuffi cient 
since the research subject, being in essence a volunteer, may wish to know 
considerably more about risks gratuitously undertaken than do patients 
who deliver themselves into the hand of a clinician for needed care. It may 
be that a standard of “the reasonable volunteer” should be proposed: The 
extent and nature of information should be such that persons, knowing 
that the procedure is neither necessary for their care nor perhaps fully 
understood, can decide whether they wish to participate in the furthering 
of knowledge. Even when some direct benefi t to them is anticipated, the 
subjects should understand clearly the range of risk and the voluntary 
nature of participation. A special problem of consent arises where inform-
ing subjects of some pertinent aspect of the research is likely to impair the 
validity of the research. In many cases, it is suffi cient to indicate to sub-
jects that they are being invited to participate in research of which some 
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features will not be revealed until the research is concluded. In all cases of 
research involving incomplete disclosure, such research is justifi ed only if 
it is clear that (1) incomplete disclosure is truly necessary to accomplish 
the goals of the research, (2) there are no undisclosed risks to subjects 
that are more than minimal, and (3) there is an adequate plan for debrief-
ing subjects, when appropriate, and for dissemination of research results 
to them. Information about risks should never be withheld for the pur-
pose of eliciting the cooperation of subjects, and truthful answers should 
always be given to direct questions about the research. Care should be 
taken to distinguish cases in which disclosure would destroy or invalidate 
the research from cases in which disclosure would simply inconvenience 
the investigator.

Comprehension. The manner and context in which information is con-
veyed is as important as the information itself. For example, presenting 
information in a disorganized and rapid fashion, allowing too little time 
for consideration or curtailing opportunities for questioning, all may 
adversely affect a subject’s ability to make an informed choice. Because 
the subject’s ability to understand is a function of intelligence, rationality, 
maturity, and language, it is necessary to adapt the presentation of the 
information to the subject’s capacities. Investigators are responsible for 
ascertaining that the subject has comprehended the information. While 
there is always an obligation to ascertain that the information about risk 
to subjects is complete and adequately comprehended, when the risks are 
more serious, that obligation increases. On occasion, it may be suitable to 
give some oral or written tests of comprehension. Special provision may 
need to be made when comprehension is severely limited—for example, 
by conditions of immaturity or mental disability. Each class of subjects 
that one might consider as incompetent (e.g., infants and young children, 
mentally disabled patients, the terminally ill, and the comatose) should 
be considered on its own terms. Even for these persons, however, respect 
requires giving them the opportunity to choose, to the extent they are able, 
whether or not to participate in research. The objections of these subjects 
to involvement should be honored, unless the research entails providing 
them a therapy unavailable elsewhere. Respect for persons also requires 
seeking the permission of other parties in order to protect the subjects 
from harm. Such persons are thus respected both by acknowledging their 
own wishes and by the use of third parties to protect them from harm. The 
third parties chosen should be those who are most likely to understand 
the incompetent subject’s situation and to act in that person’s best inter-
est. The person authorized to act on behalf of the subject should be given 
an opportunity to observe the research as it proceeds in order to be able 
to withdraw the subject from the research, if such action appears in the 
subject’s best interest.

Voluntariness. An agreement to participate in research constitutes a 
valid consent only if voluntarily given. This element of informed consent 
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requires conditions free of coercion and undue infl uence. Coercion occurs 
when an overt threat of harm is intentionally presented by one person 
to another in order to obtain compliance. Undue infl uence, by contrast, 
occurs through an offer of an excessive, unwarranted, inappropriate, or 
improper reward or other overture in order to obtain compliance. Also, 
inducements that would ordinarily be acceptable may become undue infl u-
ences if the subject is especially vulnerable. Unjustifi able pressures usually 
occur when persons in positions of authority or commanding infl uence—
especially where possible sanctions are involved—urge a course of action 
for a subject. A continuum of such infl uencing factors exists, however, and 
it is impossible to state precisely where justifi able persuasion ends and 
undue infl uence begins. But undue infl uence would include actions such 
as manipulating a person’s choice through the controlling infl uence of a 
close relative and threatening to withdraw health services to which an 
individual would otherwise be entitled.

Assessment of Risks and Benefi ts. The assessment of risks and benefi ts 
requires a careful array of relevant data, including, in some cases, alter-
native ways of obtaining the benefi ts sought in the research. Thus, the 
assessment presents both an opportunity and a responsibility to gather 
systematic and comprehensive information about proposed research. For 
the investigator, it is a means to examine whether the proposed research 
is properly designed. For a review committee, it is a method for determin-
ing whether the risks that will be presented to subjects are justifi ed. For 
prospective subjects, the assessment will assist the determination whether 
or not to participate.

The Nature and Scope of Risks and Benefi ts. The requirement that research 
be justifi ed on the basis of a favorable risk/benefi t assessment bears a close 
relation to the principle of benefi cence, just as the moral requirement that 
informed consent be obtained is derived primarily from the principle of 
respect for persons. The term “risk” refers to a possibility that harm may 
occur. However, when expressions such as “small risk” or “high risk” are 
used, they usually refer (often ambiguously) both to the chance (probabil-
ity) of experiencing a harm and the severity (magnitude) of the envisioned 
harm. The term “benefi t” is used in the research context to refer to some-
thing of positive value related to health or welfare. Unlike “risk,” “ben-
efi t” is not a term that expresses probabilities. Risk is properly contrasted 
to probability of benefi ts, and benefi ts are properly contrasted with harms 
rather than risks of harm. Accordingly, so-called risk–benefi t assessments 
are concerned with the probabilities and magnitudes of possible harms 
and anticipated benefi ts. Many kinds of possible harms and benefi ts need 
to be taken into account. There are, for example, risks of psychological 
harm, physical harm, legal harm, social harm, and economic harm and the 
corresponding benefi ts. While the most likely types of harms to research 
subjects are those of psychological or physical pain or injury, other pos-
sible kinds should not be overlooked. Risks and benefi ts of research may 
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affect the individual subjects, the families of the individual subjects, and 
society at large (or special groups of subjects in society). Previous codes 
and federal regulations have required that risks to subjects be outweighed 
by the sum of both the anticipated benefi t to the subject, if any, and the 
anticipated benefi t to society in the form of knowledge to be gained from 
the research. In balancing these different elements, the risks and ben-
efi ts affecting the immediate research subject will normally carry special 
weight. On the other hand, interests other than those of the subject may 
on some occasions be suffi cient by themselves to justify the risks involved 
in the research, so long as the subject’s rights have been protected. Benefi -
cence thus requires that we protect against risk of harm to subjects and 
also that we be concerned about the loss of the substantial benefi ts that 
might be gained from research.

The Systematic Assessment of Risks and Benefi ts. It is commonly said that 
benefi ts and risks must be “balanced” and shown to be “in a favorable 
ratio.” The metaphorical character of these terms draws attention to the 
diffi culty of making precise judgments. Only on rare occasions will quan-
titative techniques be available for the scrutiny of research protocols. How-
ever, the idea of systematic, nonarbitrary analysis of risks and benefi ts 
should be emulated insofar as possible. This ideal requires those making 
decisions about the justifi ability of research to be thorough in the accu-
mulation and assessment of information about all aspects of the research, 
and to consider alternatives systematically. This procedure renders the 
assessment of research more rigorous and precise, while making commu-
nication between review board members and investigators less subject to 
misinterpretation, misinformation, and confl icting judgments. Thus, there 
should fi rst be a determination of the validity of the presuppositions of 
the research; then the nature, probability, and magnitude of risk should 
be distinguished with as much clarity as possible. The method of ascer-
taining risks should be explicit, especially where there is no alternative to 
the use of such vague categories as small or slight risk. It should also be 
determined whether an investigator’s estimates of the probability of harm 
or benefi ts are reasonable, as judged by known facts or other available 
studies. Finally, assessment of the justifi ability of research should refl ect 
at least the following considerations: (a) Brutal or inhumane treatment of 
human subjects is never morally justifi ed. (b) Risks should be reduced 
to those necessary to achieve the research objective. It should be deter-
mined whether it is in fact necessary to use human subjects at all. Risk 
can perhaps never be entirely eliminated, but it can often be reduced by 
careful attention to alternative procedures. (c) When research involves sig-
nifi cant risk of serious impairment, review committees should be extraor-
dinarily insistent on the justifi cation of the risk (looking usually to the 
likelihood of benefi t to the subject or, in some rare cases, to the manifest 
voluntariness of the participation). (d) When vulnerable populations are 
involved in research, the appropriateness of involving them should itself 
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be demonstrated. A number of variables go into such judgments, includ-
ing the nature and degree of risk, the condition of the particular popu-
lation involved, and the nature and level of the anticipated benefi ts. (e) 
Relevant risks and benefi ts must be thoroughly arrayed in documents and 
procedures used in the informed consent process.

Selection of Subjects. Just as the principle of respect for persons fi nds 
expression in the requirements for consent and the principle of benefi -
cence in risk/benefi t assessment, the principle of justice gives rise to moral 
requirements that there be fair procedures and outcomes in the selection of 
research subjects. Justice is relevant to the selection of subjects of research 
at two levels: the social and the individual. Individual justice in the selec-
tion of subjects would require that researchers exhibit fairness: thus, they 
should not offer potentially benefi cial research only to some patients who 
are in their favor or select only “undesirable” persons for risky research. 
Social justice requires that distinction be drawn between classes of sub-
jects that ought, and ought not, to participate in any particular kind of 
research, based on the ability of members of that class to bear burdens and 
on the appropriateness of placing further burdens on already burdened 
persons. Thus, it can be considered a matter of social justice that there is an 
order of preference in the selection of classes of subjects (e.g., adults before 
children) and that some classes of potential subjects (e.g., the institutional-
ized mentally infi rm or prisoners) may be involved as research subjects, 
if at all, only on certain conditions. Injustice may appear in the selection 
of subjects, even if individual subjects are selected fairly by investigators 
and treated fairly in the course of research. Thus, injustice arises from 
social, racial, sexual, and cultural biases institutionalized in society. Thus, 
even if individual researchers are treating their research subjects fairly, 
and even if Institutional Review Boards (IRBs) are taking care to ensure 
that subjects are selected fairly within a particular institution, unjust social 
patterns may nevertheless appear in the overall distribution of the bur-
dens and benefi ts of research. Although individual institutions or inves-
tigators may not be able to resolve a problem that is pervasive in their 
social setting, they can consider distributive justice in selecting research 
subjects. Some populations, especially institutionalized ones, are already 
burdened in many ways by their infi rmities and environments. When 
research is proposed that involves risks and does not include a therapeu-
tic component, other less burdened classes of persons should be called 
upon fi rst to accept these risks of research, except where the research is 
directly related to the specifi c conditions of the class involved. Also, even 
though public funds for research may often fl ow in the same directions as 
public funds for health care, it seems unfair that populations dependent 
on public health care constitute a pool of preferred research subjects if 
more advantaged populations are likely to be the recipients of the benefi ts. 
One special instance of injustice results from the involvement of vulner-
able subjects. Certain groups, such as racial minorities, the economically 
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disadvantaged, the very sick, and the institutionalized may continually 
be sought as research subjects, owing to their ready availability in settings 
where research is conducted. Given their dependent status and their fre-
quently compromised capacity for free consent, they should be protected 
against the danger of being involved in research solely for administrative 
convenience, or because they are easy to manipulate as a result of their 
illness or socioeconomic condition.

Confl icts can also affect an organization, especially where a Board 
of Directors is involved. If a staff member is also a Board member, that 
person should not take part in Board decisions about staff salaries, for 
instance, although it may in fact be helpful for that person to contribute to 
the discussion of that issue. It is usually considered a confl ict of interest for 
programs to pay Board members for services (e.g., hiring a Board member 
to be the program’s lawyer).

Confl icts of interest are virtually always unethical, to the point where 
the mere appearance of a confl ict needs to be avoided. Even if decisions or 
actions are not actually infl uenced by personal interest, people in confl ict 
of interest situations in their public or professional lives should do every-
thing possible to resolve them.

If you fi nd yourself in such a situation, the ethical remedy is two-
pronged:

Point it out to whoever needs to know:1.  Alert your employer, a funder, 
the community, the participant you’re working with and discuss pos-
sible solutions.
Eliminate the confl ict situation:2.  Depending upon the situation, solu-
tions might involve excusing yourself from taking part in a particular 
decision, refusing funding from a particular source, ceasing to work 
with a particular participant, or even changing jobs.

Some examples of confl ict of interest (with possible solutions in 
parentheses):

A decision by a program director to purchase offi ce equipment for the  ■

program from a company his wife owns: The director has both a per-
sonal and a fi nancial stake in the decision. (The director could remove 
himself and/or his wife’s company from the purchasing process.)
A staff member entering into a sexual relationship with an intern or  ■

someone he or she supervises. The supervisor has power over the 
other’s employment and/or professional evaluation, which puts pres-
sure on the subordinate to enter into and/or continue the relationship, 
even if the subordinate is reluctant, and may keep the supervisor from 
making objective decisions about the subordinate. (If the relationship 
is mutual and the attraction is strong on both sides, this can present a 
very diffi cult situation. If the supervisor simply transfers the supervi-
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sory responsibility to someone else, there still remains the power in the 
program or organization itself. The best solution is probably for the 
supervisor to remove himself or herself and wait until the internship 
period ends before approaching an intimate relationship.)

Grossly unethical behavior.6.  This is behavior far beyond the bounds 
of the normally accepted ethical standards of society. In some cases, 
grossly unethical behavior may stem from taking advantage of a con-
fl ict of interest situation. In others, it may be a simple case of dishonesty 
or lack of moral scruples. Both individuals and organizations can be 
guilty of some instances of it, and in both cases, it is often a result of 
someone managing to justify the unjustifi able. Community programs 
need to be clear about their own ethical standards and hold individuals 
to them and to any other standards their professions demand. In most 
cases, staff members guilty of grossly unethical behavior should be dis-
missed as quickly as possible, and prosecuted where that is appropriate. 
Some of the more familiar types of grossly unethical behavior include:

Having sexual relationships—even consensual sexual relationships— ■

with people with whom one has a professional relationship in which 
one holds the power. Doctor–patient, therapist–client, teacher–student, 
supervisor–intern, and youth worker–teen are all examples of such 
relationships. In some of these cases, a sexual relationship both violates 
the professional’s code of ethics (and is therefore grounds for losing 
professional certifi cation), and also may be the base for a sexual harass-
ment or sexual assault lawsuit as well.
Exploiting people for fi nancial gain with whom one has a professional  ■

relationship. Moving someone to the head of a waiting list in return for 
free services from that person (car repair, for instance), or accepting gifts 
or money—essentially bribes—to do something out of the ordinary (e.g., 
accept someone who normally wouldn’t qualify for your program).
Defrauding funders: Billing for nonexistent services or inventing prob- ■

lems in order to deliver unnecessary services.
Denying necessary medical services to those uninsured and unable to  ■

pay.
Discriminating in service delivery by race, gender, ethnicity, and so  ■

on.
Outright criminal behavior: redirecting program funds for personal use,  ■

for instance, or sexually abusing children in a day care center. This can 
also include criminal behavior that a staff member engages in on his or 
her own time—for example, selling drugs or robbing a warehouse.

General ethical responsibilities.7.  Ethical behavior for a community 
intervention is more than simply following particular professional 
codes and keeping your nose clean. It means actively striving to do 
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what is right for participants and for the community, and treating 
everyone—participants, staff members, funders, and the community at 
large—in an ethical way. By doing what you do in the community, you 
take on a number of responsibilities:

Responsibility to funders: You are responsible for being fi scally account-
able, for using funds properly, and for trying to do what you promised to 
do when you took the money.

Responsibility to staff members: You are responsible for making sure 
everyone is treated fairly in all dealings with the program; that everyone 
is paid for the work he or she do; that everyone has a reasonable amount of 
control over his or her job; and that everyone has the opportunity to con-
tinue to develop skills and effectiveness through staff development and/
or supervision. You are also responsible for protecting staff from harm to 
the extent possible, and for warning and training staff if some physical or 
other danger is part of their jobs.

Responsibility to participants: You are responsible for trying, throughout 
the life of the program, to provide the best and most effective services 
possible. This means constantly searching for better methods and ideas; 
paying attention to participant feedback; building on program successes; 
and acknowledging, learning from, and correcting program weaknesses. 
You are also responsible for respecting participants’ rights, and for treat-
ing all with the respect due to them, not only as program participants, but 
also as human beings.

Responsibility to the community: You are responsible for trying to under-
stand and meet the needs of the community; for being responsive to com-
munity attitudes and opinions (without compromising your own mission 
or philosophy); and for trying, through your intervention, to improve the 
quality of life in some way for both program participants and the com-
munity as a whole.

The participatory nature of community interventions that these obliga-
tions imply can also raise ethical questions. It usually makes both ethical 
and practical sense to involve the target population and/or the community 
at large in planning a community program. There are many good reasons 
for this involvement—fostering community ownership of the program, 
having the input of people with a sense of community history, respecting 
people enough to pay attention to what they say they need, and so on—
but there can be drawbacks as well. What if you think the community’s 
ideas are completely wrongheaded or they want more control over the 
program than you’d feel comfortable with? What are the ethical solutions 
to these situations?

The reality is that there aren’t specifi c answers to most ethical ques-
tions. It’s important to consider the questions, but to understand that tak-
ing what you see as the ethical path can sometimes land you in a briar 
patch. It helps to have clear sense of what you believe is right, and to also 
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consider carefully what will actually benefi t the situation and the people 
involved.

In the case of community participants giving wrongheaded advice, for 
instance, is the principle of respecting the community’s wishes more or 
less important than that of creating the most effective way to meet com-
munity needs? And which will be more likely to actually get the job done 
in the community? The answers will probably vary in different places and 
times.

DEFINING SERVANTHOOD AND SERVANT LEADERSHIP

The world is crying out for ethical and effective leadership that serves 
others, invests in their development and fulfi lls a shared vision. The 
world has been shown how to lead by people who gave examples of serv-
ing throughout many different generations and in many ways. On the 
one hand, the concept of servant leadership appears to be so complex as to 
defy simple defi nition—it is multidimensional, rich in hues, and wide-
ranging in its meanings. Further, servanthood has been shown through 
numerous examples of both women and men (Gandhi, Martin Luther 
King Jr., Mother Teresa, etc.), especially in the church history. There are 
examples of persons who have given their entire lives in service. Many 
of these showed what it meant to do good deeds of kindness, sacrifi c-
ing personal time and resources for others without ever expecting to be 
repaid. In the Christian world, for example, Jesus Christ gave the premier 
example of how one is to be a true servant, choosing to serve rather than 
be served. This is the embodiment of true servanthood. One writer sums 
it up this way: “The only greatness is the greatness of humility. The only 
distinction is found in devotion to the service of others . . . there is in man 
a disposition to esteem himself more highly than his brother, to work for 
self, to seek the highest place, and often this results in evil surmising and 
bitterness of spirit” (White, 1970). Another term for servanthood is “stew-
ardship.” Stewardship, as with servanthood, involves service to others 
and being willing to share anything that might benefi t another including 
skills, time, and talents. It elevates service above one’s education, posi-
tion, wealth, or fame.

Service, especially in community service, manifests itself in daily life 
only if a person chooses to lead by serving. So then, serving others fully 
is one of the most effective ways to “lead” them. Leading others moves 
the person serving into that of servant leadership. The CEOD model fully 
embraces this concept for use by PHPs.

Basically, service covers two areas: servanthood and servant leadership. 
With respect to servanthood aspects: The leader develops and empow-
ers the community residents, who then, in turn, assist the leader to edify 
the community. The focus here is on the leader’s character and desire to 
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serve. Being just a service-oriented person, in the traditional notion of 
servanthood, does not qualify one as a servant leader. However, servant-
hood can be viewed as the fi rst phase to servant leadership. Therefore, in 
servant leadership, the leader builds the community by effectively using 
people as resources; the emphasis here is on leadership skills, such as 
vision-casting and team-building. Effective PHPs should fi nd themselves 
rotating back and forth in these two defi nitions.

For the purpose of this chapter will use the three terms of servanthood, 
servant leader, and PHP interchangeably. Thus, we will defi ne servant 
leadership as: A leader whose primary purpose for leading is to serve com-
munities by investing in their development and well-being for the benefi t 
of accomplishing health-related tasks and goals for the improvement of 
the communities’ overall quality of life (Wong & Page, 2003).

Scholars have observed that at the very heart of servant leadership is 
the genuine desire to serve others for the common good. In servant lead-
ership, self-interest gives way to collective human development. In addi-
tion, servant leadership must not be seen as a model for weak leaders. 
As is inevitable in all leadership situations, the servant leader must be 
just as tough-minded and resilient as any other kind of leaders. What dis-
tinguishes servant leaders from other hierarchical styles of leadership is 
not only the quality of the decisions they make, but how they exercise 
their responsibility and whom they consult in reaching these decisions. 
Therefore, servant leadership is an “attitude” toward the responsibili-
ties of leadership as much as it is a style of leadership (Hall, 1991) Hall, 
A. S. 1991. “Why a Great Leader.” In K. Hall Living Leadership: Biblical 
Leadership Speaks to Our Day. Anderson, IN: Warner Press (14). Several 
authorities on servant leadership have suggested that to learn servant 
leadership, individuals need to undergo a journey of self-discovery and 
personal transformation. The secrets of servant leadership are gradually 
revealed to them through listening to their inner voices, as well as the 
voices of those who have discovered the truth. In spite of these caveats 
about understanding the true nature of servant leadership, we must nev-
ertheless provide a clear and comprehensive view of servant leadership in 
order to properly measure its value.

Doing menial chores does not necessarily indicate a servant leader. 
Instead a servant leader is one who invests self in enabling others, in “help-
ing them be and do their best.” In addition, servant leadership should not 
be equated with self-serving motives to please community persons or to 
satisfy one’s need for acceptance and approval. At the very heart of ser-
vant leadership is the genuine desire to serve others for the common good. 
In servant leadership, self-interest gives way to collective human develop-
ment. Servant leadership must not be seen as a model for weak leaders or 
“losers.” When the going gets tough or when diffi cult decisions have to be 
made, as is inevitable in all leadership situations, the servant leader must be 
just as tough-minded, passionate, and resilient as other kinds of leaders.
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Servant leadership takes into account the fact that traditional forms of 
leadership are inadequate for motivating today’s community residents.

For our purposes of the CEOD process, there are three basic elements 
that can assist the professionally trained PHP to be an effective servant 
leader. These include:

Character development1. 
Engagement and involvement2. 
Impacting community and culture3. 

Let’s briefl y review each one of these elements.

Character Development

Leadership begins from within. Thus, character development is central to 
servant leadership. Character is what kind of people we are inside and 
out. In servant leadership, this means a fundamental commitment to 
serving others with integrity and humility. It is placed at the core of the 
circle because everything else a leader does fl ows from this inner real-
ity. Followers demand it and leaders must live it. It is this fundamental 
attitude of servanthood that infl uences how leaders work with followers 
and how they carry out the task of leadership. Too often, leaders have 
been task- or process-oriented without the heart and passion for serving 
others.

True character breeds true commitment as an internal attribute. Com-
mitment is a by-product of character, and it too comes from within. It is 
born of an “inner burn” to learn and to serve others. It, like character, is a 
“mustard seed” of servanthood and is a originator of the burning desire to 
help others, to engage and share with others, and to partner with them to 
improve their health status. Proof of commitment means that one pledges 
or vows to carry out the task to the fullest of his or her ability, and then 
demonstrates intent to carry out the task through subsequent behavior 
and action (Bender, 1997).

Engagement and Involvement

Akin to commitment is the “action” manifested by ongoing engagement, 
community involvement, and relationship building. Simply stated, these 
are commitment in action. It is taking the theoretical textbook defi nition 
of the terms and putting them to work. It is the putting of one’s knowl-
edge, attitudes, and skills into motion. Both call for the constant study 
and immersion of oneself into the day-to-day activities of the community 
targeted for public health service. It matters not whether one is planning 
to conduct a community health fair, design and implement a community-
based research investigation, provide primary care services, or initiate an 
ongoing community-based health intervention program.
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Genuine engagement and involvement can only be realized if there is 
ongoing evidence-based action. Just talking engagement and involvement 
is a far cry from the dynamic implementation called for by these terms.

Impacting Community and Culture

Students and practitioners of public health many times fi nd themselves 
in uncharted terrain when they enter a new community or culture to 
pursue a health-related initiative. They are immediately faced with new 
symbols, values, languages, and ecological environments. The con-
text of public health practice changes in an instant, right before their 
eyes. Servant leadership suggests that to truly be a leader, the PHP 
will need to undergo a journey of self-discovery and personal transfor-
mation. The components of servant leadership unfold to the student/
practitioner only through listening and learning, trial and error, and 
 committed and consistent community involvement. Servant leadership 
incorporates the ideals of empowerment, total quality, team building, 
participatory management, and the service ethic into a leadership phi-
losophy.

The concern that effective servant leadership means giving up power 
stems from the seeming oxymoron that one can be a humble servant 
and at the same time wield a big stick. This apparent contradiction in 
terms can be easily resolved by recognizing that effective servant lead-
ers use a variety of social skills techniques and they will resort to only 
coercive power in dealing with immature and irresponsible individuals 
or institutions. Leaders who are opposed to the sharing power and/
or empowering others fear that these others may use this new-found 
freedom and power against their leadership. In order to feel secure in 
their position, they resort to subversive, unethical, and coercive tactics 
to keep control.

TRUST AND LEADERSHIP

In the CEOD process, the concept and practice of “trust” is an imperative 
component to the leadership credibility and community service. It is the 
bedrock upon which all other community ingredients are laid. PHPs do 
well to understand that this component takes time and effort to establish, 
but it is an essential ingredient in the success or failure to deliver evidence-
based community health services of all types.

As a servant leader, one’s word is one’s bond. Thus, in the whole 
trust-building rubric, one can and must deliver on promises made, both 
in the short and long run. Community residents expect, and deserve, 
delivery on promises made. In many instances, health professionals 
are determined to get what they want out of communities no matter 
what they have to say or do to get it. In the long run, they promise 

Murphy_PTR_CH03_27-07-12_45-76.indd   72Murphy_PTR_CH03_27-07-12_45-76.indd   72 8/7/2012   9:14:45 PM8/7/2012   9:14:45 PM



3 Ethics and Servant Leadership in Public Health Practice   73

to come back into the community to assist with environmental clean 
up efforts, or to mentor young people, or provide health lectures at 
the community church. However, many times and more often than not 
they leave and never return. Trust plays a central role in building all 
public health and medical relationships with communities, and is an 
important contributor to positive therapeutic outcomes. In medical 
practice and research protocols, lack of patient trust is associated with 
less doctor–patient interaction, poor clinical relationships that exhibit 
less continuity, reduced adherence to recommendations, worse self-
reported health, and reduced utilization of health care services. Afri-
can Americans’ relatively lower trust in the health care system puts 
them at greater risk of all these negative outcomes. Distrust of research 
and researchers is commonly believed to be a major, ongoing impedi-
ment to minority participation. African Americans, in particular, have 
many reasons to distrust the medical research enterprise. These reasons 
include the persistence of racially segregated medical facilities in the 
1960s and the infamous Tuskegee Syphilis Study. In that 40-year study, 
federally funded investigators, in the name of understanding how 
syphilis behaved in African Americans, purposefully withheld effec-
tive treatment from infected African American men. The study was 
fi nally stopped in 1972 after a whistleblower divulged the story to the 
press (Gamble, 1997).

Some might wonder whether these decades-old events still affect atti-
tudes today. In the current era of the Belmont Report, the federal Offi ce 
for Human Research Protections, and vigilant institutional review boards, 
does minority distrust in research still persist? In a recent issue of Archives, 
the study by Rajakumar and colleagues reminds us that it does. In a sur-
vey of parents visiting an academic pediatric clinic, African American 
parents expressed greater distrust in research than White parents did. 
Parental distrust was in turn associated with less positive attitudes toward 
research and less willingness to enroll children in a clinical study (Rajaku-
mar, Thomas, Musa, Almario, & Garza, 2009). PHPs, as servant leaders, 
must fully understand what all this really means. Part of what it means is 
that they cannot just be presumptuous and “vanish into the hills” never to 
be seen or heard from again, once they have collected valuable data and 
gained valuable community experiences for themselves and/or their stu-
dents. They must stay or return to follow-up and deliver on the promises 
made in the deal they struck with community residents during the days 
and weeks when they fi rst engaged them. They must exit in a proper and 
respectful manner.

SUMMARY

PHPs and community leaders must have the courage to try new ideas 
and to encourage robust dialogue among politicians, administrators, 
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companies, associations, and individuals. It is people that make the dif-
ference. So, it follows that the communities of the future need leaders of 
the future. The number-one task for today’s and tomorrow’s public health 
leaders is to “put people fi rst.” They must develop an ethical, trustwor-
thy leadership style that addresses the needs of both the institutions they 
represent and the community residents they need to serve. This can make 
both groups happy by fulfi lling their dreams and visions. PHPs as lead-
ers, therefore, have one of the future’s most important roles. They have the 
opportunity to create growth and development for the broadest number of 
individuals with a stake in the future. The interesting paradox with lead-
ership is the relationship between leading and following: If no one is lead-
ing, no one can follow; and if no one is following, no one is leading. These 
two statements underline that leadership is relationship based. Therefore, 
the PHP must be a creative leader with a passion for the public health task 
at hand. The successful PHP will seek to integrate both strategic manage-
ment (direction) and leadership (relationship) to provide the framework 
for success and the means to achieving it. They must learn to do this while 
also seeking to inspire and empower the culture they are serving.

Many PHPs tend to focus on the importance of translating the ideas 
and research fi ndings of the institutions they represent, rather than 
defi ning the culture of the community and translating its intelligences 
and resources back to the institution. PHPs as leaders will need to fi nd 
a balance between maintaining the existing culture of the community 
they seek to serve, while simultaneously translating new ideas and 
research methodologies designed and espoused by their respective 
institutions. They must create “opportunity space” where community 
residents and institutions compromise for the good of the communi-
ty’s health. Further, PHPs will need to set a clear vision for the future, 
and help steer the community, and their institution, toward realistic 
public health evidence-based outcomes. As servant leaders, they must 
forecast and interpret trends and create opportunities for growth and 
development. Similarly, they must respond to the global, national, and 
local challenges to help sustain a high quality of life for community 
residents. They have a key servant leadership role to play in develop-
ing the strong brand and rich cultural scene, which can elevate com-
munities into the future.

Successful servant leaders do not place themselves at the center; they 
place others there. They do not seek the attention of people; they give it to 
others. They do not focus on satisfying their own aims and desires; they 
look for ways to respond to the needs and interests of their constituents. 
They seek to serve a purpose and the people who have made it possible 
for them to lead. In serving a purpose, leaders strengthen credibility by 
demonstrating that they are not in it for themselves; instead, they have 
the interests of the institution, department, or team and its constituents at 
heart. Being a servant may not be what many PHP leaders had in mind 
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when they chose to take responsibility for the community public health 
vision and/or the direction of their organization or team, but ethical, trust-
worthy, and passionate service to others is the most glorious and reward-
ing of all leadership tasks.

Case Study Exercises

Individually, or as a group, review the following case study and follow the exer-
cises suggested at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each exercise. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for 
the class.

Case Study 3.1: Situational Ethics and Leadership

One diffi culty in practicing ethics and servant leadership in America is that 
we are in a culture of individualism and competitiveness, which foster ego-
tistic pride. The Founding Fathers were correct in creating a system of checks 
and balances, because they were fully aware of the dangers of egotism and 
corruption of power. Individualism coupled with authoritarian hierarchy 
has proven to be a fertile ground for egotistical, arrogant leaders.

When there is no trust, ethics, and checks and balances, self-serving 
leaders are free to elevate themselves and expand their territory of infl u-
ence. Such egotistical leaders can be found mostly in many research 
institutes and other organizations. The celebrity syndrome, the pedestal 
syndrome, and rankism are just some of the symptoms of egotism running 
rampant in hierarchical organizations. The leaders exude power and suc-
cess and carry themselves as the “king of the hill.” They demand to be the 
center of attention and claim credits, which are due to others. They will 
use whatever means necessary to achieve numerical and material success, 
just as they will do anything to perpetuate their grip on power. Egotism 
is contradiction to servanthood, which is based on self-giving rather than 
self-serving.

Study Exercises

Describe how you and your team would go about serving communities 1. 
in an ethical and trustworthy manner.
List the steps you would take to establish and engage yourself with this 2. 
community.
Describe how you would convince your health institution that “servant 3. 
leadership” is a key means in implementing community-based public 
health practice.
Describe how you would go about exiting a community in an ethical 4. 
way after completing your public health work there.
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4
Culture Competency and CEOD Process: 
 Immigrant Populations, Health Care, Public 
Health, and Community

Emanuel Joseph and Frederick G. Murphy

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to defi ne culture ■

What culture is in real life ■

The importance of establishing relationships between different  cultures ■

The impact of 21st-century immigration trends in cultural change ■

How to create organizations in which diverse groups can work together  ■

for better community health status
To identify current demographic challenges and trends in the United States ■

What the historical basis is behind trends ■

To understand the role and impact of nativity, language, culture, and  ■

personal characteristics among immigrant populations
To understand the role of assimilation in absorption of immigrants into  ■

the American “mainstream” and the limitations of that process
To identify the difference between cultural competence and cultural  ■

humility in working with immigrant populations and different cultures

Relationships are powerful. Our one-to-one connections with each other 
are the foundation for change. And building relationships with people 

from different cultures, often many different cultures, is key in building 
diverse communities that are powerful enough to achieve signifi cant goals.

Whether you want to make sure your children receive a good education, 
or you want bring quality health care into your communities or promote 
economic development, there is a good chance you will need to work with 
people from several different racial, language, ethnic, or economic groups. 
And in order to work with people from different cultural groups effectively, 
you will need to build sturdy and caring relationships based on trust, under-
standing, and shared goals (see also Chapter 3 on ethics and service).

Why? Simple; trustworthiness in relationships is the glue that holds people 
together as they work on common problems. As people work on challenging 
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problems, they will have to hang in there together when things get hard. 
They will have to support each other to stay with an effort, even when it feels 
discouraging. People will have to resist the efforts of those who use divide-
and-conquer techniques—pitting one cultural group against another.

Whether your origin is Latino, Caribbean, Chinese, Korean, Vietnamese, 
African, Caucasian Protestant, Irish Catholic, Jewish, or any other racial, 
ethnic, religious, or socioeconomic group, many times the community 
engagement, organization and development process calls for establishing 
relationships with people whose group you may know very little about.

Each cultural group is unique, just as each individual is unique. Each 
one of us can build relationships and friendships around ourselves that 
provide us with the necessary strength to achieve community goals. If 
each person builds a network of diverse and strong relationships, they can 
come together and solve problems that we have in common. One must ask 
themselves: Why is culture important?

Culture is a strong part of people’s lives. It infl uences their views, their 
values, their humor, their hopes, their loyalties, and their worries and 
fears. If you are from New Mexico or Montana; if your parents are Cam-
bodian, French Canadian, or Native American; if you are German Catholic 
or African American; if you are Jewish or Mormon; if you are straight or 
gay; if you are a mixture of cultures, your culture has affected you. So 
when you are working with people and building relationships with them, 
it helps to have some perspective and understanding of their cultures.

At the same time, we can’t pretend that our cultures and differences 
don’t matter. We can’t gloss over differences and pretend they don’t exist, 
wishing that we could be alike. And we can’t pretend that discrimination 
doesn’t exist.

There are many benefi ts to diversity, such as the rich resource of alter-
native ideas for how to do things, the opportunity for contact with people 
from all cultures and nationalities that are living in your community, the 
aid in strategizing a quick response to environmental change, and a source 
for hope and success in managing our work and survival.

This chapter will discuss and provide practical information for practic-
ing health professionals to better defi ne what culture is, understand cul-
ture in real life, understand the importance of establishing relationships 
between persons from different cultures, explore the impact of 21st- century 
immigration trends in cultural change, and recognize the importance of 
creating organizations in which diverse groups can work together for bet-
ter community health status.

DEFINING AND EXPLORING CULTURE

Culture is a complex concept, with many different defi nitions. But, simply 
stated, “culture” can be defi ned as a group or community with whom 
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one shares common experiences that shape the way they understand the 
world. It includes groups that they are born into, such as gender, race, 
national origin, class, or religion. It can also include groups they become 
part of as they move through life. For example, one can take on a new cul-
ture by entering or moving to a new community or district, or by a change 
in economic status, or by a change in one’s health status. How might this 
apply to you as a public health practitioner (PHP)?

In the 19th century, the term culture was commonly used as a synonym 
for Western civilization. The British anthropologist Sir Edward B. Taylor 
(1871) popularized the idea that all societies pass through developmen-
tal stages, beginning with “savagery,” progressing to “barbarism,” and 
culminating in Western “civilization.” It’s easy to see that such a defi ni-
tion assumes that Western cultures were considered superior. Both West-
ern cultures, beginning with ancient Greece, and Eastern cultures, most 
notably imperial China, believed that their own way of life was superior. 
The study of multiple cultures without imposing the belief that Western 
culture was the ultimate goal was slow to develop.

Cultures are not synonymous with countries. Cultures do not respect 
political boundaries. For example, border cities such as Juarez, El Paso, 
Tijuana, and San Diego can develop cultures that in some ways are 
not like Mexico or the United States. In this context, other defi nitions 
of culture can include the following: a community or population suf-
fi ciently large enough to be self-sustaining, that is, large enough to pro-
duce new generations of members without relying on outside people; 
or a group or community that shares common experiences that shape 
the way its members understand the world. When one thinks of culture 
this broadly one realizes one can belong to many cultures at once (Jandt, 
2007).

The totality of a group’s thought, experiences, and patterns of life 
evolves through contact with other cultures. Hofstede (1994) classifi ed 
these elements of culture into four categories: symbols, rituals, values, and 
heroes.

 Symbols refer to verbal and nonverbal language.
Ritual is the socially essential collective activities within a culture.
Values are the feelings not open for discussion within a culture about what 

is good or bad, beautiful or ugly, normal or abnormal, which are pres-
ent in a majority of the members of a culture or at least in those who 
occupy pivotal positions.

 Heroes are the real or imaginary people who serve as behavior models 
within a culture. A culture’s heroes are expressed in the culture’s myths, 
which can be the subject of novels and other forms of literature (Rush-
ing & Frentz, 1978). Rushing (1983) has argued, for example, that an 
enduring myth in U.S. culture, as seen in fi lms, is the rugged individu-
alist cowboy of the American West.
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Collier and Thomas (1988) describe cultural identity, as the identi-
fi cation with and perceived acceptance into a group that has a shared 
system of symbols and meanings as well as norms for conduct. What 
does knowing an individual’s cultural identity tell you about that indi-
vidual? If you assume that that individual is like everyone else in that 
culture, you have stereotyped all the many, various people in that cul-
ture into one mold. Each individual knows that they are different from 
others in their culture. The diversity within cultures probably exceeds 
the differences between cultures. So just knowing one person’s cultural 
identity doesn’t provide complete or reliable information about that 
person. Knowing another’s cultural identity does, however, help you 
understand the opportunities and challenges that each individual in that 
culture had to deal with.

One can have no direct knowledge of a culture other than their own. 
Experience with and knowledge of other cultures many times can be lim-
ited by the perceptual bias of one’s own culture. An adult  Venezuelan will 
never fully understand the experience of growing up a Japanese. To begin 
to understand a culture, one needs to understand all the experiences that 
guide its individual members through life: such things as language and 
gestures; personal appearance, environment, and so on.

Some defi ne subculture or co-cultures as meaning “a part of the whole,” 
in the same sense that a subdivision is part of—but no less important 
than—the whole community. Other scholars reject the use of the prefi x 
sub as applied to the term culture because it seems to imply being under 
or beneath and being inferior or secondary. As an alternative, the word 
coculture is suggested to convey the idea that no one culture is inherently 
superior to any other coexisting culture (Orbe, 1998).

However, mutuality may not be easily established. Assume the case 
of homogeneous culture. One of the many elements of a culture is its 
system of laws. The system of laws in a hypothetical homogeneous cul-
ture, then, was derived from and refl ects the values of that culture. Now 
assume immigration of another cultural group into the hypothetical cul-
ture. New immigrants may have different understandings of legal theory 
and the rights and responsibilities that individuals should have in a legal 
system.

Let’s briefl y defi ne four concepts associated with culture.

Cultural knowledge means that you know about some cultural characteris-
tics, history, values, beliefs, and behaviors of another ethnic or cultural 
group.

 Cultural awareness is the next stage of understanding other groups—being 
open to the idea of changing cultural attitudes.

Cultural sensitivity is knowing that differences exist between cultures, 
but not assigning values to the differences (better or worse, right or 
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wrong). Clashes on this point can easily occur, especially if a custom 
or belief in question goes against the idea of multiculturalism. Internal 
confl ict (intrapersonal, interpersonal, and organizational) is likely to 
occur at times over this issue. Confl ict won’t always be easy to man-
age, but it can be made easier if everyone is mindful of the organiza-
tional goals.

Cultural competence brings together the previous stages—and adds 
operational effectiveness. A culturally competent organization has 
the capacity to bring into its system many different behaviors, atti-
tudes, and policies and work effectively in cross-cultural settings to 
produce better outcomes. Cultural competence is nonthreatening 
because it acknowledges and validates who people are. By focusing 
on the organization’s culture, it removes the need to place blame and 
assume guilt. Since becoming culturally competent focuses on the 
“how-to” of aligning policies and practices with goals, everyone is 
involved in the process. This “inside-out” model relieves the out-
siders (or excluded groups) from the responsibility of doing all the 
adapting.
Building culturally competence means changing how people think 

about other cultures, how they communicate, and how they operate. It 
means that the structure, leadership, and activities of an organization 
must refl ect many values, perspectives, styles, and priorities. Changing 
how an organization looks is only the fi rst step. A culturally competent 
organization also emphasizes the advantages of cultural diversity, cel-
ebrates the contributions of each culture, encourages the positive out-
comes of interacting with many cultures, and supports the sharing of 
power among people from different cultures. To really change, an orga-
nization has to commit to continuing programming, evaluation, and the 
creation of a place that is inclusive of all cultures and celebrates diver-
sity. Benefi ts of building an organization’s cultural competence include 
the following:

Increases respect and mutual understanding among those involved ■

Increases creativity in problem solving through new perspectives,  ■

ideas, and strategies
Decreases unwanted surprises that might slow progress ■

Increases participation and involvement of other cultural groups ■

Increases trust and cooperation ■

Helps overcome fear of mistakes, competition, or confl ict. For instance,  ■

by understanding and accepting many cultures, everyone is more 
likely to feel more comfortable in general and less likely to feel the urge 
to look over their shoulders to be sure they are being “appropriate” in 
majority terms
Promotes inclusion and equality ■
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LEARNING CULTURES

It may seem odd that in order to learn about people in other cultures, 
one fi rst needs to begin to become more aware of one’s own culture. If a 
person hasn’t had a chance to understand how his or her own culture has 
affected that person’s life, it will likely be more diffi cult to understand 
how it could affect anyone else or why it might even be important to oth-
ers. If one is comfortable talking about one’s own culture, then one is more 
likely to become better at listening to others talk about theirs. Or, if one 
understands how discrimination has affected oneself personally, then one 
may be more aware of how it has affected others.

To begin to learn about one’s own culture, or another culture, there are 
fundamental questions that should be explored. For example, these ques-
tions should include the following:

Does one have a culture? ■

Does one have more than one culture? ■

What exactly is one’s cultural background? ■

Even if one doesn’t know who their ancestors are, they still have a cul-
ture. This stands true even if a person is a mix of many cultures. Culture 
evolves and changes all the time. It comes from ancestry from many gen-
erations before, and it comes from one’s family and community today. For 
example, one’s parents or grandparents almost certainly handed down 
values, customs, humor, and worldviews that played a role in shaping 
one’s growing-up environment and life as it is today. Views toward family, 
work, health and disease, celebrations, and social issues are all infl uenced 
by heritage or by the experiences of family and community.

In addition to the cultural groups one belongs to, one also has some 
group with which one identifi es, such as being a parent, an athlete, an 
immigrant, a small business owner, or a wageworker. These kinds of 
groups, although not exactly the same as a culture, have similarities to 
cultural groups. For example, being a parent and an immigrant may be an 
identity that infl uences how you view the world and how the world views 
you. Becoming aware of different identities can help one understand what 
it might be like to belong to a cultural group.

There are many ways that people can learn about other people’s cul-
tures and build relationships at the same time. Here are some examples/
steps one can take to do so:

Make a conscious decision to establish friendships with people from 1. 
other cultures.
Put yourself in situations where you will meet people of other cul-2. 
tures.
Examine your biases about people from other cultures.3. 
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Ask questions about the cultures, customs, and views.4. 
Read about other people’s cultures and histories.5. 
Listen and show caring.6. 
Observe differences in communication styles and values; don’t assume 7. 
that the majority’s way is the right way.
Risk making mistakes.8. 
Learn to be an ally.9. 

Let’s now take a look at each of these in more detail.

Make a Conscious Decision to Establish Friendships 
With People From Other Cultures

Making a decision is the fi rst step. In order to build relationships with 
people different from oneself, make a concerted effort to do so. There are 
societal forces that serve to separate individuals from each other. People 
from different economic groups, religions, ethnic groups, and races are 
often isolated from each other in schools, jobs, and neighborhoods. So, if 
one wants things to be different, one would need to take active steps to 
make them different.

You can join a sports team or club, ride the same rapid transit systems, 
become active in an community organization, volunteer, or even move 
into neighborhoods that puts one in direct and constant contact with peo-
ple of cultures different from your own. Also, one may want to take a 
few minutes to notice the diversity that is presently nearby. If one begins 
to think about the people one sees and interact with everyday, one may 
become more aware of the cultural differences that exist.

Once the decision is made to make friends with people different from 
yourself, you can go forward and make friends with them in much the 
same way as with anyone else. It may take more time, and you may need to 
be more persistent, and reach out and take the initiative more than you are 
used to. People who have been mistreated by society may take more time 
to establish “trust” than those who haven’t. There may be good reasons 
why people have built up defenses, but it is not impossible to overcome 
them and make a connection. This engagement effort is totally worth it.

Put Yourself in Situations Where You Will Meet People 
of Other Cultures

One of the fi rst and most important steps is to show up in places where 
you will meet people of cultures other than your own. Go to meetings 
and celebrations of groups whose members you want to get to know. Or 
hang out in restaurants and other gathering places where different cul-
tural groups go. You may feel embarrassed or shy at fi rst, but your efforts 
will pay off. People of a cultural group will notice if you take the risk of 
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coming to one of their events. If it is diffi cult for you to be the only person 
like yourself attending, you can bring a buddy with you and support each 
other in making friends.

Examine Your Biases About Other Cultures

We all carry misinformation and stereotypes about people in different 
cultures. Especially when we are young, we acquire this information in 
bits and pieces from TV, from listening to people talk, and from the cul-
ture at large. We are not bad people because we acquired this; no one 
requested to be misinformed. But in order to build relationships with 
people of different cultures, we have to become aware of the misinforma-
tion we acquired.

An excellent way to become aware of your own stereotypes is to pick 
groups that you generalize about and write down your opinions. Once 
you have, examine the thoughts that came to your mind and where you 
acquired them. 

Another way to become aware of stereotypes is to talk about them with 
people who have similar cultures to your own. In such settings, you can 
talk about the misinformation you acquired without being offensive to 
people from a particular group. You can get together with a friend or two 
and talk about how you acquired stereotypes or fears of other different 
people. You can answer these kinds of questions:

How did your parents feel about different ethnic, racial, or religious  ■

groups?
What did your parents communicate to you with their actions and  ■

words?
Were your parents friends with people from many different groups? ■

What did you learn in school about a particular group? ■

Was there a lack of information about some people? ■

Are there some people you shy away from? Why? ■

Ask Questions About Cultures, Customs, and Views

People, for the most part, want to be asked questions about their lives and 
their cultures. Many of us were told that asking questions was nosy; but 
if we are thoughtful, asking questions can help you learn about people of 
different cultures and help build relationships. People are usually pleas-
antly surprised when others show interest in their cultures. If you are sin-
cere and you can listen, people will tell you a lot.

For example, you might ask a person of African heritage if they want 
to be called Black or African American. Or you can ask a Jewish per-
son what it is like for them at Christmas time when practically every 
store, TV commercial, and radio station focuses almost entirely on 
Christmas.
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Read About Other Cultures and Histories

It helps to read about and learn about people’s cultures and histories. If 
you know something about the reality of someone’s life and history, it 
shows that you care enough to take the time to fi nd out about it. It also 
gives you background information that will make it easier to ask ques-
tions that make sense.

However, you don’t have to be an expert on someone’s culture to get 
to know them or to ask questions. People who are, themselves, from a 
culture are usually the best experts anyway.

Listen and Care

It is easy to forget that the basis of any relationship is caring. Everyone 
wants to care and be cared about. Caring about people is what makes a 
relationship real. Don’t let your awkwardness around cultural differences 
get in the way of caring about people. If one gets an opportunity to hear 
someone tell his or her life story fi rst hand, much can be learned and a 
strong relationship built at the same time. Every person has an important 
story to tell. Each person’s story tells something about his or her culture.

Listening to people’s stories, we can get a fuller picture of what people’s 
lives are like, their feelings, their nuances, and the richness of their lives. 
Listening to people also helps us get through our numbness—there is a real 
person before us, not someone who is reduced to stereotypes in the media.

Additionally, listening to members of groups that have been discrimi-
nated against can give us a better understanding of what that experience 
is like. Listening gives us a picture of discrimination that is more real than 
what we can get from reading an article or listening to the radio.

Observe Closely Differences in Communication 
Styles and Values

We all have a tendency to assume that the way that most people do things 
is the acceptable, normal, or right way. As community workers, we need 
to learn about cultural differences in values and communication styles, 
and not assume that the majority way is the right way to think or behave.

Risk Making Mistakes

As you are building relationships with people who have different cultural 
backgrounds than your own, you will probably make mistakes at some 
point. That happens. Don’t let making mistakes keep you from going 
ahead and building relationships.

If you say or do something that is insensitive, you can learn something 
from it. Ask the affected person what you did that or offended them, apol-
ogize, and then go on in building the relationship. Don’t let guilt bog you 
down.
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Learn to Be an Ally

One of the best ways to help build relationships with people of different 
cultures is to demonstrate that you are willing to take a stand against 
discrimination when it occurs. People will be much more motivated to 
get to know you if they see that you are willing to take risks on their 
behalf.

We also have to educate ourselves and keep informed so that we under-
stand the issues that each group faces and we become involved in their 
struggles instead of sitting on the sidelines and watching from a distance.

Trust is powerful. Servicing and caring for others is often what moti-
vates one to make change(s). And establishing connections with people 
from diverse backgrounds can be key in making signifi cant changes in 
any community.

The CEOD process is an essential approach to bring about change in 
communities for better health. It sets up neighborhoods and institutions in 
which people commit themselves to working to form strong relationships 
and alliances with people of diverse cultures and backgrounds. Also, it 
can help to establish networks and coalitions in which people are knowl-
edgeable about each other’s disparities and health concerns.

UNDERSTANDING CULTURE FOR CEOD

Communities throughout the United States are becoming increasingly 
diverse. The gentrifi cation of the inner cities is rapidly integrating per-
sons from all social and economic, ethnic, religious and racial strata. At 
the turn of the next century one out of every three Americans will be a 
person of color. Therefore, concepts such as racial profi ling and stereo-
typing will become key discussion points when engaging and develop-
ing communities around public health practice. Profi ling can be defi ned 
as a law enforcement practice of scrutinizing certain individuals based 
on characteristics thought to indicate a likelihood of criminal behavior. 
For example, it is believed that a person traveling alone is more likely to 
engage in terrorist activity. Profi ling also refers to, for example, conduct-
ing traffi c stops or airline screenings based on a person’s perceived race, 
ethnicity, gender, or economic status. The September 11, 2001 attacks on 
the United States created an accelerated climate that gave law enforce-
ment agencies wider latitude to engage in more intensive airport security 
checks of people who appear to be of Middle Eastern descent. The ques-
tion then becomes: Is profi ling a useful and necessary law enforcement 
tool, or is it a form of stereotyping that unfairly targets minorities?

Although one may consider stereotypes as being negative judgments, 
they can also be positive. Some people hold positive stereotypes of other 
individuals based on their professional group membership. For example, 
some people assume that all doctors are intelligent and wise.
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Stereotypes can be harmful because they impede communication, 
engagement, and development in several ways:

They create assumptions that a widely held belief is true when it may 1. 
not be.
Continued use of the stereotype reinforces the belief about certain 2. 
groups. For example, stereotypes of women as ornaments, or people 
of color as being less intellectual or more licentious, or gay men as pro-
miscuous.
Stereotypes also impede communication when they cause one to 3. 
assume that a widely held belief is true of any one individual.

It is becoming clear that in order to successfully engage, organize, 
and develop communities for improving public health conditions, and 
resolving high-risk health problems, health professionals will need 
to build strong alliances with different cultural groups. Additionally, 
nonmainstream groups must be brought into the center of all CEOD 
activities.

CEOD AND CULTURES OF THE FUTURE

People have very different views of what a multicultural society or commu-
nity should be like or could be like. In the past few decades there has been a 
lot of discussion about what it means to live and work together in a society 
that is as diverse as ours. People struggle with different visions of a fair, equi-
table, moral, and harmonious society. They struggle with these kinds of ques-
tions: What do you think about these questions? Which issues do you struggle 
with? What other issues are important to you or your cultural group? 

As you envision this kind of diverse community, you and your neigh-
bors may want to consider these kinds of questions. These are some of the 
real and tough questions that people grapple with on a daily basis. These 
questions point to some of the tensions that arise as we try to build harmo-
nious, active, and diverse communities in a country as a complex as ours. 

There are no easy answers; we all must learn as we go. So, when 
attempting to determine what kind of community one envisions develop-
ing or even living in there are many questions that must be considered, 
or even answered before moving forward. For example, here are some 
questions that may help one to engage, organize, and develop a healthy 
community of the future:

If you could have your ideal community right now what would it look  ■

like?
If you can’t have your ideal community right now, what will be the next  ■

steps in building the kind of cultural community you desire?
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Who lives in your community right now? ■

What kinds of diversity already exist? ■

How will diversity be approached in your community? ■

What kinds of relationships are established between cultural groups? ■

Are the different cultural groups well organized? ■

What kind of struggles between cultures exists? ■

What kind of struggles within cultural groups exists? ■

Are these struggles openly recognized and talked about? ■

Are there efforts to build alliances and coalitions between groups? ■

What issues do different cultural groups have in common? ■

These are just a few of the questions that can get one thinking about 
how to build a healthy community.

CULTURE BUILDING AND CONTEXT

Contextualization is communicating or providing a service in such a way 
that it addresses the needs of the people it seeks to serve. While the PHP 
is free to reach out in different ways to different groups, this freedom to 
contextualize does not mean that respect, benefi cence, and justice should 
in any way be compromised. While contextualization is not always easy, 
for the PHP to contextualize public health approaches, methods, and strat-
egies without compromising content will take preparation, patience, and 
perseverance.

In the book Healing into Action, authors Cherie Brown and George 
Mazza list principles that, when put into practice, help create a favorable 
environment for building diverse communities. 

In order for people to commit to working on diversity, every person 
needs to feel that they will be included and important. Whether the per-
son is a Japanese American woman, a White man, a Jew, a gay person, 
an African American, an Arab American, a fundamentalist Christian, or 
speaks with an accent, has a disability, is poor, or is wealthy—each per-
son needs to feel welcomed in the effort to create a diverse community. 
And each person needs to know that his or her culture is important to 
others.

Guilt doesn’t work in fostering diversity. Blaming people as a way of 
motivating them is not effective. Shaming people for being in a privileged 
position only causes people to feel bad; it doesn’t empower them to take 
action to change. People are more likely to change when they are appreci-
ated and liked, not condemned or guilt-tripped.

Treating everyone the same may be unintentionally oppressive. 
Although every person is unique, some of us have been mistreated or 
oppressed because we are a member of a particular group. If we ignore 
these present-day or historical differences, we may fail to understand the 
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needs of those individuals. Often people are afraid that recognizing dif-
ferences will divide people from each other. However, learning about cul-
tural differences can actually bring people closer together, because it can 
reveal important parts of each other’s lives. It can show us how much we 
have in common as human beings.

People can take on tough issues more readily when the issues are pre-
sented with a spirit of hope. We are bombarded daily with newspapers 
and TV reports of doom and gloom. People have a diffi cult time function-
ing at all when they feel there is no hope for change. When you present 
diversity issues you can say things like, “This is an excellent opportunity 
to build on the strengths that this organization has,” or “There is no reason 
why we can’t solve this problem together.”

Building a team around us is the most effective way of creating institu-
tional and community change around diversity issues. You will be more 
effective if you have a group of people around you that works together 
closely. People often try to go it alone, but we can lose sight of our goals 
and then become discouraged when operating solo. It is important to take 
the time to develop strong relationships with a core of people, and then 
work together as a group.

Recognize and work with the diversity already present in what appear 
to be homogenous groups. In working to combat racism and other forms 
of oppression many people become discouraged when they are unable to 
create a diverse group. Start by recognizing differences in religion, sexual 
orientation, socioeconomics, parenting, and class backgrounds, which 
will help create a climate that welcomes differences. It will also lay the 
groundwork for becoming more inclusive.

To sum up this section, sometimes “speaking the truth” can have nega-
tive connotations, especially in these days and times. Speaking the truth 
nowadays can be very unpleasant and can even be viewed as an insult-
ing, hard-hitting tactic of conveying the facts. But in many instances, it is 
not the “what” of the content as much it is the “how” the content is deliv-
ered. In public health, PHPs may be called upon to deliver important, 
yet stinging, health messages because they know the community needs 
to hear them. The challenge in the 21st century is to establish methods 
for addressing communities within the proper context and, therefore, the 
need for proper “contexualization” of all methods. This does not mean 
that respect, trust, justice, and all other fundamental truths required for 
working in disparate communities, or any others for that matter, should 
be compromised.

In working toward engaging, organizing, and developing diverse 
cultures or communities, there is much more to consider that cannot be 
covered here. Each PHP can help build healthy communities by engag-
ing families, organizations, institutions, and neighborhoods. To this end, 
everyone can make a commitment not to remain isolated from those who 
are different.
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THE DEMOGRAPHIC CHALLENGE: BIRTH DEARTH 
OR POPULATION BOMB

Although the problem itself may be complex, the essence of the demo-
graphic challenge is rather simple: The United States will be a truly mul-
ticultural country in the 21st century whether we like it or not. The only 
question unanswered is whether the country will embrace the future (and 
the social and economic challenges thereof) or fi ght tooth and nail to pre-
serve the status quo.

In 1987 conservative author and scholar Wattenberg released a book 
called The Birth Dearth whose subtitle asks What Happens When People 
in Free Countries Don’t Have Enough Babies? The unstated but obvious 
implication was that America and the Western world were on the verge 
of being overrun, not simply by people from “nonfree” countries but 
by (mostly) brown people who had no such problems “having enough 
babies.”1

In The Birth Dearth, Wattenberg cites the projection of demographers 
Bouvier and Gardiner (1986) that the White European share of the U.S. 
population will be no greater than 60% of the population by 2080. He was 
off by about 30 years. Here are a few brief statistics. 

Thirty-seven million Americans alive today were foreign born, and one 
in fi ve Americans is a fi rst- or second-generation immigrant (U.S. Census 
Bureau, 2010). Among the foreign born, nearly half were born in Latin 
America, and almost one-third were born in Mexico. First generation 
immigrants (or as designated in census terminology “foreign born”) in 
2009 comprised 12.5% of the U.S. population.

In the 2010 census, Hispanics (both immigrant and native born) made 
up 16.3% of the U.S. population, compared to 12.5% in the 2000 census, the 
largest increase of any ethnic group (see Table 4.1).

For the period from 2005 to 2050, new immigrants and their descen-
dants will account for 82% of the population increase. Births in the United 
States (in contrast to immigration of the foreign born) will play a growing 
role in Hispanic and Asian population growth. As a result, a smaller pro-
portion of both groups will be foreign born in 2050 than is the case now. 
The non-Hispanic White population will increase more slowly than other 
racial and ethnic groups; Whites will become a minority (47%) by 2050. 
Programs and social interventions will increasingly have to acknowledge 
not only the increased “browning” of America, but the younger age of 
these fi rst- and second-generation immigrants.2

As of 2007, children of immigrants accounted for 22% of all American 
children. Of these, eight out of 10 children are racial or ethnic minorities, 
and 55% are Hispanic. Contrary to stereotype, 81% of children in immi-
grant families speak English very well; however only 37% of parents 
report satisfactory English profi ciency (Mather, 2009).
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Of those children under six years of age in immigrant families, 93% are 
U.S. citizens. For 29% of these children, however, at least one parent is an 
undocumented immigrant, often affecting the child’s likelihood of receiv-
ing social benefi ts or medical coverage for which they are eligible (Capps, 
Fix, Ost, Reardon-Anderson, & Passel, 2005).

Many of these children are at risk for poverty, and four principal fac-
tors account for much of their risk of living in poverty: (1) parents’ edu-
cation, (2) parents’ citizenship status, (3) length of time in the country, 
and (4) language profi ciency. Poverty rates for immigrants range from 
9% for children with none of these risk factors, to 48% for those children 
with all four (Mather, 2009).

Most immigrants in the United States are not here illegally. Although 
numerical estimates of undocumented immigrants are often controversial, 
most undocumented immigrants are recent arrivals, while most long-term 
residents have normalized their status. The Pew Hispanic Center esti-
mated that there were about 11.2 million undocumented immigrants in 
the United States in 2010 (3.7% of the population), with 8 million of these 
in the workforce (5.2% of the workforce) (Passel & Cohn, 2011).

PEW HISPANIC CENTER DATA, 20033: RECENT IMMIGRANTS
RESIDENT IN THE UNITED STATES FEWER THAN 10 YEARS

Undocumented4 46%

Legal noncitizens 42%

Temporary residents 6%

Naturalized citizens 5%

RESIDENT IN THE UNITED STATES MORE THAN 10 YEARS

Undocumented 17%

Legal noncitizens 31%

Temporary residents 0%

Naturalized citizens 52%

TABLE 4.1 Overview of Race and Hispanic Origin 2010

2000 CENSUS 2010 CENSUS CHANGE (%)

U.S. Population 281.4 million 308.7 million +27.3 million (9%)

Non-Hispanic White 194.6 (69%) 196.8 (64%) +2.3 (1.2%)

Hispanic 35.3 (12.5%) 50.5 (16.3%) +15.2 (43%)

Black 34.7 (12.3%) 38.9 (12.6%) +4.3 (12.3%)

Asian 10.2 (3.6%) 14.7 (4.8%) +4.4 (43%)

Source: U.S. Census Bureau (2011). 
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IMMIGRATION POLICY AND PRACTICE IN THE 
UNITED STATES: A HISTORICAL PERSPECTIVE

An understanding of the place of immigrants in American society and 
their human potential requires a brief review of American policy toward 
immigration and the role it has historically played in shaping the nature 
of U.S. immigration, both legal and illegal.

A timeline of contemporary U.S. immigration policy would have to 
consider at least four major events:

The McCarran Walter Act of 1952, conceived during the cold war, closed 
the door on many immigrants, and created the fi rst comprehensive barrier 
to immigration since the 19th century Asian Exclusion Act. Related to this 
was the subsequent 1953 Refugee Relief Act creating a special category 
of immigration favoring refugees from Communist countries, affecting 
Cuban immigrants in particular.

The Hart-Cellar Act of 1965, signed by Lyndon Johnson during an era 
of increasing race and civil rights consciousness, repealed 1952 nationality 
quotas and set up a radically new immigration policy. This policy gave 
preferential treatment for family members, set hemispheric quotas, and lib-
eralized employment preferences. It heralded a wave of legal immigration 
of working class migrants from the Caribbean, Asia, and Latin America. 
Ironically it had the reverse effect with respect to Mexican immigration, 
which no longer had favored status relative to other Latin American and 
Caribbean countries. Combined with the ending of the Bracero program5 
in 1964, the Mariel boatlift in 1980, and civil wars in El Salvador and Nica-
ragua, these actions had a direct and immediate effect of increasing illegal 
migration from Mexico, and from Central America through Mexico.

The 1990s legislative backlash occurred in response to increasing num-
bers (and visibility) of undocumented immigrants throughout the 1980s 
and 1990s. This anti-immigrant sentiment was focused primarily at Span-
ish-speaking immigrants—and more pointedly, at those from Mexico. 
Much of this reaction was notably focused on three key factors with life-
altering impact on immigrants’ health status: (1) jobs, (2) education, and 
(3) utilization of health care resources. A signifi cant weapon in this war on 
illegal immigration was the Illegal Immigration Reform and Immigrant 
Responsibility Act of 1996. This federal law allowed for mandatory deten-
tion and periods of exclusion, and generally placed more severe sanctions 
on undocumented immigrants than had heretofore been the case. Along 
with the 1996 Personal Responsibility and Work Opportunity Reconcili-
ation Act (more commonly called the 1996 Welfare Reform Act), these 
measures made undocumented immigrants ineligible for Medicaid, food 
stamps and welfare services, placed a 5-year bar on legal immigrants 
receiving Medicaid and other federal services (with the exception of emer-
gency medical services covered by Medicaid), and required that sponsors 
of legal migrants commit to pay for Medicaid or other federal assistance 

Murphy_PTR_CH04_27-07-12_77-116.indd   92Murphy_PTR_CH04_27-07-12_77-116.indd   92 8/7/2012   9:14:57 PM8/7/2012   9:14:57 PM



4 Culture Competency and CEOD Process  93

received by legal immigrants. These measures, as far as health and social 
services access was concerned, appeared to deprive both legal and undoc-
umented immigrants of needed health services (Fragomen, 1996; Okie, 
2007; Pati & Dasnagoulian, 2008).6

After 13 years of this national policy, during which the ranks of unin-
sured swelled from 36.5 million in 1994 to 46.5 million in 2006, and unin-
sured immigrants increased from 8.8% to 12.8% of the total, Congress 
partially reversed itself. The 2009 CHIP Reauthorization Act (CHIPRA) 
dispensed with the prohibition banning newly arriving legal immigrants 
from receiving Medicaid for 5 years, but only as it relates to pregnant 
women and children, and only “allowed” but did not require states to 
offer services.

The events of September 11, 2001, closed the door on both legal and ille-
gal immigration, and heralded a new wave of anti-immigrant sentiment. 
Although the process had started years before, the 9/11 crisis allowed 
anti-immigration activists to couch their arguments in terms of national 
security. Illegal immigration from Mexico became “the next great threat” 
to the country, and whatever national sentiment existed for immigration 
reform (including amnesty for those already residing in the U.S.) rapidly 
disintegrated. Among the new legislative proposals is one that would 
abolish the 14th Amendment of the Constitution guaranteeing citizenship 
to all persons born in the United States. This move targets the U.S.-born 
children of undocumented immigrants. The residual impact of the events 
of 9/11 on national attitudes and sentiment is still evolving.

THE RESPONSE OF NATIVE BORN TO IMMIGRANT: 
MELTING POT OR CAULDRON

America is coming to be, not a nationality, but a transnationality, a weaving 
back and forth of many threads of all sizes and colors. Any movement which 
attempts to thwart this weaving, or to dye the fabric any one color, or disen-
tangle the threads of the strands, is false to this cosmopolitan vision.

—Randolph Bourne, “Trans-National America” (1916)

Nativist sentiment in the United States is neither a new idea nor novel in 
its actions. Nativism, defi ned as intense opposition to an internal minor-
ity on the grounds of its foreign connections (Higham, 1955), is under-
standably linked to racism and ethnocentrism, and has emerged variously 
over the years as pledges to “take our country back” and “exert control 
over our borders.” Unfortunately, in this argument, sentiments are often 
divorced from reality (see, for example, Dittgen, 1997).

Connected to the concept of nativism is the principle of assimilation. 
However, where nativism has distinctly negative connotations, assimilation 
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has (traditionally) not only been an acceptable sentiment, but one overtly 
championed as a necessary part of becoming American—the much vaunted 
American “melting pot.” Under this rubric, America is a melting pot where 
different elements can “melt together” into a harmonious whole with a com-
mon culture. The metaphor (and its earlier incarnations) are centuries old.

While the American melting pot has remained a persistent feature of 
American folklore (as well as the manifesto of some serious-minded intel-
lectuals), arguments questioning this vision of America have existed for 
almost as long. Bourne, as early as 1916 (long before any infl ux of Mexicans, 
Asians, or Africans), questioned the concept of an Anglo-Saxon America 
in a now classical essay called “Trans-National America.” In it, he decries 
“hard-hearted old Brahmins virtuously indignant at the spectacle of the 
immigrant refusing to be melted,” and calls for a trans-national America, 
able to accept a variety of immigrants without requiring they strip them-
selves of “the literature and cultural traditions of their homeland.” Nei-
ther nativism nor ethnocentrism are new concepts in American thought or 
politics. In the 21st century they have simply taken on the added baggage 
of language and skin color.

Curiously, one aspect of the 21st-century world that Bourne could 
scarcely have imagined is the truly trans-national impact of America on the 
world. It seems oddly out of step for America to fear being overwhelmed 
by foreign infl uences when the United States is currently the source of 
a global cultural tsunami—American movies, sports, television person-
alities, fast-food, and on and on. The list is endless. Ironically, English is 
now so well established as the Lingua Franca of the business world (and 
popular culture) that French politicians are caught campaigning against 
American language hegemony.

A second aspect of transnationalism not envisioned in 1916 is that which 
is enabled and encouraged by modern transportation and communication. 
The immigrant in that era was separated from the native country by distance 
and time. Travel to the “homeland” and maintenance of a “foreign” culture 
were both equally diffi cult. There was, therefore, a rationale in adopting an 
American White Anglo-Saxon Protestant way of life. For today’s immigrant, 
isolation from their country of nativity is not only unnecessary but illogical.

In this context, assimilation is not a process that starts when immigrants 
land in this country; it is an ongoing evolution that permeates globally.

HEALTH STATUS OF IMMIGRANT POPULATIONS

For be it remembered, these children, with the training they receive—or do not 
receive—with the instincts they inherit and absorb in their growing up, are to 
be our future rulers, if our theory of government is worth anything.

—Jacob Riis, How the Other Half Lives (1997)
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A summary assessment of immigrant health status (if such is possible) 
would state that the health of immigrants is generally better than that of 
native-born Americans of the same race and ethnicity, often declines after 
migration, improves with the second-generation, and declines thereaf-
ter—the so-called “immigrant paradox.” Because the immigrant popula-
tion is quite heterogeneous, however, that summary statement requires 
some qualifi cation.

Immigrants have been found to do better than native-born Americans 
over a wide range of specifi c health indicators—adult perinatal, and infant 
mortality; self-assessed health status; disability days; work-loss days 
and physician visits; and hospitalization rates7 (Cunningham, Reuben, 
& Narayan, 2008; Lucas, Barr-Anderson, & Kington, 2003). Some cause-
specifi c mortality rates are higher for immigrants—for example, stomach 
cancer and homicide—whereas other cause-specifi c rates are appreciably 
lower: cardiovascular disease, overall adjusted cancer mortality, prostate 
cancer, COPD, unintentional injuries, suicide and fi rearm injuries (Singh 
& Siahpush, 2001).

Considerable differences also exist between immigrant populations of 
different nativity—for example, Vietnamese women have a rate of cervi-
cal cancer that is higher than that of both Black and White women, and 
is about 6 times that of Japanese and Chinese women (Williams, 2002). 
Correspondingly, while immigrant women as a group have lower infant 
mortality rates than native-born, rates vary considerably by race, ethnic-
ity and country of origin. For example, Liu and Laraque (2006) in New 
York City found that the immigrant’s advantage over native-born was 
almost entirely due to Asian, European, and South American immigrants, 
whereas immigrants from Africa, Central America, and the Caribbean 
had infant mortality rates higher than the U.S. average, but lower than 
the average for U.S.-born Blacks. Mexican immigrants report lower self-
assessed health status than other Hispanic immigrant groups, a difference 
that is moderated but not abolished by controlling for socioeconomic sta-
tus (Akresh & Frank, 2008).

Compared to the U.S.-born population, immigrants tend to have more 
positive health behaviors and fewer negative health behaviors (Lucas et al., 
2003; Singh & Siahpush, 2001). However, over successive generations (and 
in some cases, over time within a single generation), immigrants tend to 
become more American in likes, dislikes, culture, and practices. Thus, their 
socioeconomic status, health status, health behaviors, and health care uti-
lization might be expected to also become more “American.” This is true 
in some cases (Broman, Neighbors, Delva, Torres, & Jackson, 2008; Jackson 
et al., 2007; Williams et al., 2007) but in others is not quite so straight-
forward (Kalmijn, 1996; Singh, Kogan, & Yu, 2009). In particular, a drift 
toward the negative health characteristics of the host population is often 
found—adoption of poor diet, sedentary lifestyle, increased prevalence of 
drug use, and so on—a scenario some have attributed to negative effects 
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of acculturation, and termed “unhealthy assimilation” (Antecol & Bedard, 
2006).

What, then, is one to make of these disparities in health status? As a 
group, one could assume that the immigrant population is doing well. 
However, hidden in those reassuring statistics are some consistent pat-
terns—language barriers play a large role in adverse heath outcomes, and 
immigrants from non-English-speaking countries tend to do less well when 
compared to English speaking immigrants (although there are exceptions, 
for example, among South American and European immigrants). Poverty 
appears to play an even greater role than language, and education like-
wise. Moreover, while socioeconomic status (SES) is often controlled for in 
evaluations of immigrant health, racial/ethnic differences often exist not 
only in socioeconomic status, but in its subcategories—“quality” of edu-
cation, purchasing power of income, stability of employment, and health 
risks of working in a particular occupation (Williams & Collins, 1995).

In reality, the health status of current immigrants is very much tied to 
their progress in a number of overlapping dimensions, health care being 
only one, and in many respects not the most important one when com-
pared to socioeconomic well-being. Working with these communities must 
therefore take a much broader view of “health” than might be necessary in 
dealing with more stable, more affl uent individuals and communities.

THE IRONY OF HEALTH CARE FOR IMMIGRANTS: 
THE INEQUITY SURPRISE

As interns and residents, young doctors get their training by practicing on the 
hospital ward and clinic patients—generally non-white. Later they make their 
money by practicing for a paying clientele—generally white. White patients 
are “customers;” black patients are “teaching material.” White patients pay 
for care with their money; black patients pay with their dignity and their com-
fort.

—Ehrenreich and Ehrenreich, The American Health Empire (1971)

Any evaluation of the health status of immigrants and children of immi-
grants in America necessarily requires attention to health care quality and 
health care access. These in turn raise the inevitable question of health 
insurance (public or private), which in America is unavoidably linked to 
an individual’s chances of accessing any but the most basic services. A few 
statistics follow.

Recent census fi gures for 2009 place the total uninsured population at 
50.7 million, including an estimated 676,000 elderly uninsured (65+ years 
of age), and 7.5 million uninsured children (Kaiser Commission on Med-
icaid and the Uninsured, 2010). While native-born Americans account for 
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three-quarters of all uninsured, immigrants account for an estimated 12.3 
million uninsured, or 26.6% of the total uninsured (Current Population 
Survey data, 2004–2006, cited in Fronstin, 2008). On average the uninsured 
incur less than half the annual health care costs of the insured ($1,668 in 
2008 versus $4,463 per person for insured individuals); about one-third of 
that cost is paid for out of pocket by the uninsured (Kaiser Commission on 
Medicaid and the Uninsured, 2010).

Immigrants as a group spend only one-half to two-thirds the medical 
expenditure of native-born Americans, even when fully insured. When 
controlled for other factors, they averaged 14% to 20% less than the native 
born. Recent immigrants are responsible for a little more than 1% of public 
(governmental) expenditure on health care although they constitute 5% of 
the adult population (Ku, 2009). Contrary to stereotype, immigrants as a 
group are sparing users of health services.

With respect to the burden of the uninsured immigrant population, a 
mere four states—California, Texas, Florida, and New York—account for 
over half (58.8%) of the total of uninsured immigrants in the United States. 
These states also account for a signifi cant proportion of uninsured in gen-
eral—41% of the nonelderly uninsured (immigrant and native born) reside 
in these four states (Fronstin, 2008). In California, not only is the burden 
of the uninsured high (6.6 million), but 48% of their uninsured populace is 
accounted for by immigrants. California, as a whole, accounts for a 27.1% 
share of the nation’s total uninsured immigrants.

Despite the common belief that immigrants drive up the cost of health 
care, the uninsured (immigrant and native born) are responsible for only 
2% overall of the cost of health care in the United States ($57 billion in 
2008, a not insignifi cant amount, but by no means a major contributor to 
the $2.4 trillion cost of U.S. health care in 2008 [Kaiser Commission on 
Medicaid and the Uninsured, 2010]).8 Using the estimate of 26.6% of the 
uninsured being immigrants (Fronstin, 2008) means immigrants would 
account for approximately $15.2 billion of uncompensated care or 0.53% 
of total U.S. health care cost.9 This total is slightly misleading since cost is 
not born equally, but falls disproportionately on the states with the highest 
proportions of immigrants. Moreover, 60% of uninsured costs are born by 
hospitals, and among hospitals the burden is similarly not shared equally, 
but invariably borne by a handful of “charity hospitals” and inner city 
hospitals serving the poor and near poor.

Concern for the health of immigrants cannot be divorced from concern 
for the children of immigrants. An almost universal article of faith held 
by immigrants (legal and illegal) is belief in a better life for their chil-
dren. From a public health perspective, the objective of keeping children 
healthy is both altruistic and one of self-interest. There can be only limited 
improvement in the health status of the nation at large without success in 
addressing health disparities.10 And there can be no success in addressing 
disparities without including the immigrant populations in this “nation 
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of immigrants” (Hernandez & Charney, 1998; Mahoney, 2004; Portes & 
Rumbaut, 2001; Telles & Ortiz, 2008).

Most private health insurance in the United States is employer-pro-
vided. However, only 39% of noncitizen immigrants have employer-pro-
vided health care, whereas 64% of native-born and 64% of foreign-born 
U.S. citizens do, largely because new immigrants are disproportionately 
employed in low-income occupations that do not provide health insur-
ance11 (Carrasquillo, Carrasquillo, & Shea, 2000).

Ironically, immigrants who lack insurance are faced with a contradictory 
costing mechanism that few are familiar with from their native countries. 
Because insurance companies negotiate rates with providers and hospi-
tals, patents with insurance are charged signifi cantly less than those with-
out insurance. This results in the somewhat incongruous (and defi nitely 
illogical) situation where those least able to pay are charged the most. For 
example, Anderson (2007) found rates charged to uninsured and self-pay 
patients were often 2.5 times rates charged to insured patients, and more 
than three times Medicare allowable charges.12 Because “nobody actually 
pays billed charges” this inequity is justifi ed (or so the argument goes). 
Unfortunately, the argument fails to ask what happens to the self-paying 
patient who, for reasons of conscience or culture, feels obligated to pay 
what was charged.

The 2010 Health Reform Law (Patient Protection and Affordable Care 
Act of 2010) is expected to expand health care coverage to signifi cant num-
bers of poor uninsured, mainly through expansion of Medicaid and CHIP 
programs and subsidies for insurance premiums, but will not provide 
any provision for medical care to undocumented immigrants and main-
tains most of the existing prohibitions from the 1996 Illegal Immigration 
Reform and Immigrant Responsibility Act, and the Welfare Reform Act of 
1996. Barring any unexpected change in legislation, the health care status 
of immigrants is expected to remain in limbo for the foreseeable future.

GENERATIONAL DIFFERENCES AND GENERATIONAL CHANGE: 
ASSIMILATION—YES OR NO?

Traditional thinking with respect to immigrant assimilation has histori-
cally proposed that over successive generations, immigrants become more 
closely approximated to the host population, progressively erasing defi -
cits in educational attainment, economic achievement and health status 
along seven dimensions—cultural, structural, marital, identity, prejudice, 
discrimination, and civic assimilation (Gordon, 1964). Unfortunately, while 
this model might hold true for successive generations of European immi-
grants, its validity has been questioned with respect to major Segments 
of today’s immigrant populations, as documented in exhaustive detail by 
Portes and Rumbaut (2001) and Telles and Ortiz (2008). Asian and White 
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Europeans consistently appear to fare better than other immigrants of color, 
both in health and socioeconomic spheres. This disparity exists even when 
factors such as schooling and parental education are controlled.

Among generations of Hispanic immigrants there is a ready explanation 
for their inability to do well. Whether one accepts the view or not, one can 
easily identify language, parent’s education, and immigration status—so-
called “social capital”—as factors that probably are responsible for their 
failure to do well.13 This hypothesis, applied to the Cuban American expe-
rience, however, presents a mixed picture: Cuban Americans in Miami 
are an ethnic enclave of immigrants who are not native English speakers. 
Cuban Americans have had a number of advantages, however. As profes-
sionals fl eeing communist Cuba, the fi rst Cuban immigrants were highly 
educated and highly entrepreneurial, two signifi cant contributors to social 
capital. Additionally, Miami’s post-1960 Cuban immigrants were granted 
refugee status, making them eligible for federal assistance, training, and 
resettlement programs not available to other immigrant groups—more 
social capital. So, as described by Portes and Rumbaut (2006): “Instead 
of complaining about discrimination or arguing about minority rights, 
Cubans laid claim to the city.”

As a result, Cuban Americans are the most successful Hispanic group, 
both politically and economically. Although doing better than other His-
panics, however, they still rank lower in income, occupation, and education 
levels than the American average (Boswell, 2002). Moreover, assimilation 
does not seem to have included overcoming the ethnic enclave.

Among Asian immigrants, East Indian, Chinese, and Korean immigrants 
likewise do signifi cantly better than Vietnamese, Laotians, and Cambodi-
ans, again largely attributable to differences in social capital—education 
level, employability in high-wage jobs, and language competency. These 
allow the former group upward mobility and the latter a legacy of social 
and economic marginalization (Uba, 1994).

Telles and Ortiz’s 35-year follow-up of the 1965 Mexican American 
Study Project is a particularly important signpost because it follows an 
immigrant cohort through four individual generations, assessing the 
U.S.-born children of U.S.-born parents and grandparents. Most analyses 
aggregate these “children of immigrants” as part of the native-born com-
parison group. Telles and Ortiz’s analyses, however, confi rm a failure of 
traditional assimilation among later generations, with most improvement 
shown in the second generation and deterioration or stagnation in subse-
quent generations. Contrary to assimilation theory, they found generation 
since immigration did not improve socioeconomic status (Telles & Ortiz, 
2008).

For immigrant Blacks, assimilation often means absorption into the 
African American mainstream. For many West Indian Blacks, with an 
awareness of American prejudices and the limited social standing of 
American Blacks, that is not an option. Hence, the tendency of fi rst and 
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second generation West Indians is to cling to their ethnic self-identity 
(Foner, 2001; Kasinitz, 1992; Waters, 1999); hence, also, the appeal of 
conservative (and some radical) intellectuals who identify West Indians 
as a separate subcategory from African Americans, possessed of greater 
ambition, education, initiative, and drive (Sowell, 1984; Williams, 1982; 
Wilson, 1978). While this may have been true for early West Indian 
immigrants (and there is some doubt in that respect), it is probably 
less characteristic of the later immigrant wave (see also Farley & Allen, 
1989).

In contrast to Gordon’s linear model of assimilation, others have 
outlined a model of “segmented assimilation,” most prominently, Alba 
and Nee (1997, 2003; Portes & Rumbaut, 2001). This theorizes that rigid 
boundaries—most signifi cantly racism and ethnicity—place a limit on 
some groups’ ability to fully integrate into the American mainstream, 
while other factors, such as human capital, urbanization, and the extent 
of spatial segregation, also affect the likelihood of assimilation. Thus, not 
all immigrants can be expected to assimilate into American society at the 
same rate, or to the same extent (Telles & Ortiz, 2008).

Finally, there is “downward assimilation.” This option is available 
when other options are not. Thus, the adoption of a counterculture life-
style—dropping out of school, drug use, gang membership, an adversarial 
social outlook, teen pregnancy, and crime. This is most likely an outlook 
to be found in second or third generations who do not share their par-
ents’ willingness to work long hours in low-paying jobs, but who lack the 
social capital for upward mobility. This is the least desirable outcome of 
assimilation.

The American dream beckons us. In the words of James Banks, “Our 
nation’s motto is e pluribus unum—out of many, one.” The changing ethnic 
texture of the United States intensifi es the challenge of educating citizens 
and creating an authentic unum that has moral authority. An authentic 
unum refl ects the experiences, hopes, and dreams of all the nation’s citi-
zens. An imposed unum, the kind that has existed throughout most of the 
nation’s history, refl ects one dominant cultural group. Our challenge, in 
this 21 century, is to establish an authentic unum that has moral authority 
and yet create moral, civic, and just communities in which citizens from 
diverse racial, ethnic, and cultural communities will participate and to 
which they will have allegiance.

EFFECTING CHANGE AND ESTABLISHING DIALOGUE: 
ORGANIZATION AS EDUCATION

 . . . Dialogue cannot exist without humility. The naming of the world, through 
which men constantly re-create the world, cannot be an act of arrogance. 
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 Dialogue, as the encounter of men addressed to the common task of learning 
and acting, is broken if the parties (or one of them) lack humility. How can 
I dialogue if I always project ignorance onto others and never perceive my 
own?

Paulo Friere, Pedagogy of the Oppressed (1986)

Previous chapters have already outlined both the theoretical and practical 
framework for successful community organization and development. The 
specifi c needs of immigrant populations (fi rst generation and subsequent 
generations) in many ways mirror the approaches necessary for working 
with U.S.-born minorities. Central to this is “cultural competency,” a well-
intentioned concept that unfortunately has now achieved the status of a 
buzz-word.

Much independent research has been published during recent years 
addressing health inequities, both with respect to native-born minori-
ties and immigrants. Predictably, this abundance of research and 
reports, documenting glaring disparities that “are with few exceptions, 
 remarkably consistent across a range of illnesses and health care ser-
vices,” has evoked some criticism, deriding it as “. . .  a data deluge that 
has led many observers to suggest that it is time to stop documenting 
disparities and turn our efforts to doing something about them” (Lurie, 
2005).

While the 2003 Institute of Medicine report—Unequal Treatment: Con-
fronting Racial and Ethnic Disparities in Health Care—does address “cross-
cultural communication,” it does so mainly within the context of the 
clinical encounter, and largely within the setting of formal medical edu-
cation. It offers three possible alternatives: the conventional approaches 
of enhancing knowledge (the multicultural/categorical approach) or atti-
tudes (the sensitivity/awareness approach), and a more current approach, 
focusing on “tools and skills” (the cross-cultural approach). While it 
acknowledges that very little has been published on the impact of these 
training approaches, it does stress that the attitudes necessary for cross-
cultural care “are those central to professionalism—humility, empathy, 
curiosity, respect, sensitivity, and awareness of all outside infl uences on 
the patient.” [emphasis added] This emphasis on humility and empathy 
has since become a recurring theme.

Without overtly acknowledging it, many of today’s efforts to enhance 
“cultural competence” owe a practical, if not ideological, debt to Paulo 
Friere. His approach to working with rural peasants in Brazil four decades 
ago (minus its Marxist rhetoric) is often mirrored in current paradigms of 
cultural competency (see also Casale & Clancy, 2009).

Friere terms the traditional approach to education (and here one 
can insert “traditional health education” or “traditional doctor-patient 
relationship”) the banking concept of education, wherein the student 
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(community member/patient) is a “receptacle” to be “fi lled” by the 
teacher (health educator/doctor). In this paradigm, he notes: “The 
teacher teaches and the students are taught; the teacher knows every-
thing and the students know nothing; the teacher thinks and the students 
are thought about; the teacher talks and the students listen—meekly” 
(1986, p. 59).

The alternative—authentic education—is characterized by humility, and 
“. . . is not carried about by ‘A’ for ‘B’ or by ‘A’ about ‘B,’ but rather by ‘A’ 
with ‘B,’. . . ” (Friere, 1986, p. 82). This is a concept that is easy to enunciate, 
harder to implement. One attempt to do so is the process of practicing 
cultural competency by embracing cultural humility.

Cultural humility has been described as a process of cultural compe-
tence “. . . defi ned not by a discrete endpoint but as a commitment and 
active engagement in a lifelong process that individuals enter into on an 
ongoing basis with patients, communities, colleagues, and with them-
selves” (Brown, quoted in Tervalon & Murray-Garcia, 1998). It is a pro-
cess that, by defi nition, cannot be limited to the individual but needs to 
include social context and a community approach that considers, and 
works toward, a concept of community health and well-being, rather than 
mere diagnosis and treatment of disease.

A necessary component to this lifelong learning process or “dia-
logue” is the question of humility—not to negate the knowledge base 
of the physician/health educator or community organizer but to allow 
for the merest possibility of relevant knowledge in the patient/commu-
nity/individual. Integral to this approach is a deliberate and conscious 
attitude of self-refl ection and humility. Indeed, as Tervalon notes, “. . . an 
isolated increase in knowledge without a consequent change in attitude 
and behavior is of questionable value.” At the community level, this 
calls for “mutually benefi cial, nonpaternalistic and respectful working 
relationships with community members and organizations” (Tervalon 
& Murray-Garcia, 1998). In this setting, stereotypes can be avoided, and 
interactions between the health care provider and patient or commu-
nity can take place not merely in a single dimension (teacher/student) 
but in a multidimensional context. Ridley (1995) gives a useful exam-
ple of how such a multidimensional picture can be painted. Consider 
(for example) a Mexican American who is not simply an ethnic cutout, 
but holds “conjoint membership in eight cultural roles . . . as a Mexican 
American, male, father, husband, Catholic, mechanic, night-school stu-
dent, and resident of East Los Angeles” (Ridley, 1995, quoted in  Tervalon 
& Murray-Garcia, 1998).

Culture (and thus cultural competency) is never one-dimensional. Like 
the Mexican American/Catholic/student/mechanic above, personal 
culture is shaped “not only by our ethnicity and skin color, but also by 
our class, age, experiences, physical abilities, gender, language(s), reli-
gion, politics, education, sexual orientation, socioeconomic status, and 
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residential status” (California Health Advocates, 2007). Understandably 
this approach is especially germane in any attempt to deal constructively 
with immigrant groups, just as it is with individuals.

The process of listening, if it is to be genuine, may need to delay or 
divert goals and objectives that health professionals or planners may 
have. It may require fl uidity not only in methods to achieve an objective, 
but perhaps reexamination of the objectives themselves, not an easy task 
in grant-funded or time-limited projects.

There is also an alternative approach. That is an approach to cultural 
competency that consists of “a veritable laundry list of traditional beliefs 
and practices ostensibly characteristic of particular ethnic groups” (Hunt, 
2001). Such pigeonholing by race or ethnicity does nothing to promote 
dialogue, and ironically, often promotes community passivity and rein-
forces stereotypes. The negative impact becomes magnifi ed when infor-
mation is not only stereotypical, but wrong.

What, therefore, can be done in concrete terms? A number of tested 
alternatives have been suggested: The formation of ethnic mutual assis-
tance associations (MAAs) is one of several possible community strate-
gies, as is a role for ethnically based service providers (EBSPs). Moreover, 
since these approaches are not mutually exclusive, there are also comple-
mentary roles for more traditional organizational structures—such as tra-
ditional community organizations, immigrant rights organizations, and 
crossover organizations (Applied Research Center, 2002). Where numbers 
and status allow, organized political advocacy and direct political repre-
sentation are a possible step toward formal participation in the political 
system. In the current political landscape, this could be a potent addition 
to a community’s toolkit (see, for example, Rogers, 2006).

Mutual assistance associations are, in essence, ethnically based organi-
zations that may be structured around religion, families or clans, common 
politics, or cultural organizations. They are not a new idea, but have existed 
for decades as mutual benefi t and relief societies among both immigrant and 
African American communities, and have roots in late 19th-century migra-
tions from the South and the Caribbean (Watkins-Owens, 1996). They address 
self-identifi ed needs of the ethnic community. They may also be eligible for 
grants or public funding and may choose to incorporate as non-profi ts to bet-
ter avail themselves of such funding, but may need to draw a delicate balance 
between being an authentic community organization or a grant-driven “cor-
poration” divorced from the community by its very sustenance.

WEST INDIAN IN AMERICA: IDEAL MINORITY OR 
DUST IN THE WIND

According to 2009 census estimates, there are an estimated 2.54 million 
Americans of West Indian ancestry and 2.85 million of African ancestry 
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(U.S. Census Bureau, 2009). West Indians comprise roughly 6% of the 
Black population, and a miniscule portion of the overall U.S. population, 
but fully one-third of New York’s Black population (Rogers, 2006).

The number of West Indian immigrants is modest in comparison to 
other immigrant groups. However, their infl uence on America has always 
been disproportionate to their numbers. The roster of Caribbean immi-
grants who have played critical roles in American history has also served 
to boost the profi le of the Caribbean immigrant as a class (James, 1998; 
Watkins-Owens, 1996).

The West Indian population (in some ways like the Indian subcontinent) 
is distinct in that its immigrants are from former colonies of Great Britain, 
are native English speakers, and have traditionally benefi tted from a stan-
dardized English school system. In this respect there are, in some ways, 
closer cultural connections between Southeast Asian immigrants and 
West Indians than there are between West Indians and African Americans, 
more so when considering that 40% of Trinidadians and 51% of Guyanese 
are, in fact, East Indian in origin, and retain many of the characteristics of 
that culture—Hindu or Muslim religion, language competency, and food 
preferences. Moreover, much of the Afro-West Indian population also has 
absorbed the cross-cultural character of their Indo-Caribbean compatriots. 
This colonial inheritance has both positive and adverse consequences.

Among commonly held assumptions is one often repeated regarding 
Caribbean immigrants—the characterization of Black immigrants from the 
Caribbean as more successful, more educated, and higher in educational 
status and earnings than African Americans. Over decades, the argument 
has been used to support the thesis that African Americans were not so 
much disadvantaged by racism but rather by a lack of social capital relative 
to other “successful” minorities—Jews, West Indians, and Asians (Glazer & 
Moynihan, 1963; Sowell, 1978). Although repeated often, this hypothesis has 
proven vulnerable to empirical evidence (Model, 1991; Woodbury, 1993). 
As noted by Hintzen (2001): “These claims about West Indians’ success are 
much more important for the part they play in the ideology of race relations 
than for what they say about the reality of the West Indian immigrant pres-
ence.” In fact, while several recent studies have confi rmed some advantage 
of fi rst and second generation Caribbean Blacks over native-born African 
Americans, the differences have generally proven smaller than commonly 
believed, were often limited to English-speakers, and by no means approxi-
mated the SES of Whites. In fact, part of the discrepancy may simply be due 
to the fact that West Indians, as a whole, have settled almost exclusively in 
the Northeast (where salaries and SES are higher) and native-born Blacks in 
substantial numbers in the South (Kalmijn, 1996).

As noted by Farley and Allen: “If we had found that West Indian 
migrants consistently earned more than native Blacks, the evidence would 
have supported Sowell’s hypothesis that immigrants have a culture dif-
ferentiating them from native Blacks. If we additionally had found that 
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foreign-born Blacks earned as much as comparable Whites, the evidence 
would have challenged the hypothesis that racial discrimination accounts 
for the current economic status of Blacks” (Farley & Allen, 1989).

The status of West Indians as an ideal minority seems pretty well dis-
credited. Likewise the idea that a seamless integration of migrants of every 
color, creed, and race can (or should) be the goal of American assimilation. 
Still, there is suffi cient history of successful organization within enclaves 
of West Indian residents, as well as a considerable record of successful 
social cooperation and political alliance with African Americans (Rogers, 
2006; Watkins-Owens, 1996), to make the possibility of future alliances 
both feasible and desirable.

Case Study Exercises

Individually, or as a group, review the following case studies and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each question or exercise. Your professor/
instructor will provide you with specifi c guidance on how you are to report your 
fi ndings for the class.

Case Study 4.1: U.S. Immigration and the West Indian Phenom

Perhaps 50% of all West Indians in America live in or around the fi ve 
boroughs of the City of New York, spatially segregated in ethnic enclaves 
that they share to a limited extent with native-born African Americans, 
Asian immigrants, and Hispanics (mainly Puerto Ricans), but largely 
separate from the non-Hispanic White population. Immigration fi gures 
suggest that over half of the Jamaicans and Trinidadians, and three-quar-
ters of the Guyanese legally entering the United States have settled in 
the New York region (Immigration and Naturalization Service, cited in 
Foner, 2001)

About two-fi fths of the “Black” population of New York City is of West 
Indian ancestry. Jamaicans are the most numerous, followed by Trini-
dadians and Guyanese. Both the latter countries (and their New York 
communities) contain large population segments of East Indian ancestry, 
who do not normally self-identify as Black West Indian, but do strongly 
identify by nationality (as Trinidadian, Guyanese, or West Indian).

The borough of Brooklyn is home to the largest number of West Indi-
ans. Central Brooklyn has the largest concentration and has more diverse 
West Indian nationalities than any other borough. The area is also home to 
a large segment of Haitian immigrants, who share many cultural charac-
teristics with English-speaking West Indians.

The central Brooklyn enclave is 30% West Indian, 52% African Ameri-
can, 10% Hispanic, and 8.8% non-Hispanic White. The largest West Indian 
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segments are Jamaicans (8.6% of the total), Haitians (6.8%), “other” West 
Indians (4.4%), Trinidadians (3.8%), and Guyanese (3.2%). Many of these 
West Indians are recent fi rst-generation immigrants.

In the middle of this West Indian enclave is an enclave-within-an-
enclave of Orthodox Hassidic Jews, with whom the Black community has 
little social interaction. In fact, whatever interaction has occurred has often 
been confrontational.

Jamaicans come from a country of 2.8 million; Trinidadians, a country 
of 1.3 million; Haitians from a country of 9 million, which because of 
its poverty, is often not given as much standing within the West Indian 
community as its population might suggest. Because Haitians are native 
French and French-Creole speakers, they may also not be as easily assim-
ilated into the English-speaking West Indian community. This is impor-
tant because a hierarchy sometimes exists in West Indian immigrant 
neighborhoods—Jamaicans often referring to the other West Indian 
countries (including the South American nation of Guyana) as “small 
islands” and their inhabitants as “small-islanders”—a source of some 
resentment among small-islanders (particularly Trinidadians, whose 
home country, because of oil and natural gas reserves is doing consider-
ably better economically than Jamaica). Because Jamaicans are also bet-
ter known internationally, their community leaders often feel a “natural 
leadership” of West Indian immigrant communities—again a traditional 
source of confl ict between “Trinidadian leaders” and “Jamaican leaders” 
in the diaspora.

Most West Indians in this enclave are working class, and often employed 
in a number of niche industries—private and public hospitals, trucking 
and private transport (primarily taxi services), public transport (bus and 
subway), service industries (hotels, restaurants, and department stores), 
and the public sector (schools, administration, human resources). A rel-
atively small number are self-employed or are business owners (Foner, 
2001).

New York health offi cials have identifi ed a signifi cant public health 
problem among West Indians in Central Brooklyn to be infant mortal-
ity rates consistently higher than city averages among all West Indian 
nationalities, with the exception of women from Guyana and Trinidad 
and Tobago (Bayne-Smith et al, in Mahoney, 2004). Interviews with focus 
groups have found reluctance to use prenatal services based primarily on 
physical accessibility, perceived need, and cost. Other authors have found 
similar results (Pallotto, Collins, & David, 2000).

Study Questions

1.  How would you describe/assess the assimilation experience of the 
West Indian population in New York City?

2. What would you do to address the problem of high infant mortality?

Murphy_PTR_CH04_27-07-12_77-116.indd   106Murphy_PTR_CH04_27-07-12_77-116.indd   106 8/7/2012   9:14:58 PM8/7/2012   9:14:58 PM



4 Culture Competency and CEOD Process  107

3.  What additional information would help you design and outline a long-
term community intervention to address health problems in this enclave?

4.  How would you go about improving relations between the Hassidic 
Jewish community and the West Indian community? Would you 
attempt to?

5. What of the African American majority in this community?
6.  What sort of community organization(s) do you think might be feasible 

in a community such as this?
7.  What would be the potential strengths of such an approach? Weak-

nesses? Obstacles? Threats?

Case Study 4.2: CEOD, Public Health Practitioners, and Cultural 
Sensitivity

In some cultures, people feel uncomfortable with silence, so they speak 
to fi ll the silences. In other cultures, it is customary to wait for a period of 
silence before speaking. If there aren’t any silences, people from those cul-
tures may not ever speak. Also, members of some groups (women, people 
of low income, some racial and ethnic minorities, and others) don’t speak 
up because they have received messages from society at large that their 
contribution is not as important as others; they have gotten into the habit of 
deferring their thinking to the thinking of others. When some people don’t 
share their thinking, we all lose out. We all need the opinions and voices of 
those people who have traditionally been discouraged from contributing.

The PHP must work to support and respect minority and immigrant 
families and their values. It may already be a huge concession on the part 
of a family to allow a teenager to participate in extracurricular activities 
at all. We need to make allowances for the cultural differences and try to 
help young people feel that they can have both worlds—instead of having 
to reject one set of values for another.

For example, as a community builder, it can help for the PHP to develop 
relationships with parents. If a young person sees her parents having rela-
tionships with people from the mainstream culture, it can help her feel that 
their family is accepted. It supports the teen in being more connected to her 
family and her community—and also, both relationships are critical protec-
tive factors for drug and alcohol abuse and other dangerous behaviors. In 
addition, in building relationships with parents, we develop lines of com-
munication, so when confl icts arise, they can be more easily resolved.

Study Exercises

1.  Describe how becoming impatient with people for not speaking is usu-
ally counter-productive.

2.  Describe what steps can be taken to structure a meeting to encourage 
the quieter people to speak.
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3.  Discuss how people from different cultures can go about better 
 understanding of persons not from their own culture.

4.  Discuss how immigrant families who grow up in the United States 
often feel torn between the majority culture and the culture of their 
families.

5.  Discuss how they can feel pressure from each culture to live according 
to its values, and feel they have to choose between the two.

NOTES

Wattenberg (2006) has repeatedly refuted the idea that the book is anti-immi-1. 
grant, but in it he has conceded that racial imbalance caused by the birth dearth 
could cause social turbulence among “those who feel that America must abso-
lutely remain a nation with a majority of citizens with a White European heri-
tage.”
In the 1990s, some in the gay community, faced with the challenge of organiz-2. 
ing in response to the AIDS epidemic, came up with a novel slogan “We’re 
here. We’re queer. Get used to it.” The immigrant community could well adopt 
a similar mantra: “We’re here. We ain’t going nowhere. Get used to it.”
Passel and Pew Hispanic Center (2008), personal communication, quoted in 3. 
Ku (2009).
The terms “illegal immigrant” or “illegal alien,” though technically and ety-4. 
mologically correct, are often considered politically charged or “loaded” terms. 
Some authors prefer the less judgmental term “undocumented immigrants” 
(or in the case of the Pew Center, “unauthorized immigrants”). The use here of 
undocumented immigrant, which is the most commonly used term in public 
health literature, is not meant to be a judgment on the morality of cross border 
migration, legal or illegal.
The Bracero (or strong arm) program refers to a set of immigration policies 5. 
initiated by the U.S. and Mexican governments during and after World War 
II, initially aimed at providing substitute labor for Americans fi ghting abroad, 
and subsequently to provide mostly cheap unskilled labor for the agricul-
tural industry—an idea recently resurrected as a “guest worker” component 
in contemporary immigration reform proposals. At its height, in the 1950s, 
the Bracero program was responsible for the legal employment of as many as 
444,000 Mexican guest workers annually, and almost 4.5 million over the life 
of the program (Garcia & Griego, 1996).
The Pew Center and others report that legal U.S. citizen children of undocu-6. 
mented immigrants are often deprived of services they may be legally entitled 
to because of the reluctance of parents to access government services through 
fear of arrest or deportation (Ku, 2006). It should also be noted that although 
non citizens are about three times more likely to be uninsured than citizens, 
they are not the primary burden of the uninsured population—81% of the 
uninsured are native born or naturalized U.S. citizens (Kaiser Commission on 
Medicaid and the Uninsured, 2010).
Acculturation and assimilation effects are often defi ned by age at arrival. 7. 
Various authors have highlighted “critical periods” for behaviors such as 
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smoking, use of health care services, and obesity-related dietary habits. Bates 
and Teitler (2008), for example, note that immigrant women arriving in the 
United States after a threshold age of 12 years had three-quarters the odds of 
having a low birthweight infant compared to the native born, whereas the odds 
for those arriving after age 12 were indistinguishable from the native born.
Approximately 75% of health care for the uninsured is paid for by state or 8. 
federal funds.
RAND Corporation researchers, using the estimate of undocumented immi-9. 
grants comprising 3.2% of the U.S. population, estimated undocumented 
immigrants account for about 1.5% of U.S. medical costs (Goldman, Smith, & 
Sood, 2006).
The 2010 AHRQ National Healthcare Disparities Report, which measures 250 10. 
measures across six dimensions (AHRQ, 2011), found that although quality 
of care was increasing overall, fewer than 20% of disparities faced by Blacks, 
American Indians and Alaskan Natives, Hispanics, and poor people showed 
evidence of improvement, and of core access measures, only one showed 
reduction in disparity (see also Clancy, 2006).
While immigrants were 11% of the U.S. population in 2002, they comprised 11. 
14% of all workers and 20% of low-wage workers (Capps, Fix, Passel, Ost, & 
Perez-Lopez, 2003).
Using payments actually received rather than hospital charges, Melnick and 12. 
Fonkych (2008) found the uninsured paid 18% to 20% more than was paid for 
Medicare patients.
Waldinger and Reichl (2006) note both the tendency for Mexican American 13. 
immigrants to leave school earlier, and have lower levels of high school gradu-
ation and subsequent schooling compared to other immigrants. On the other 
hand, they note that Mexican immigrant men who are early school leavers are 
the most likely of out-of-school youth to be working (89% vs. 87% for White 
native-born males and 67% for African American males). In the second gen-
eration, the percentage of Mexican immigrants in school at age 16 to 20 years 
increases from 40% to 60%, and for those age 21 to 25 years, from 7% to 24%. 
(Neither of these is anywhere near what one might consider acceptable levels 
of education for a 21st-century society.) The confl uence of early school leaving, 
low high school graduation rates, and employment in low-paying jobs at the 
bottom tier of the job market combine to give fi rst generation Mexican immi-
grants earnings that average half as much as that of White. While the second 
generation improved, it was only to 76% of native-born Whites.
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5
II COMMUNITY PARTNERSHIPS AND COLLABORATIONS

Academic–Community Partnerships for CEOD
Daniel S. Blumenthal

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to identify the characteristics of an equitable academic–commu- ■

nity partnership
How to defi ne and describe community-based participatory research  ■

(CBPR)
To identify and list at least three challenges faced by persons conduct- ■

ing CBPR
To identify the challenges to sustainability of an academic–community  ■

partnership
To identify what service-learning is and is not ■

To identify the types of academic–community partnerships that are  ■

developed for the purpose of providing community service

George Will, the conservative newspaper columnist, supposedly origi-
nated the joke, now a cliché:

The American condition can be summed up in three sentences we’re hearing 
these days: “Your check is in the mail.”

“I will still respect you in the morning.”
“I am from the government and I am here to help you.”

(Shapiro, 2006)

This joke is not likely to create much mirth in low-income minority 
communities, where most of the little help that is available does, in fact, 
come from the government. The line that is more likely to produce a bit-
ter chuckle is: “I’m from the university and I’m here to help you.” The reason 
for the cynical response is clear: university professors and their students 
have exploited poor communities for years, especially for research but 
often for teaching as well. Many faculty conduct studies in these com-
munities, administering questionnaires, taking samples, or conducting 
physical examinations. The faculty then return to campus, publish papers, 
win grants, and get promoted, while the community enjoys no benefi t. 
Alternatively, as a teaching exercise, the faculty may take their students 
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on “poverty tours” or send them to gather data on behalf of the professor. 
This has come to be known as “mosquito research”: “They show up in the 
summer, they suck your blood, and then they disappear.”

But times and ethics are changing. Universities, their faculty, and their 
students have begun to appreciate that communities and the people who 
live in them deserve to be treated with respect regardless of their eco-
nomic or educational status. The model that is being discarded as a relic of 
the 20th century spoke of the “community laboratory” and the “commu-
nity classroom.” And at Thanksgiving and Christmas, students conducted 
clothing drives or collected canned goods for the poor. A more contempo-
rary approach calls for this perspective:

The community is not a laboratory: To regard it as a laboratory rel- ■

egates the people who live there to the status of guinea pigs.
The community is not a classroom: To regard it as a classroom relegates  ■

the people who live there to the status of props for a teaching exercise.
The community is not a charity case: To regard it as a charity case denies  ■

the people who live there their dignity.

Rather, in research, education, and service, the community is a part-
ner, engaging with university faculty and students in activities that benefi t 
both.

In this chapter, we discuss academic–community partnerships that are 
created for the purpose of research, teaching, or service, or any combination 
of them. We recognize that communities may partner with entities other than 
academic institutions—for instance, businesses, nonprofi t organizations, 
churches, foundations, or government agencies. In fact, it has become fash-
ionable for almost any type of relationship with a community, no matter how 
tenuous, transient, or one sided, to label itself a “partnership.” However, this 
chapter will focus primarily on partnerships in which one party is a univer-
sity, college, or professional school, and we will draw some fairly defi nite 
boundaries around what can legitimately be called a partnership.

GENERAL PRINCIPLES OF ACADEMIC–COMMUNITY 
PARTNERSHIPS

Whether the purpose of the partnership is to conduct research, offer stu-
dents an educational experience, or provide services to needy (or not-so-
needy) people, it is the partnership itself that requires the most attention 
and effort. The organization Community–Campus Partnerships for Health 
has developed a widely accepted set of principles for such partnerships 
(2000), and this is as good a place to start as any. These supersede a very 
similar set of principles about which the organization published a book-
length discussion (Blumenthal, 2009).

Murphy_PTR_CH05_27-07-12_117-130.indd   118Murphy_PTR_CH05_27-07-12_117-130.indd   118 8/7/2012   9:14:27 PM8/7/2012   9:14:27 PM



5 Academic–Community Partnerships for CEOD  119

  1.  Partnerships form to serve a specifi c purpose and may take on new 
goals over time.

  2.  Partners have agreed upon mission, values, goals, measurable out-
comes and accountability for the partnership.

  3.  The relationship between partners is characterized by mutual trust, 
respect, genuineness, and commitment.

  4.  The partnership builds upon identifi ed strengths and assets, but also 
works to address needs and increase capacity of all partners.

  5.  The partnership balances power among partners and enables resources 
among partners to be shared.

  6.  Partners make clear and open communication an ongoing priority by 
striving to understand each other’s needs and self-interests, and by 
developing a common language.

  7.  Principles and processes for the partnership are established with the 
input and agreement of all partners, especially for decision making 
and confl ict resolution.

  8.  There is feedback among all stakeholders in the partnership, with the 
goal of continuously improving the partnership and its outcomes.

  9. Partners share the benefi ts of the partnership’s accomplishments.
 10. Partnerships can dissolve and need to plan a process for closure.

One might view an academic–community partnership as a marriage, 
and couples will recognize that an ideal marriage is built on these same 
principles. However, not all marriages, and not all academic–community 
partnerships, are ideal. A less-than-ideal marriage or partnership can 
continue to exist for a time even if some principles are not adhered to. 
Eventually, however, repair must take place or principle number 10 will 
take effect: The partnership or the marriage will end.

Probably the most important principle is number #3. The other prin-
ciples can be “put on hold” for a time. It may be, for instance, that com-
munication (#6) or feedback (#8) about a particular project will fail to take 
place, or that one partner will benefi t more than the other from a particu-
lar accomplishment (#9). These shortcomings can be repaired as long as 
there is trust and commitment. Without trust and commitment, however, 
the partnership will surely dissolve.

What is the relationship between these principles and the process of 
community organization and development (COD)? They both promote 
the same mission: permanent change in the community that leads to 
greater empowerment, prosperity, and good health. For many entities 
(health departments and other public agencies, community organizations, 
etc.), pursuing this mission is a “given,” and COD merely constitutes a 
recipe for achieving it. The same is not true of academic institutions; com-
munity improvement is not part of their traditional mission, at least not 
in any direct sense. Universities focus on education of their students and 
on the generation of new knowledge through research. Academicians are 
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also charged with providing service, but “service” usually means service 
to the institution (for instance, by serving on committees) or to the profes-
sion (for instance, by reviewing grant proposals or serving as an offi cer of 
a professional organization). At a medical school, service includes provid-
ing patient care.

The academic argument is that colleges and universities provide com-
munity benefi t by creating a more well-educated populace and by discov-
ering (for instance) new treatments and cures that will improve overall 
health. There is some truth to this argument but the isolationist attitude 
of many academic institutions has created their “ivory tower” reputation 
and the widespread view that they benefi t only the elite. To add to this 
reputation, many large universities are surrounded by poverty-stricken 
neighborhoods in which residents understandably feel like poor medieval 
serfs living resentfully within easy view of the castle of the wealthy lord.

THE COMMUNITY AS PATIENT

The relationship between academic health centers and communities has 
changed in recent years, just as the relationship between individual phy-
sicians and individual patients has changed. It is instructive to consider 
these parallels (Gamble, 1997).

Individuals previously known as “research subjects” are now “research 
participants,” and are to be treated as partners with doctors or scientists 
in conducting research. The informed consent process is to provide the 
participant with a full understanding of the purpose, risks, and potential 
benefi ts of the research.

In education, patients are no longer described as “teaching material.” 
Again, the patient is ideally part of a triad with the attending physician 
and the medical student—a full partner in the teaching exercise. And in 
clinical care, patients are no longer expected to follow “doctor’s orders;” 
instead they participate in “shared decision making” with their treating 
physician in selecting the best tests or treatments in accord with their per-
sonal values and preferences.

There are also differences, of course. The “community as patient” model 
teaches us to treat communities with respect, but it does not tell us how to 
organize a community, or how to create a partnership with a community. 
Some guidelines on the partnership development process follow.

RESEARCH PARTNERSHIPS

In many low-income minority communities, the term “research” has 
acquired a negative connotation. This is often attributed to the notorious 
Tuskegee Study of Untreated Syphilis in the Negro Male (see case study; 
Viswanathan, et al., 2004). But there are numerous other examples of 
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exploitative research and even among people who cannot cite specifi c exam-
ples, there is often a great deal of suspicion of research and researchers.

As a result, faculty proposing to do community-based research may fi nd 
themselves shunned by those of whom they wished to be their research 
subjects (or participants). Alternatively, they may be able to circumvent 
established community structures to recruit subjects, a strategy that can 
enable the completion of the research but is ultimately harmful to the com-
munity, violates the goals of community organization and development, 
and certainly does not represent a partnership.

COMMUNITY-BASED PARTICIPATORY RESEARCH

The unfortunate history of community-based research has led contempo-
rary scientists to develop an approach called community-based participatory 
research, or CBPR. This is an approach in which the community is to ben-
efi t from the process of the research as well as the outcome. It calls for the 
community to be involved in every phase of the research: identifying the 
topic, defi ning the research question, developing the protocol, conducting 
the study, and analyzing and disseminating the results.

CBPR virtually requires the COD process as a prerequisite; without this 
process, “the community” is undefi ned. In practice, some version of COD 
is likely to have already taken place and there may be a community orga-
nization or coalition with which the research team can partner. But it is 
important to identify an organization or coalition that truly does represent 
the population of potential research participants; a public agency or chari-
table foundation whose staff does not live in the community is unlikely, by 
itself, to be such an organization.

CBPR researchers have developed principles for conducting research 
in the community. In fact, many sets of principles have been published 

(Ahmed & Palermo, 2010; Green et al., 1995; Israel, Schulz, Parker, & 
Becker, 1998). Probably the most frequently cited are those formulated by 
Israel et al. (1998).

CBPR acknowledges community as a unit of identity.1. 
CBPR builds on strengths and resources within the community.2. 
CBPR facilitates a collaborative, equitable partnership in all phases of 3. 
research, involving an empowering and power-sharing process that 
attends to social inequalities.
CBPR fosters colearning and capacity building among all partners.4. 
CBPR integrates and achieves a balance between knowledge genera-5. 
tion and intervention for the mutual benefi t of all partners.
CBPR focuses on the local relevance of public health problems and on eco-6. 
logical perspectives that attend to the multiple determinants of health.
CBPR involves systems development using a cyclical and iterative 7. 
process.
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CBPR disseminates results to all partners and involves them in the 8. 
wider dissemination of results.
CBPR involves a long-term process and commitment to sustainability.9. 

The overlap with the “general partnership principles” listed earlier in 
this chapter is obvious, but the CBPR principles are directed particularly 
at altering the research process so that it provides benefi ts to the commu-
nity as well as to the researchers.

CBPR presents a number of unique challenges. The fi rst, as in any com-
munity partnership, is defi ning the community. It may be diffi cult to recruit 
a suffi cient number of participants for a research project from a small, 
geographically defi ned community. On the other hand, a large commu-
nity that is not defi ned by geography (for instance, “the African American 
Community”) may be too diffuse to enter into a meaningful partnership. 
The COD process can help solve the problem; one can, for instance, organize 
a community coalition that incorporates a number of contiguous geograph-
ically defi ned communities. Alternatively—or in addition—investigators 
and their community partners can recruit as many participants as possible 
from the defi ned community, then reach outside it for others.

Identifying community representatives that truly represent the com-
munity and its interests is a second challenge. Staff of social service or 
public health agencies that often sit on “advisory boards” may not actu-
ally live in the community. Elected offi cials are often seen as beholden to 
special interests rather than representative of the grass roots. Ideally, most 
community representatives will be community leaders who have broad-
based support and a sincere interest in health research.

Involving community representatives in every aspect of the research 
presents another set of problems. For instance, the topic to be researched 
may be determined more by the focus of the funding agency (e.g., the 
National Cancer Institute only funds cancer research) or the expertise of 
the lead professor than by the priorities of the community. Compromise 
may be the solution: If the community accepts the research proposed by 
the academic team, that team also needs to make a good-faith effort to 
identify faculty with the expertise to respond to community priorities and 
a funding agency that can provide the required resources.

Academics doing CBPR face their own set of issues. They often complain 
that institutional review boards do not understand this type of research 
and create barriers, such as requiring extensive consent documents for 
seemingly minimal-risk research. In addition, the time to publication may 
be longer for a CBPR project than for more traditional research. The part-
nership-building process itself may take a year or more. This means that 
CBPR faculty on the typical academic timetable for promotion and tenure 
may be at a disadvantage.

In addition, faculty engaged in CBPR may face criticism from both 
traditional research scientists and from fellow CBPR practitioners. From 
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the former may come the criticism that the research in CBPR is not suf-
fi ciently rigorous: that attending to community needs and priorities has 
superseded the requirements of good research methodology. From CBPR 
colleagues may come the criticism that the project was not suffi ciently par-
ticipatory: that attending to the rigor of the research has superseded the 
needs and priorities of the community.

Despite the challenges, faculty conducting research in the context of a 
community partnership need to strive to adhere to the principles of CBPR. 
To do otherwise is to undermine the partnership, to the detriment of both 
the community and the academic institution.

SUSTAINABILITY

The sustainability of a partnership is at particular risk when the partner-
ship is created specifi cally to carry out a grant-funded research project. 
Grants, whether offered by a federal agency, a foundation, or a corpora-
tion, are time-limited—typically 1 to 3 years and almost never more than 
5 years—and when the grant comes to an end, the academic–community 
partnership is likely to come to an end as well. It is perhaps for this rea-
son that commitment to sustainability is included in the CBPR principles 
listed earlier, while the list of general partnership principles near the 
beginning of this chapter does not mention sustainability (but, ironically, 
does address the dissolution of a partnership).

An academic institution that initiates a community partnership for the 
purpose of conducting a grant-funded research project and then abandons 
the community when the grant expires should be seen as particularly 
exploitative. In any grant-funded project, the university almost always 
commands the majority of the funding and controls the project. If, after 
reaping these benefi ts, the university walks away, the community gate-
keepers may understandably feel deceived and forsaken—and will be 
unlikely to cooperate when the next researcher from the university pro-
poses a partnership.

Ideally, an academic–community research partnership will be created 
before applying for a grant. This provides the best opportunity to adhere 
to CBPR principles: Community priorities can guide the grant-seeking 
process. In practice, however, this occurs relatively rarely. More often, it 
is the opportunity to secure a grant—or even a grant that is already in 
hand—that motivates the university to seek a liaison with a community. In 
this case, a commitment to continue the partnership beyond the lifespan 
of the grant, regardless of the status of grant funding, should be funda-
mental to the university’s understanding with the community.

There are two principal ways in which the university can participate 
in the partnership in the absence of funding. First, of course, the partners 
can continue to work together to seek funding. Second, the university 
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can provide services to the community: health education and promotion, 
tutoring or mentoring for children and youth, health fairs, and more. 
Faculty often balk at the idea of time-consuming involvement of this 
sort in the absence of compensation. But that is the nature of genuine 
partnership. It is well to remember that in most partnerships, the com-
munity participants are not compensated for their time. Moreover, con-
tinuing partnership activities in the absence of funding can be viewed as 
an investment: groundwork is being laid for the next grant.

EDUCATIONAL PARTNERSHIPS

Academic institutions usually require extramural funding (grants) to con-
duct research, but the cost of educating their students is supported with 
institutional funds, derived from tuition, state appropriations (in the case 
of a public university), endowment income, and donations. For this rea-
son, academic–community partnerships created for educational purposes 
have the potential to be more stable than research partnerships, which are 
threatened whenever a grant expires.

Community-based education usually takes the form of service-learning, an 
activity that has become popular at levels ranging from elementary school 
to graduate and professional school. Typically, a student or group of stu-
dents is assigned to a community agency to assist agency staff in carrying 
out their responsibilities. The agency benefi ts from the student’s labors, and 
the student learns about the community needs addressed by the agency.

Service-learning is promoted by the federal government, and the 
Community Service Act of 1990, which authorized the Learn and Serve 
America grant program, defi nes service-learning as:

A method under which students or participants learn and develop 
through active participation in thoughtfully organized service that is 
conducted in and meets the needs of a community; is coordinated with 
an elementary school, secondary school, institution of higher education, 
or community service program, and with the community; and helps 
foster civic responsibility; and that is integrated into and enhances the 
academic curriculum of the students, or the educational components of 
the community service program in which the participants are enrolled; 
and provides structured time for the students or participants to refl ect 
on the service experience. 

Service-learning is usually characterized as having the following 
components:

Curricular connections:  ■ Integrating learning into a service project is key. 
Academic ties should be clear and build upon existing disciplinary skills.

Murphy_PTR_CH05_27-07-12_117-130.indd   124Murphy_PTR_CH05_27-07-12_117-130.indd   124 8/7/2012   9:14:27 PM8/7/2012   9:14:27 PM



5 Academic–Community Partnerships for CEOD  125

Student voice:  ■ Beyond being actively engaged in the project itself, stu-
dents have the opportunity to select, design, implement, and evalu-
ate their service activity, encouraging relevancy and sustained interest 
(http://en.wikipedia.org/wiki/Youth_voice).
Refl ection:  ■ Structured opportunities are created to think, talk, and write 
about the service experience.
Community partnerships:  ■ Partnerships with community agencies are 
used to identify genuine needs, provide mentorship, and contribute 
assets toward completing a project. In a successful partnership, both 
sides will give to and benefi t from the project.
Authentic community needs:  ■ Local community members or service recip-
ients are involved in determining the signifi cance and depth of the ser-
vice activities involved.
Assessment:  ■ Well-structured assessment instruments with constructive 
feedback through refl ection provide valuable information regarding 
the positive “reciprocal learning” and serving outcomes for sustain-
ability and replication.

The website of the National Service-Learning Clearinghouse provides a 
good set of examples of what service-learning is not:

An episodic volunteer program ■

An add-on to an existing school or college curriculum ■

Logging a set number of community service hours in order to  ■

graduate
Compensatory service assigned as a form of punishment by the courts  ■

or by school administrators
Only for high school or college students ■

One-sided; benefi ting only students or only the community ■

Ideally, a service-learning program will occur in the context of an active 
partnership, one in which the academic and community collaborators 
work to ensure that community organization and development takes 
place. At the other end of the spectrum from the ideal is a program in 
which the community agency merely considers students to be free labor, 
and the supervising professor merely considers the agency a place to send 
students in lieu of having to give a lecture.

A public agency or charitable program such as a health department or 
a homeless shelter may not represent the community well since it is often 
the case that none of the staff live in the community served. The agency 
may be an important part of the community and should be represented 
in any community coalition but other representatives should be part of 
the coalition as well. A service-learning program in this context can teach 
the participating students about the community and about community 
development while at the same time helping to advance the interests of 
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the community. A partnership with an agency, however, should not be 
confused with a partnership with a community.

SERVICE PARTNERSHIPS

As mentioned earlier, “service” at an academic institution can mean ser-
vice on a university committee or service to the profession. But it can also 
mean service to the community. At a health professions school, this will 
usually be in the form of patient care (for clinical faculty) or community 
health promotion (for public health or other nonclinical faculty).

Clinical care at a medical school is usually provided in an academic faculty 
practice or at a public hospital, and neither of these constitutes a community 
partnership. However, some of the most successful academic–community 
partnerships have been based on clinical service. The original Community 
Health Centers (CHCs) at Columbia Point in Boston and Mound Bayou, 
Mississippi, were developed through a partnership with Tufts University 
School of Medicine in the mid-1960s. Similarly, the Matthew Walker Health 
Center in Nashville, Tennessee—one of the early CHCs—was developed 
through a partnership with Meharry Medical College.

Each CHC (and similar “Federally Qualifi ed Health Centers,” or FQHCs) 
is overseen by a community board of directors that often could serve as a 
model for the sort of community board created through the COD process. A 
number of examples of medical school–CHC partnerships exist currently. A 
few diverse examples include the Robert Wood Johnson School of Medicine 
in New Brunswick, New Jersey, and the Eric B. Chandler Health Center; 
Albert Einstein College of Medicine and the Martin Luther King Jr. Health 
Center in the Bronx, New York; Quillen School of Medicine at East Tennessee 
University School of Medicine and the Johnson Country Health Center in 
Mountain City, Tennessee; and the A.T. Still School of Osteopathic Medicine 
in Phoenix, Arizona, and a dozen or more CHCs around the United States.

But these partnerships are sustained in large part by the clinical income 
generated by the CHCs, the federal subsidies that enable the CHCs to care 
for the poor and the uninsured, and the referrals from the CHCs to the spe-
cialists at the academic medical centers. The CHCs also are often part of 
the teaching program of the academic medical center, so that these service 
partnerships may become educational partnerships—service-learning for 
clinical students.

A greater challenge, then, is the creation and sustainability of academic–
community partnerships that exist solely for the purpose of nonclinical 
community service. In fact, there are relatively few of these; when they 
exist, they are usually dependent on federal, state, or local grants that are 
awarded for the purpose of providing health promotion services to the 
community. The academic center may have to compete for these grants 
with other providers of the services, such as health departments or com-
munity hospitals.
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Another challenge to this type of partnership is the fact that faculty 
involved in the partnership may get no credit for their activities from their 
academic employer. Faculty are rewarded for conducting research and 
publishing, for teaching, and (for clinicians) for generating clinical income. 
Faculty are not generally rewarded for providing community service.

One approach to addressing this challenge is to regard community ser-
vice for nonclinicians as equivalent to clinical service for clinicians. Just 
as a physician faculty member might have, for instance, 50% of her time 
assigned to patient care in a clinical setting, a nonphysician faculty mem-
ber might have 50% of his time assigned to community service in the form 
of health promotion activities in a community partnership. The difference, 
of course, is that the clinician can charge the patient or the patient’s insur-
ance company for clinical services, but the community generally cannot 
pay for health promotion services. For this reason, the nonclinician is 
obliged to seek out grants. At the time of faculty evaluation, the nonclini-
cian is assessed in the same way that he would be if he were providing 
clinical services, on the grounds that “the community is our patient.”

Thus, we have come full circle. Near the beginning of this chapter, we 
described how the concept of “the community as patient” could support 
our thinking about working with communities, and now we see that it 
can also serve as a model in promotion and tenure decisions about faculty. 
Adopting this perspective throughout the academic health center may 
facilitate the process of engaging communities in genuine, trusting, and 
committed partnerships.

Case Study Exercises

Individually, or as a group, review the following case study and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each exercise. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for 
the class.

Case Study 5.1: The Tuskegee Syphilis Study

From 1932 until 1972, the U.S. Public Health Service studied 399 men with 
syphilis who lived in and around the town of Tuskegee, Alabama, to bet-
ter understand the natural history of the disease. The men were not told 
that they were the subjects of a research study; rather, they were falsely 
told that they were being treated. At the time the study was initiated, there 
was no good treatment for syphilis but when penicillin became generally 
available after World War II, the scientists directing the study made special 
efforts to ensure that the study subjects did not receive any, either for their 
syphilis or for other unrelated infections that they might develop, such 
as pneumonia. The project was not conducted in secret; the local medical 

Murphy_PTR_CH05_27-07-12_117-130.indd   127Murphy_PTR_CH05_27-07-12_117-130.indd   127 8/7/2012   9:14:27 PM8/7/2012   9:14:27 PM



128  II Community Partnerships and Collaborations

society signed off on the study and Tuskegee Institute (now Tuskegee 
University) was heavily involved. A number of papers about the project 
were published while it was underway.

In 1972, a journalist named Jean Heller wrote an exposé in the 
Washington Star condemning the study’s ethical violations. Literally over-
night, the Tuskegee Syphilis Study became the poster child for unethi-
cal research. Dr. Merlin Duval, the assistant secretary for health in the 
Department of Health, Education, and Welfare, ordered the study stopped 
immediately. Twenty-fi ve years later, President Bill Clinton issued an 
apology to the men who were still alive and directed that federal funds 
be awarded to Tuskegee University to establish a bioethics center.

The Tuskegee Study illustrates a number of the important points of 
this chapter. In terms of data gathering, the study was very well orga-
nized, and there was very little attrition. The community as often defi ned 
by academe was quite involved in the research. “The community” in this 
case included the health department, the medical society, and the local 
educational institution. It did not, however, include any representatives 
of the men who were the subjects of the research. It would have been dif-
fi cult to say who those representatives should have been—the community 
was not organized. If there had been an organization of the poor farmers 
and share-croppers who were the research subjects, and if that organiza-
tion had been represented at the meetings at which the research had been 
planned, the project surely would not have taken place.

Study Exercises

1.  What credible approach could have been used by the research institu-
tion to partner with the community to conduct this study?

2.  Describe how a public health practitioner can help to build “trust” 
between community and institutional partnerships before, during, and 
after research or intervention efforts are begun.

3.  Who should be at the table when research and intervention efforts are 
conducted at the community level?

4.  Describe the pros and cons of conducting community research and 
interventions such as the Tuskegee Study.
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6
Engaging the Faith-Based Community in the 
CEOD Process

Rueben C. Warren, Sandy D. Maclin, Jr., Darryl Scriven, and 
Frederick G. Murphy

The Most sacred place isn’t the Church, the Mosque or the Temple, it is the 
temple of the body. That’s where Spirit lives.

Susan Taylor, in Essence Magazine

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to apply principles of community-based participatory research  ■

methodologies to interfaith and community-based organization 
partnerships
How to differentiate between  ■ faith-based and faith-placed organizations
How to describe, differentiate, and demonstrate cultural competencies  ■

among the varying types of communities
What to discuss and how to respect the infl uence of culture and faith  ■

within community settings
How to apply the methodology described in the Authentic  ■

Cultur ecology Model to enhance interaction with faith- and 
 community-based organizations
To identify the differences among religiosity, faith, and spirituality ■

The goal of this chapter is to review how to effectively and ethically 
engage faith-based communities in the community organization, 

development process, and propose a model to work effi caciously in 
diverse faith-based communities (Holmes, 2007). This chapter focuses 
on health as an example of a salient issue in all communities, because 
health impacts at every level, in each life stage of the human experience. 
In this chapter, health is described as “a relationship, a dynamic interplay 
between the physical, social, psychological, and spiritual well-being of 
the individual and the group and their interaction with the physical and 
social  environment.” Describing health in this manner highlights several 
constructs such as the importance of relationships for human health; the 

Murphy_PTR_CH06_27-07-12_131-154.indd   131Murphy_PTR_CH06_27-07-12_131-154.indd   131 8/7/2012   9:14:31 PM8/7/2012   9:14:31 PM



132  II Community Partnerships and Collaborations

group, as well as the individual, being essential for human health; spiri-
tuality and its relationship to human health; and the physical and social 
environment as critical infl uences on human health (Warren, Lockett, & 
Zulfi qar, 2002). Health, in this chapter, is viewed as a journey, not the des-
tination. Tremendous health disparities continue to persist in the United 
States and throughout the world. Health disparities are targeted by many 
community-based organizations, including faith-based communities. To 
target health as a focus of the chapter, we will provide the opportunity to 
review several cogent theories and discuss how to apply those theories to 
the community origination and development process.

Inherent in any effort to organize and/or develop communities is a def-
inition of community, which, operationally, can be defi ned in many ways 
(Fellin, 2001; Hunter, 1975; Parker et al., 2001). For the purpose of this chap-
ter, community is defi ned as: “individuals who share certain common-
alities, be they cultural or geographic, social or political” (De La Cancela, 
Chin, & Jenkins, 1998). In this context, community refers to faith-based 
communities, of which there are many. Yet, all faith-based communities 
reference some vertical relationship with something or someone beyond 
themselves. Some faith-based communities belong to specifi c religious or 
spiritual groups that share one or more metaphysical tenets (Warren et al., 
2002). The requisite for working within faith-based communities must 
fi rst be to understand both vertical and horizontal faith.

To whom is faith entrusted? Vertical faith relates to something beyond 
humankind or human capacity—God, Allah, Buddha, Yahweh, and so on. 
For some, it is the ancestors with whom their faith is entrusted. For others, 
it is both a Supreme Being and the Ancestors in whom they have faith. 
Horizontal faith is trust in other individuals (McKim, 1996). Often verti-
cal and horizontal faiths are consistent with religious affi liation, but not 
always. Religion, in many instances, is intermingled and sometimes con-
fused with culture. Yet, if properly understood, culture and religion are 
complementary and can be used synergistically to enhance community 
organization and development.

Religion is “ritual, social, and ethical elements combined with belief in 
an unseen world and often with a deity” (McKim, 1996, p. 243). Culture 
is a “functional, internally consistent system of beliefs, attitudes, val-
ues, expectations, and norms/patterns of conduct” (King, 2002, p. 102). 
Religion and culture have cross-cutting infl uence on and in communities. 
Comparing and contrasting these two constructs will be addressed later 
in the chapter.

The conceptual framework for the chapter is based on the Authentic 
Culturecology Model developed by Lewis M. King, PhD, former 
Executive Director of the Fanon Research Center and Professor of Human 
Development at the Charles R. Drew University of Medicine and Science 
in Los Angeles, California. The model presupposes a cultural framework 
for people of color, particularly in relationship to health. The authors are 
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African American and therefore write from that cultural context. However, 
the chapter is based on the universal principles previously listed that may 
have cross-cultural, interfaith, and ecumenical application.

AN ALTERNATIVE VIEW OF PUBLIC HEALTH AS 
THE HEALTH OF RELATIONSHIPS

Minkler, Wallerstein, and Wilson (2002), in their book chapter titled 
“Improving Health Through Community Organization and Community 
Building,” propose several key concepts in community organization and 
community building by cross-tabulating the terms: concepts, defi nitions, 
and application along the x-axis (horizontal), and empowerment, critical 
consciousness, community capacity, social capital, issue selection, and 
participation along the y-axis (vertical). This theoretical construction pro-
vides a generic way to innumerate the essential elements in organizing 
and developing diverse communities. The authors acknowledge that “no 
single unifi ed model of community organization or community building 
exists, but some key concepts are central to the most widely used models.” 
Still, the elements listed in their theoretical construction are relevant to 
any effort to work with communities.

In this chapter, various monotheistic and polytheistic traditions are 
presented to underscore that faith-based communities are constructed 
from all types of religious traditions. In order to build successful and self-
sustaining organizations, the underlying orientations and tenets of some 
of the largest religions must be understood. Thus, the fi rst section of this 
chapter discusses the differences among spirituality, faith, and religion in 
context, so the reader will know that the three concept may overlap but are 
not the same. The second section reviews some of the differences between 
religion and ethics, as well as how ethics, as a discipline, can be utilized 
to mediate between faith-based organizations when religion reaches its 
limitations. The third section distinguishes between religion and culture. 
Acknowledging the symbiotic relationship between the two entities, this 
section suggests that mutual respect among cultures is a functional tool to 
transform disjointed, faith-based community organizations into interfaith, 
ecumenical coalitions and partnerships. The fourth section addresses an 
approach to a community-based participatory research process that seeks 
to fully engage community, in this case the faith-based communities, as 
full participants in its organization and development. The fi fth section, 
because the focus is on health, targets education for health. The last section 
further explores King’s model of Authentic Culturecology by demonstrat-
ing operational constructs to include cultural framing, primary assump-
tions, principles, methodology, basic procedural steps, and conclusion. 
The chapter ends by discussing how the model applied to faith-based 
communities can enhance community organization and development. 
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This is illustrated by three case studies that model recommendations for 
moving forward.

CONCEPTS OF SPIRITUALITY, FAITH, AND RELIGION

Increased attention has been given in recent times to leaders of faith-based 
organizations for the purpose of improving individual and group health. 
Faith institutions are expected to assume meaningful roles in health pro-
motion and protection, disease prevention, and cures, which may some-
times be inappropriate, for example, fl u vaccination campaigns, HIV 
prevention and testing, and Medicare prescription rallies (Warren, 2007). 
The public policy discourse concerning faith-based communities may, 
however, focus on constitutional separation of church and state or the 
intrusive role of government in relation to programs and policies (Baker, 
2009). Nevertheless, engaging the faith-based community in the commu-
nity organization and development process is quintessential in improving 
health in the U.S. population.

Faith-based organizations seek to improve and strengthen the same pop-
ulations as existing nonfaith-based prevention programs (Barry, Sutherland, 
& Harris, 2006). The development process of faith-based community engage-
ment in providing health-related programs is necessary in improving access 
to care for the 43 million nonelderly, uninsured adults residing in the United 
States (DeHaven, Hunter, Wilder, Walton, & Berry, 2004). However, there are 
challenges when considering spirituality, faith, and religion as part of the 
U.S. health landscape (Warren & Tarver, 2010). The challenge lies with the 
lack of understanding of key terms and the misappropriation of their util-
ity. The previously indicated terms are often synonymously linked to orga-
nizations that are “faith-based” without fully exploring their utilization in 
the overall organization. For example, the term faith-based is used liberally 
without clarifying its role and impact in usage. Thus, the term often fails to 
embrace the socioreligious factors that are culturally rooted in the context, 
leading resources ultimately to be faith-placed and not faith-based.

The term faith-based community is many times used as a catch-all ref-
erence to health programming designed, conducted, or supported by affi l-
iated groups with or based in nonsecular settings (DeHaven et al., 2004). 
However, the interface with the metaphysical concepts of spirituality, 
faith, and religion, and their synergistic relationship to science and medi-
cine are essential in improving the human condition and, if understood, 
can be helpful in improving health (Warren & Tarver, 2010). Faith-based 
groups can execute provisional initiatives that improve health through 
community organization and community building. These key concepts 
will be explored later in the chapter.

According to Tillich (1958), “there is hardly a word in the religious lan-
guage, both theological and popular, which is subject to more misunder-
standings, distortions and questionable defi nitions than the word faith.” 
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To include spirituality and religion into the conversation creates addi-
tional confusion. Warren and Tarver (2010) write that spirituality, faith, 
and religion are terms that are often misunderstood and used interchange-
ably. Spirituality is one of the most complex terms to defi ne and constructs 
to understand. In postmodern times, the relationship between religion 
and science is being revisited and the term spirituality is the bridge that 
renews this relationship. Often spirituality is described merely as a “qual-
ity of being spiritual” (Warren, 2006).

So, what is spiritual and spirituality? Spirituality is presented as the 
human search for meaning (Walter, 2002). If the vision is to improve the 
health of individuals and groups, then spirituality must be included in 
the approach toward how health and well-being are socially constructed 
(Warren & Tarver, 2010). Spirituality, faith, and religion may overlap, but 
they are different.

Faith has primarily been associated with religion in modern times; how-
ever, faith is social as well. In fact, faith covers all of reality, secular and 
sacred (Hopkins, 1999). To have faith does not require a person or group 
to be religious. Fowler (1981) in his book titled Stages of Faith writes, “Faith 
is not always religious in its content or context.” Faith is a way of fi nding 
coherence in and giving meaning to the multiple forces and relationships 
that make up people’s lives (Warren & Tarver, 2010). The relational aspect 
of faith is through the shared experiences that cultivate beliefs. Seeing 
oneself in relationship to others against a background of shared meaning 
and purpose is, in essence, faith.

Religion, or the religious dimension, consists of the encounter of human 
beings with the “sacred” or “divine” (Lincoln & Mamiya, 1990). For the 
majority of human beings, the expression of faith is equated with religion 
(Al Farugi & Sopher, 1974). Religion converges upon faith in something 
that transcends the human existence (Warren et al., 2002). Transcendent, 
derived from the Latin word transcendere, is to “climb over,” “to surpass.” 
Philosophically, transcendent is that which stands beyond all limits of 
human experience or knowledge. In the religion of Christianity and oth-
ers, God is described as transcendent (McKim, 1996). However, religion 
is a social phenomenon, a shared group experience that has shaped and 
infl uenced the cultural screens of human communication and interpreta-
tion (Durkheim, 1965). Religion and religious institutions are an integral 
part of the lives of many residing in the United States (Isaac, Rowland, & 
Blackwell, 2007).

RELIGION AND ETHICS

Religion is defi ned as “ritual, social, and ethical elements combined with 
belief in the unseen world and often a deity” (McKim, 1996, p. 235). To 
speak of why one ought to love one’s neighbor as oneself is, at once, to 
speak both of the religious and social. In fact, in such contexts, it is diffi cult 
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to tell the difference between the two. Moreover, the social element of 
religion is prescriptive in that it tells the adherent what it means to live 
successfully and in good faith within a societal framework. The ethical 
element of religion can tell practitioners how they ought to treat others, 
both inside and outside the religious group. As well, it conveys the criteria 
for what counts as right action and what practices ought to be preferred 
over others.

Yet, there is still a need to make a fundamental distinction between 
religion and ethics. Whereas religion contains ethical elements, religion 
need not operate under the methodology of an ethical system. Ethics 
is foremost a rational enterprise that seeks to determine the good based 
upon reason and/or empirical information. Ethics is a branch of philoso-
phy and, as such, addresses questions of good and bad, right and wrong, 
virtue and vice, and justice and injustice. While religion may do this as 
well, it does so privileging the religious methodology over the ethical. 
This means that religion could employ ethical language and pursue ethi-
cal ends without committing to the rational standard of noncontradictory 
rules within the religious framework (Aristotle, 1941). This phenomenon 
is partially explained by divine command theory, which states that a prin-
ciple or action is right solely because the deity says it is right, and wrong 
otherwise. In this schema, pronouncements of goodness or the correctness 
of action are absolutely at the discretion of the enunciating deity. Thus, 
substantive efforts at critique or disagreement with the ethical defensibil-
ity of codifi ed behaviors and concepts is rendered impossible or, at least, 
frustrated.

Religion performs a profound function in society by providing a nar-
rative environment in which our moral imaginations can be stretched. It 
re-enacts ubiquitous stories, layered in a way that facilitates our ability 
to interpret and derive meaning in connection with our maturity and life 
experience. Ethics stands back from the fray and allows each to seek the 
good without privileging any worldview, including the religious. This non-
privileging of worldviews is sometimes viewed antagonistically as a slight 
against religion. But, perhaps a more appropriate way to view the dis-
tinction is as one of checks and balances, particularly where faith-based 
community organizations around issues that disproportionately affect 
vulnerable populations are concerned.

As an example, the process of informed consent is foundational to con-
ducting research ethically; yet, voluntariness on the part of the prospective 
study participants precedes that process. To achieve favorable reception 
of their aims, many researchers have relied heavily on the infl uence of 
clergy to solicit participation in biomedical research. Authority fi gures 
like pastors, imams, and rabbis have been instrumental in recruiting their 
congregants for clinical studies across ethnic lines. When this is done, it 
is presumed that participation is voluntary and that potential study par-
ticipants are knowledgeable about the proposed research to the degree 
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that they are able to make an informed decision regarding both consent 
and participation. While these elements constitute the gold standard for 
practical implementation and respecting individual autonomy, the scien-
tifi c literature is sparse regarding the extent to which consent and partici-
pation are measurably voluntary. Participation involves decision making 
and decision making can be heavily infl uenced by those who have vested 
interest in the research. Thus, the worry arises that consent and partici-
pation in biomedical research solicited in religious contexts may not be 
wholly voluntary or entirely free from soft coercion.

This is a case of potential ethical violations that could occur within the 
context of religion. The discipline of bioethics was designed to address 
these very cases. If enlisted religious leaders, regardless of their faith tra-
ditions, are not properly informed or trained in the mechanisms and nec-
essary standards of consent, the guarded willingness of the congregants 
could be abused if a stalwart notion of consent is weakened or overridden 
because religious authority fi gures make the request for participation.

Given the well-documented atrocities against the most defenseless per-
sons in American society that were often justifi ed on religious grounds 
(Scriven, 2007), an ethical analysis that did not privilege prejudicial tenets 
derived from how a particular religion was practiced would have been 
helpful to produce just social theories, leading to actual justice. These 
safeguards are necessary precisely because of the infl uence that religion 
continues to wield in the lives of many people. Religious communities are 
community organizations. With this understanding, they must be devel-
oped in accordance with the highest standards and most effective tools 
for self-governance to fulfi ll their mission on behalf of the people they 
represent. So, the distinction between religion and ethics is really one of 
methodology and presupposition. However, within a religious commu-
nity organization, religion is a given and ethics is a functional necessity. If 
we consider the above discussion on informed consent, the issues of faith 
and medicine are inextricably linked in a religious community and greatly 
benefi t from ethical mediation.

Regarding faith, the structure of most religious communities lends itself 
to their leaders holding vast amounts of authority to shape the theology of 
the laity. This sway extends not only to the interpretation of sacred texts, 
but also to being the arbiter of the will of deity for the lives of individual 
congregants. Questions of social association, mate selection, sexual prac-
tices, employment choices, political allegiances, and philanthropic expres-
sion all fall under the domain of clergy infl uence and are vital areas of 
concern for a large segment of the population.

Medically, many religious leaders enjoy the privilege of articulating 
what they understand to be God’s desires concerning how followers 
should eat, whether or not they should seek medical attention, and if they 
should follow the directions of medical professionals as a matter of faith. In 
some faith traditions, avoiding physicians is seen as an act of devotion to 
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God and a demonstration that one trusts God to heal sickness and disease. 
Likewise, some religious communities do not believe in blood transfu-
sions or invasive surgery, even to save the life of a child or family member. 
The extent to which congregants hold these views is often related to the 
perspective, teachings, and interpretation of sacred texts emanating from 
faith leaders.

What things ought to be done and how those actions are determined 
lie within the clerical domain for many as well. But, it is not clear that 
when these issues are determined solely on religious grounds (textually 
or invoking divine command theory), fairness and justice are consistent 
primary outcomes. Issues of liberty, acceptable life choices, end of life 
decisions, pregnancy terminations, contraception, and who should have 
access to social goods are some of the questions that arise in this context. 
Of real concern is the way the ethical and medical often overlap in faith 
communities, making these environments highly susceptible to bioethical, 
biomedical, and clerical infractions based upon abuses of authority and 
an absence of mechanisms to govern power differentials among religious 
leaders, researchers, physicians, and congregants.

RELIGION AND CULTURE

King defi nes culture as a functional, internally consistent system of beliefs, 
attitudes, values, expectations, and norms/patterns of conduct (King, 
2002). Because cultures are forms of social interaction accepted by discrete 
communities within time and place, they evoke worldviews and histori-
cal experiences that mark our humanity and inhumanity (Townes, 1998). 
All groups have culture and, thereby, participate in culture creation. Yet, 
often the culture of a group is so closely linked to religious practices that 
the two appear identical. As an exemplar of this phenomenon in action, 
consider the links and overlap between African American culture(s), faith-
based community organizations, and religious orientation as they relate to 
health and health outcomes.

At one point in American history, it was argued that African Americans 
had no culture because their ancestral connections and historical memo-
ries as a group had been damaged by slavery. But culture is an amalgam 
of past and present life activities, both passed on and newly created, that 
defi ne social activity. Again, every group possesses and creates culture. 
In fact, with variation on certain ingredients, certain groups may partici-
pate in subcultures that are distinct and somewhat separate. It is there-
fore unnecessary and unwarranted to debate assumptions as to whether 
African Americans have culture. Douglass (Speech at Rochester, July 5, 
1852, quoted from Woodson, 1969) is also helpful here. When responding 
to the charge that Black people lacked critical capacities Douglass retorted, 
“Where all is plain, there is nothing to be argued” (Woodson, 1969). For 
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Douglass (Speech at Rochester, July 5, 1852, quoted from Woodson, 1969), 
prohibitions against developing African American capacities presupposed 
those very capacities. Likewise, the claim asserting nonexistence of African 
American culture requires no argument to refute it, because it is false by 
both defi nition and fact. However, the evidence does suggest that African 
Americans are disproportionately impacted by excess morbidity and mor-
tality. Thus, the subject of specifi c cultural practices must be centralized 
and interrogated when engaging in communal health dialogue pertaining 
to the elimination of racial and ethnic health disparities.

The Pew Forum on Religious and Public Life conducted a survey in 2007 
with results indicating that African Americans are more religious than oth-
ers in the United States (Pew Forum on Religion and Public Life, 2009). 
Dennis, Hicks, Banerjee, and Dennis (2005) write that, according to Martin 
and Martin, spirituality supersedes and overarches religiosity for most 
African Americans. Spirituality is at the heart of the African American com-
munity, whether the view is explored through religion or not, it is founda-
tional to faith. As noted previously, Lincoln and Mamiya (1990, p. 7) write 
that “culture is the form of religion and religion is at the heart of culture.”

It is important to understand that many persons of African descent 
believe that a Supreme Being, or God, exists and is present in all things, 
both the inner and outer universes, and that a person’s life experiences 
evolve around a world fi lled with spirituality (Holloway, 1990). Black 
persons’ affi rmation of their faith is in the god of freedom and is closely 
related to spirituality. The Black Christians who formed the historic Black 
churches also knew implicitly that their understanding of Christianity, 
which was premised on the rock of antiracial discrimination, was more 
authentic than the Christianity practiced in racialized churches (Lincoln 
& Mamiya, 1990). The key to understanding and engaging Black churches 
compared to non-Hispanic White churches is to know that they are not the 
same theologically, socially, psychologically, and even spiritually.

Isaac et al. (2007) write that “the belief and faith that one can rise above 
the personal struggles, adversity, racism, and poverty is a familiar refrain 
that echoes throughout the African American church today.” The belief 
and faith to affi rm one’s social condition are beyond religion, but ulti-
mately spiritual concerns. Ancient African views of spirituality “allow 
every individual to go within and focus on one’s personal spark of the 
CREATOR and attune it to the higher power that cannot be described 
adequately due to human limitations, but can be experienced as the indi-
vidual resonates with it” (Chissell, 1993, p. 43). In order for individuals 
and groups of African descent to resonate in community participatory 
approaches toward the improvement of health, one must understand the 
cultural context of spirituality, faith, and religion for social relevancy prior 
to communal engagement. For the fact is that over time, African Americans 
have developed a set of values, beliefs, meanings, and practices—and, by 
extension, a way of health (King, 2002).
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The dynamics of personal life are vertical faith as relational to God and 
horizontal as the relationships persons have with other human beings. These 
relationships present metaphysical and social dynamics that can pose some 
faith and identity concerns. Faith is an act of the personality as a whole; it 
participates in the dynamics of personal life (Tillich, 1958). The actions and 
practices are indicators of a pragmatic functionality of faith. The function-
ality of faith in health is based upon trust. The faith and identity concerns, 
however, extend to the experiences of the African American population in 
the United States. According to King (2002), “the experiences are extended 
to the United States where the relationship between African Americans, the 
health establishment, and the community and social environment is not 
an isolated phenomena, as scientifi c rationalism would have one believe, 
but the product of a history of relationships.” Health is a relationship that 
extends vertically (relational to God) and horizontally (relational to oth-
ers human beings), based on one’s personal perceptions of dimensions of 
faith (Warren et al., 2002); issues that surround decisions about physical 
and mental health are initially technical, “the experiences are extended to 
the United States where the relationship between African Americans, the 
health establishment, and the community and social environment is not 
an isolated phenomena, as scientifi c rationalism would have one believe, 
but the product of a history of relationships.” but they are ultimately ethi-
cal concerns; and issues of health and illness are theological and spiritual 
issues (Epperly, 1997), and how one takes care of themselves—body, mind, 
and spirit—is a matter of faith and unfaith (Warren, 2006).

COMMUNITY-BASED PARTICIPATORY RESEARCH

In reaching faith-based communities there must be a systemic, authentic 
approach that ensures trust. The public health community has embraced 
an approach that appears to have measurable effi cacy. That approach is 
called community-based participatory research (CBPR) and focuses on 
social, structural, and physical environmental inequities through active 
involvement of community members, organizational representativeness, 
and researchers in all aspects of the research process (Israel, Schulz, Parker, 
& Becker, 1998). The CBPR process is scientifi c inquiry that is conducted as 
a partnership between a traditionally trained practitioner(s) and lay-par-
ticipants. In this instance, the lay-participants are representatives of faith-
based organizations committed to organizing and developing their specifi c 
organization. The research effort is process or translational research and 
asks the empowering question, how do we organize and develop? Faith-based 
community members must participate fully in all aspects of the process, 
and seeking and honoring their views, concerns, and interests are funda-
mental in building trust. Not only are their views, concerns, and interests 
important, their approach to identifying strategies, answers, and solutions 
must also be authentically considered.
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The work in the CBPR process combines three activities: investiga-
tion, learning, and action. It is a method of social investigation of prob-
lems, involving participation in problem formulation and resolution. 
It is a learning process for analyzing the structural causes of problems 
through collective discussion, analysis, and interaction. Finally, the pro-
cess engages all stakeholders in concerted action, both short and long term 
(Merzel & D’affl itti, 2003). The direct link between research and action is a 
unique aspect of participatory research. Environmental justice principles 
provide a rich example of the utility of the CBPR process. In fact, the defi -
nition of environmental justice includes the “. . .  meaningful involvement 
of all people  . . .” (EPA, 1998). This approach is instructive in determin-
ing and overcoming the challenges in organizing and developing faith-
based communities. Adopting a CBPR approach will ensure that the faith 
community is involved from the beginning to the end in organizing and 
developing their organization. Health, used as an example and described 
broadly, is the major challenge confronting many faith-based organiza-
tions. As indicted earlier, many of these groups host a variety of health-
related services that appear to be effective, but there is little evidence of 
measurable individual, group, or community health benefi ts. But, what 
benefi ts are expected and how should they be measured? One strategy is 
education and, in this instance, it is education for health.

EDUCATION FOR HEALTH

Health, if described broadly, is the major challenge confronting many faith-
based organizations. As indicted earlier, many of these groups host a vari-
ety of health-related services that appear to be effective, but there is little 
evidence of measurable individual, group, or community health benefi ts. 
But what benefi ts are expected and how should they be measured? One 
strategy is education and, in this instance, it is education for health. The 
United States purports to be the richest country in the world, spends the 
most money on health, and has the most developed and technologically 
advanced health delivery system in the world (Walker, Mays, & Warren, 
2004). Yet, the United States ranks low in the overall health status of its peo-
ple. Faith-based communities and others have relied on health profession-
als to guide, direct, and counsel on salient matters related to individual, 
group, and community health (Campbell, 1995). In more recent times, con-
sumers and community-based groups have taken greater responsibility for 
their health and health care. This shift has placed a greater role on health 
literacy and health education (Warren, 1992). Ironically, for many years 
health educators have known the importance of health education and have 
engaged in applied research to know what works and what does not.

As far back as 1970, Young writes, “Health education includes all those 
experiences of an individual or community that infl uences beliefs,  attitudes 
and behaviors with respect to health, as well as processes and efforts of 
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producing change when it is necessary for optimal health.” However, it is 
diffi cult to plan, implement, and evaluate health education interventions 
without fi rst conceptualizing and understanding the community in which 
the interventions are planned. The essential strategies for community 
organizing and development are critical if the health education effort is to 
succeed (Warren, 1992). Over the years, selected theories and practices of 
heath education and behavioral change have been studied, implemented, 
and evaluated; yet, the health of those in greatest need still lags far behind 
the general population (Warren, 2006). There have also been efforts to orga-
nize the faith community to promote heath and prevent disease among the 
people they serve (Resnicow et al., 2004). While much has been attempted, 
little has been rigorously evaluated in understanding the process of orga-
nizing and developing faith-based community efforts (Warren, 2006). The 
faith community health fairs, health screening, nutrition, and weight loss 
programs continue. The mental and emotional health counseling is ongo-
ing, yet objective measures remain elusive (Wimberly, 2001).

The authors of this chapter argue that faith-based communities are an 
essential part of the U.S. landscape and must be considered as unique and 
diverse cultural groups. The notion that health is narrowly defi ned as 
physical, or even mental health, has resulted in a false separation of mind, 
soul, and body. This myopic view has often resulting in minimizing the role 
and infl uence of faith leaders and thus by-passed an essential stakeholder 
in the health and well-being of the population. Over 50% of the people in 
the United States claim some religious tradition and even for those who 
do not, there is some faith and/or spiritual tradition that they respect. If 
engaging any of these faith communities to promote health or any other 
life-sustaining quality is viewed as important, one must also seriously and 
rigorously consider systematic, if not scientifi c, methods to organize and 
develop these important subcultures of the complex “American” popula-
tion. Shifting the order from health education to education for health opens 
the conversation about knowing that being healthy is essential to Be-ing 
(w)hole and complete in a universe that is large and abundant enough to 
celebrate all of its creatures.

As previously mentioned, King’s Authentic Culturecology Model has a 
clear utility for faith-based communities because it provides a structured 
approach to integrate religious constructs in the cultural context.

DIMENSIONS OF CULTURAL FRAMING: 
AUTHENTIC CULTURECOLOGY

There are also several applications within the cultural framework accord-
ing to King’s model that should be described. One is cultural framing, 
which is the idea that the individual’s health is a relational event that can 
be best understood as a situationally bound unit of relationships. These 
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relationships may be organic, psychological, family, social, political, and/
or spiritual in which culture is the unifying unit (King, 2002). A culturally 
framed event is another term that is important to the model. This term 
describes its reality, system of values, and ways of knowing (King, 2002).

In adapting King’s model to faith-based organizations, one dimension 
of cultural framing attends to the group as “community.” In this instance, 
community refers to the specifi c faith-based community in which the 
organizing effort is targeted. The basis of the group’s identity may be reli-
gious, faith, or spiritual, or any combination of the three. In this instance, 
they may be bound by specifi c tenets, rituals, litany, and/or practices in 
their faith-context, which have infl uence on their culture. Many faith-
based communities are culturally distinct groups of people based on 
their specifi c denomination, but perhaps very different in the praxis. In 
terms of the monotheistic religions, “All Jews, Christians or Muslims are 
not the same.” For example, the Pew Foundation documents that African 
Americans, regardless of denomination, are the most “religious” popula-
tion in the United States (Pew Forum on Religion and Public Life, 2009). 
More than 75% of Hispanics in the United States are Catholic and the 
infl uence of Catholicism in Hispanic/Latino culture is well documented 
(Delgado, 1997).

The second consideration is group identifi cation. Different faith-based 
communities hold different beliefs and practices related to health. For exam-
ple, Seventh Day Adventists, in large part, engage in health practices, par-
ticularly related to diet, consistent with their theological/religious beliefs 
and belief systems. This faith-based group reports better health statistics 
than the general U.S. population (Montgomery et al., 2007). Muslims avoid 
eating pork based on writings in the Quran, their sacred text. A tenet of 
Judaism requires kosher food preparation. In this instance, it is diffi cult, and 
maybe unnecessary, to separate religion from culture. It is also diffi cult to 
separate religious and cultural practices and beliefs from race/ethnicity.

Medicine and modern public health practice have adopted and refl ect 
the culture of modern medicine (King & Nobles, 1996). The medicinal 
model is the dominant paradigm of modern medicine, which focuses on 
the individual. Therefore, the emphasis of modern public health is on the 
individual at risk, or identifying biological intrapersonal factors (weak 
organ systems), or psychological intrapersonal factors (beliefs, cognitions, 
attitude, intentions, skills) as determinants of health outcomes (King, 2002). 
Many faith-based communities focus attention on those in greatest need 
as well. However, much of their work is population based and addresses 
systemic problems, sometimes called systemic sin. While much of the work 
is mission-driven, focusing on food, clothing, and shelter, organizing 
themselves to reframe challenging circumstances for the people they serve 
is also part of many of their missions. Culture places in context historical 
values and meanings so that people are better able to adapt to stresses and 
life’s adversities in rapidly changing society (King, 2002).
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Another dimension in King’s (2002) model spotlights the environment 
as context—political, ecological, economic, and spiritual. In other words, 
another dimension of culture is context, the web of relationships between 
the public and social reality (King, 2002). Culture is the mediating con-
struct in the web of relationships (King & Nobles, 1996), and the force that 
maintains unity and coherence of the web of relationships (King, 2002).

PRIMARY ASSUMPTIONS OF THE MODEL

According to King and Nobles (1996), there are four primary assumptions 
of an Authentic Culturecology Model. The fi rst assumption is that public 
health is a cultural phenomenon. The basis for all phenomena is relation-
ship, or a person nested in a triadic set of relationships known as a web 
of relationships, which consists of the person, their community, and their 
environment (Haslam, 1994). In the case of this chapter, the community 
is faith-based. Culture can be defi ned as the sum of relationships (unit 
or web of relationships) of any phenomenon; culture is the defi ning sub-
stance of all human action (Carruthers, 1995; Hilliard, 1976). Culture is 
functional, internally consistent beliefs, attitudes, values, expectations, 
and norms/patterns of conduct (King, 2002). In the personal dimension, 
culture directs the person’s level of autonomous capacity for self-organi-
zation, as well as that of self-restoration (King, 2002). In the community 
dimension, culture directs the level of social and economic support and 
the balance in relation to ecology and faith (King, 2002).

The second assumption is that bonds are the dimensions internal to cul-
ture. A bond is a historical–cognitive emotional structure (connection) that 
has clear functions in everyday functioning of a unit of relationships (King, 
2002). The web of relationships refl ects bonds to personal, conventional, 
social, and spiritual order (King, 2002). If culture represents the structure of 
a system in unity, then bonds represent or are forms of “glue” that maintain 
the ties or attachments, and therefore the function or dysfunction of the 
web of relationships (King, 2002). The ties that bind people of faith together 
defi ne their essential nature as a historically and culturally distinct group 
within the context of the dynamics of the faith-based community, which 
provides the cultural key for organizing with and for them. Cultural fram-
ing prompts the articulation of the organic set of bonds as the defi ning real-
ity at any given moment for any given relationship (King, 2002).

The third assumption is that there are four primary bonds (Fiske, 1993). 
According to King (2002), these bonds can be conceptualized as follows:

Affi nity bonds: ■  The need for collective belonging, or solidarity, and 
intimacy based on memory. These bonds grow from the memory of 
childhood (feeding, comfort, protection) and are based on the need for 
security and trust.
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Obligation bonds: ■  The drive to establish rules according to status mark-
ers, such as deeds (good or bad), age, skill, knowledge, class, social posi-
tion, and race. These bonds are based on the meaning of power, order, 
and control, and grow from the spirit or nature of relationships and the 
need for accountability, duty, responsibility, and moral commitment.
Assurance bonds: ■  Bonds based on the organization of common sets of 
 values of exchange, such as vocation, production, money, goods, materi-
als, or intellectual work. The emphasis is on good return on investment 
or time. Social transaction is based on costs and benefi ts. Assurance 
bonds are based on the search or need for competence, mastery, and 
autonomy.
Harmony bonds: ■  These are the bonds governed by the search for fairness 
and rhythm. They are the ties organizing the construction and interpre-
tation of relationships in strictly impartial terms. An example of this is 
the search for equity (King & Nobles, 1996). These focus on reciprocity, 
fairness as primary values. Such bonds are based on the motivation for 
justice, fairness, and balance.

Every relationship can be defi ned by these bonds (King, 2002). Bonds 
are present or absent (King, 2002). When they are present, they are either 
strong or weak, health-enhancing or health-compromising (King, 2002). 
Bonds characterize the nature of the event (King, 2002).

The fourth and fi nal assumption is that the essence of an event/phe-
nomenon is not the phenomenon itself, but in its web of relationships 
(King, 2002). This implies that the unit of analysis in the examination of 
any public health occurrence must be the web of health relationships in 
that event (King, 2002). Fundamental to understanding the event as a rela-
tionship is the nature of the bonds in the culturally framed web (King, 
2002). Bonds constitute the essence (King, 2002). It is within the frame-
work that the person’s (family’s, community’s) bond to a larger reality 
factors (psychological, social, ecological, spiritual) centrally in setting 
the stage for modifying the bonds and therefore conditions for behavior 
change occur (King, 2002).

PRINCIPLES OF THE MODEL

According to King (2002), there are three principles of the Authentic 
Culturecology Model. The fi rst principle is that the presence of strong 
health-enhancing bonds in all four bonding domains is necessary for opti-
mum health and the prevention of illness (King, 2002). For the person, 
the stronger the health-enhancing bonds, the stronger the formation of a 
collective self-identity, as a part of community. Therefore, it is less likely 
that the person will engage in relationships that involve risk factors for a 
host of negative health outcomes. The second principle is that the same 
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statement is true and can be applied to the family and the community/
society (King, 2002). The third principle is that the presence of health-
compromising bonds, or the absence or weakness of autonomous bonds 
(to personal, spiritual, and conventional social order), predict a greater 
likelihood of the person engaging in risk factors for a host of negative 
outcomes for self, community, or society (King, 2002). In the context of 
the African American experience, King and Nobles argue that African 
American health relations are signifi cantly compromised by a society that 
has historically negated [Maafa] (Ani, 1994) African American bonds to 
society (conventional social order). What allows the African American to 
survive is the positive [Maafa] (Ani, 1994) remnants of historical bonds to 
cultural history (spiritual connections) (King, 2002). This may be appli-
cable to other vulnerable populations as well.

METHODOLOGY OF THE AUTHENTIC CULTURECOLOGY MODEL

The methodology of the Authentic Culturecology Model focuses on the 
web of relationships as the unit of analysis and the subject for exploration 
with culture as the unifying link (King, 2002). The model suggests that 
the fi rst step of design of intervention always begins with careful work in 
identifying or locating the smallest web of relationship or cultural event 
of the whole person in whole contexts (King, 2002). The second step is 
cultural framing, which requires both cultural sensitivity and compe-
tence (King, 2002). The frame consists of the representation of the types, 
strength, and valence of bonds present in the web of relationships (King, 
2002). The central methodology for the discovery of bonds with cultural 
framing is the use of narrative (Fluker, 1998). The third step is the partici-
pation of the subject in change, recognizing that what is to be changed is 
the nature of bonds within the web of relations, which maintain outcomes 
that are health compromising (King, 2002).

BASIC PROCEDURAL STEPS FOR THE FRAMEWORK

The fi rst task is always to undertake a critical study of the nature and epi-
demiology of the basic units of relationships that produce high-risk behav-
iors and the converse of relationships that preserve health and well-being 
(King, 2002). The critical search for the relationship must be consistent 
with seeing the relationship in the context (political, ecological, economic, 
and social) of the larger web of relationships (King, 2002).

The second intervention task begins with selecting and specifying the 
set of relationships, the relationship of primary focus (as subject) that 
produces the behavior leading to the outcome (as object) (King, 2002). 
Careful research must be undertaken to identify and defi ne this basic unit 
of study, intervention, or discourse (King, 2002). Having specifi ed the key 
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relationship of interest, the task then becomes the thorough exploration 
in this dominant attribute of interest, the bonds that maintain both health 
indicators and the relative risk indicators (King, 2002).

The third task is one of strategic goal setting. The health approach 
always must seek to formulate goals and strategic direction for interven-
tion in conjunction with the other relationship (national and community 
policies, and priorities for prevention and health promotion) in which the 
primary relations are embedded. This unit must be embedded in the com-
munity. The strategic direction should guide the development of goals for 
health promotion, health protection, prevention services, or clinical inter-
vention (King, 2002).

The fourth task is to develop a culturecological intervention program 
appropriate to, and in conjunction with, the subject population (King, 
2002). This development is the cultural framing that should guide the 
intervention to include timing (primary, secondary, and tertiary preven-
tion; level of personal relations, family relations, community relations, 
and so on) and desired outcomes. The desired outcome usually falls into 
one of three categories: changing the existing relational complex, estab-
lishing a new relational context, or both (King, 2002).

King’s fi fth task is to situate the entire enterprise in a research-based 
context to inform all relationships within and between units, and put in 
place intervention, implementation, and evaluation protocols to include:

a. Process research
b. Pilot research
c. Effi cacy trial
d. Effectiveness trial
e. Data analysis and dissemination

CONCLUSION ABOUT THE FRAMEWORK

The Authentic Culturecology Model asserts that the public health approach 
should move away from its emphasis on individuals, scientifi c rational-
ism, and knowledge gained from objects, but rather focus on the study of 
relationships. The framework promotes a continuous critique to validate 
the importance of cultural understanding in the promotion of health, in 
its broader context.

SUMMARY

Most persons in the United States pursuing the “American Dream” are 
deeply imbedded in there own cultural and religious customs and tra-
ditions. These religious beliefs and cultural customs are intermingled, 
making these groups very resistant to lifestyle change. Especially in inner 
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city communities, these groups live and work in very close proximity to 
each other, making standardized approaches to community health efforts 
diffi cult and time consuming. Attempts to impact on these communities 
with positive health reform and practices by faith-based organizations 
have failed, primarily because these organizations have not understood 
the “how to” of approaching these communities.

For the most part, inner city communities are diverse groups of sub-
cultures, with various residents, which are defi ned by their own indi-
vidual leadership and infrastructure. These communities trust their 
own and tend to be very suspicious and cautious in cultivating new 
relationships. Just because a health initiative is a faith-based one does 
not ensure that an immediate trusting relationship is guaranteed, or 
will ever be realized. So, then the fundamentals for community entry 
for a faith-based organization are the same as with any other institu-
tion. Trust building takes time and ongoing engagement in the com-
munity targeted. Effective faith-based health initiatives call for hands-on 
approaches to building trust, which demands that practitioners com-
mit to immersing themselves in the cultural rhythm of the community. 
It requires accommodation and the ongoing respect for residents and 
leaders in the community.

Successful faith-based health efforts, as with any others, will require 
elbow grease. It will require patience on the part of the leadership. There is 
no quick fi x to addressing disparities in communities, not even for religious 
leadership. Community Engagement, Organization and Development 
(CEOD) is a complex and time-consuming process that calls for founda-
tional principles of the process to be put in place. Even then there may not 
be solutions to the health problems existing in communities; however, this 
does not mean efforts should not be made to address these problems. This 
is where, over time, true or weak commitment of faith-based leadership 
will manifest itself.

Case Study Exercises

Individually, or as a group, review the following case studies and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each question. Your professor/instructor will provide 
you with specifi c guidance on how you are to report your fi ndings for the class.

Case Study 6.1: Overcoming Interfaith Confl ict to Save Marriages

According to a March 26, 2006, article in the Washington Post, marriage rates 
in America have been in steady decline since the 1960s (Jones, 2006). At that 
time, 91% of White households were headed by married couples, while the 
number was 67% for Black households. However, in 2000, marriage rates 
in White households had dropped to 80%, while Black households had a 
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steep drop to 48% (Jones, 2006). By 2007, 69% of African American chil-
dren were born to unwed mothers and the numbers are increasing (African 
American Healthy Marriage Initiative, 2010). Marriage is a sacrament in 
many faith traditions that impacts the rearing of children and the stability of 
community for generations. Thus, it is natural that community, faith-based 
organizations would form to address the crisis of declining marriage rates, 
particularly in the African and the American faith community.

Background

Two African American, faith-based community organizations form to 
take on this pressing issue: one Christian and one Muslim. While they 
both agree on the sanctity and social utility of marriage, they have dif-
ferent conceptions of marriage that hinders cooperation between the 
groups. The Christian idea is that marriage is a monogamous relationship 
between one man and one woman. The Muslim idea is that marriage can 
be monogamous, but can also be a polygamous relationship between one 
man and multiple wives. Even though polygamy is prohibited by law in 
American society, as a permissible Islamic practice, it is part of the thought 
that shapes the Muslim approach to marital solutions, particularly when 
the idea of arranged marriages is introduced.

The differing conceptions of marriage are simultaneously religious as 
well as cultural, since both contexts are involved and infl uence the con-
struction of the other. Both organizations realize that the issue of African 
American marriage is critical to both American society and their respec-
tive faith traditions, but they have legitimate concerns about building a 
faith coalition that is religious, cultural, and ethical in complex ways. Yet, 
because of the gravity of the situation, the two groups are committed to 
fi nding meaningful ways to work together toward ameliorating the prob-
lem of African American marriage rate decline.

Formulating Strategies for Solutions

Notice that the issues raised in the discussion section did not begin to 
address the problem of the decline in African American marriage rates. 
Instead, the emphasis of the exercise concerns the building blocks involved 
in forming and sustaining meaningful faith-based community organiza-
tions. Often those things that threaten cooperation are parochial idiosyn-
crasies that may have very little to do with the obvious objective. That 
being said, one helpful strategy is to revisit King’s assumption in his cul-
turecology framework for bonds: affi nity bonds, obligation bonds, assur-
ance bonds, and harmony for us. To convince one group or the other to 
relinquish their theological or cultural position on marriage may be fruit-
less. But to recognize that all community organizations require the devel-
opment of certain bonds to be effective and remain viable is imperative. 
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Developing these bonds allows for the kind of cultural reciprocity and 
interfaith dialogue necessary to focus the new coalition on the issue of 
declining African American marriage rates.

Study Questions

1.  What are the spiritual/faith/religious factors and perspectives 
involved?

2.  What are some relevant cultural considerations that infl uence this 
discussion?

3.  What are the ethical dilemmas arising in the context of this effort?
4.  How do these concerns overlap in ways that are diffi cult to distinguish?
5.  How can community members and churches spend time more produc-

tively working together to solve the problem individually?

Case Study 6.2: Horizontal and Vertical Faith and the 
Beguiled System of Justice

Oral tradition is a key form of information dissemination in many cul-
tures. African American families throughout the African Diaspora in the 
United States are aware of the human subject research and experimenta-
tion on persons of African descent. Below is an issue that outlines histori-
cal injustices in biomedical research where African Americans experienced 
horrifi c exploitation and later received an apology from the President of 
the United States, acknowledging the intentional negligence and abuse. 
Imagine engaging a community-organizing effort where faith–trust rela-
tionships may pose some limitations in your efforts to organize a segment 
of the Black community. You work for the Centers for Disease Control and 
Prevention and are responsible for convincing young Black women to par-
ticipate in a clinical trials research project focused on HIV vaccines.

Apologies have repeatedly been made in response to unjust practices 
in the United States related to Black people. One of the most noted apolo-
gies was offered on May 16, 1997, by former President William Jefferson 
Clinton, who apologized for the U.S. Public Health Syphilis Study at 
Tuskegee. The U.S. Public Health Service physicians conducted unethi-
cal research from 1932 through 1972, on 600 Black men in rural Macon 
County, Alabama. Moreover, in the 1950s, these men were denied treat-
ment for syphilis even when effective treatment (penicillin) was discov-
ered and available. Instead, the unethical practice of telling the men that 
they were being treated for bad blood continued. The very painful lumbar 
punctures and nontherapeutic, basic medical check-ups also continued; 
leaving the primary disease to follow its natural progression until the men 
died and were ready for autopsy (Warren & Tarver, 2010).

Another recorded occurrence of such “experiments” was conducted by 
J. Marion Sims, MD, who is considered by some as the Father of American 
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Gynecology. Dr. Sims recorded hundreds of surgical experiments on enslaved 
women in his backyard clinic from 1845 to 1849. He performed unanaes-
thetized surgeries in the genital areas of dozens of enslaved Black women 
in an attempt to correct vaginal fi stulas (Townes, 1998). These and other 
unauthorized experimental practices that under-gird the delivery of health 
care in the United States for women have established a historical distrust of 
health practitioners by African Americans, particularly for Black women.

The American Medical Association (AMA) on July 10, 2008, acknowl-
edged historical and systemic transgressions by apologizing to the nation’s 
Black physicians, citing a century of past wrongs (Washington, 2008). 
Following this, on July 29, 2008, the United States House of Representatives 
passed a resolution apologizing for American chattel slavery and for Jim 
Crow laws (Fears, 2008). Though each response is considered to be a formal 
apology, the long-term effects or results of the apologies to Black people 
can only be measured over time. However, data indicate that since federal 
health record-keeping began more than 100 years ago, Black people have 
experienced statistically signifi cant health disparities compared to other 
groups in the United States (Warren, 1992).

Study Questions

1.  What are the historical problematic variables that have impacted minor-
ity health?

2.  What is the value of an apology without resources, particularly if the 
injustices continue?

3.  How has multidisciplinary, systemic negligence and policy contributed 
to the issue?

4.  Does the African American cultural experience justify distrust? If so, 
how and why?
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7
Capacity Building and the Role of 
Community Health Workers in CEOD

Robert M. Mayberry, Robina Josiah Willock, and 
Pamela V. Daniels

LEARNING OBJECTIVES

What you can learn by studying this chapter:

What “community capacity” and capacity building is and how best to  ■

engage community members in this participatory process
The role of community health workers (CHWs) and their potential  ■

effectiveness as representatives of the community
The relationship between community action, community-based partici- ■

patory research, and community engagement
The leadership role of CHWs in community engagement ■

Core competencies and content training for CHWs ■

How the application of a conceptual model based on the social capital  ■

theory can help to understand the value of CHWs in capacity building
How the application of a conceptual model based on the social capital  ■

theory can help to increased social capital leading to sustainable com-
munity intervention(s) and policy change

Community capacity is the development of the skills, knowledge, and 
infrastructure to effectively promote health, prevent disease, improve 

the quality of life, and engage local communities in self-determined activi-
ties for desired change to an undesirable social condition. The concept 
of “community capacity” is one that has gained currency over the past 
decade and overlaps with the concept of “community empowerment.” 
Both concepts recognize the transforming ability of education and skills 
enhancement to enable even the less well-professionally trained commu-
nity members to take on the task of changing the structures of society.

In this chapter, we explore the role of the CHWs in building commu-
nity capacity for change. We perceive CHWs as well-trained community 
members and an integral part of the community’s capacity to address its 
health and social concerns. An obvious role of CHWs in this context is as 
paid employees of community-based organizations (CBOs), community 
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clinics, academic institutions, or other health and human services agen-
cies. CHWs are also independent public health practitioners who would 
be excellent collaborators with CBOs and community stakeholders.

Because community capacity building often focuses on faith-based 
organizations and CBOs, CHWs may be particularly effective in enhanc-
ing the capacity of CBOs. The CBOs’ capacity may be defi ned as the abil-
ity to deliver education and prevention programs (Hawe, Noort, King, & 
Jordens, 1997; Roper, Baker, Dyal, & Nicola, 1992; Sobeck & Agius, 2007). 
It also involves knowledge, skills, and willingness of individuals; the aca-
demic, health, or social service partners; and the funding agency to col-
laborate to establish common goals, articulate technical assistance needs, 
and develop agreed upon and appropriate responses to the community 
health concerns (Eng & Parker, 1994; Raczynski et al., 2001). CHWs are 
positioned to strengthen the capacity of CBOs as well as bridge the gap in 
collaborations among the community, CBOs, academic, health, and social 
services partners.

THE PUBLIC HEALTH ROLE OF CBOs

The HIV/AIDS pandemic, the increasing prevalence of obesity, the recal-
citrance of chronic diseases, and new and reemerging public health threats 
have elevated the status of CBOs as a basic component of the public health 
infrastructure. CBOs are a core component of national strategies to disease 
prevention and to address other public health challenges. The engagement 
of CBOs also plays a key role in helping public health professionals to 
better understand social, behavioral, and other community determinants 
of health and provide guidance for local community disease-prevention 
activities. This essential participatory role of CBOs, their community-
level expertise, and community credibility establish the cornerstone of 
intervention planning and implementation aimed at eliminating racial, 
ethnic, and socioeconomic health disparities and achieving health equity. 
Furthermore, the involvement of CBOs in promoting health, prevent-
ing disease, and addressing the ill-health burden in local communities 
acknowledges our limited understanding of sociocultural and contextual 
factors which are unique to local communities. It also recognizes the CBOs 
as both experts and infl uential stakeholders.

THE CAPACITY OF CBOs: THE PRESUMED ROLE OF 
COMMUNITY MEMBERS

While the participatory role of CBOs to promote and sustain health, prevent 
disease, and address health disparities in local communities is well recog-
nized, the measurable effectiveness of CBOs is yet to be realized. Many 
CBOs lack the capacity to plan and implement appropriate community 
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interventions (Richter et al., 2000). Most CBOs are yet to develop beyond 
a foundational infrastructure of coalition building, general planning, and 
limited action plan development. In our yearning for evidence-based 
practices, CBOs may be perceived as having limited effectiveness or an 
effectiveness that is yet undeterminable (Richter et al., 2000).

In some of our previous work with 24 established, small- to mid-size 
CBOs to provide HIV/AIDS education and prevention programs to mul-
ticultural, rural, and urban communities throughout nine states of the 
southern region of the United States, we found limited organizations’ 
intervention capacity in several areas: (1) evaluation to measure program 
success, (2) qualitative and quantitative methods to measure change, (3) 
data-collection tools development, (4) protocol development for consis-
tent data collection, management, and analysis, (5) data management, and 
(6) logic model development to delineate the path of program planning 
(Mayberry et al., 2008). Our collaborations with the CBOs strengthened 
signifi cantly their abilities for community intervention planning and 
implementation. Community volunteers were an integral part of the CBOs’ 
infrastructure as were community advisory committees and volunteer 
and paid peer educators. Presumably, these community representatives 
signifi cantly contributed to the enhanced capacity of the CBOs observed 
in a relatively short period (less than 2 years; Mayberry et al., 2008).

THE ROLE OF CHWs

The role of the community member in capacity building is exemplifi ed 
by the CHW. CHWs are primarily lay people trained to deliver important 
health care information and provide social support and advice within the 
community setting. CHWs have played effective roles in many settings, 
interventions, and health outcomes. Also known as lay health advisors, 
community health representatives, promotores de salud, patient naviga-
tors, and outreach workers (and a growing list of names as the CHW’s role 
expands), CHWs are advocates who bridge structural, cultural, and social 
gaps between providers of health and social services and the community 
members they serve. They provide culturally relevant education, counsel-
ing, social support, and may be trained to deliver clinical support services 
such as teaching a patient the proper technique of taking blood pressure, 
patient follow-up, peer counseling and education, social support, and 
care coordination. CHWs also facilitate access to care, promote continu-
ity of care, optimize the appropriate use of health care services, facilitate 
the adoption of self-care and management skills to disease management, 
and enhance treatment adherence. The role and effectiveness of CHWs are 
indicated in the selected areas below.

Diabetes In diabetes care, CHWs have facilitated improvements in dis-
ease knowledge, self-care behavior, keeping appointments, and patient 
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satisfaction. In interventions that utilized CHWs, positive behavioral 
changes were noted in diet and managing blood pressure, increased physi-
cal activity levels, self-monitoring of blood glucose, HbA1c, and provider 
standards of care. Several interventions, using CHWs, have demonstrated 
an increase in diabetes knowledge and self-management behaviors, com-
monly, in 6 to 12 months of following-up intervention (Norris et al., 2006).

Hypertension: CHWs have also contributed to improved blood pressure 
management and control. In a study of urban African Americans, CHWs 
trained in hypertension management were able to increase the percent-
age of participants with controlled blood pressure by 12% to 14% at the 
fi nal follow-up of 40 months (Levine et al., 2002). In this case, the CHWs 
provided educational, counseling, referral, and social support at home vis-
its. Studies that have employed a nurse–CHW–physician intervention for 
blood pressure control have also shown a signifi cant difference in control 
rates for the intervention group compared to the standard care group (Hill 
et al., 1999, 2003). A CHW-led counseling intervention also showed signifi -
cant improvement in blood pressure control (a 13% increase to a 46% con-
trol rate) at 6 months and sustained at 12 months, a statistically signifi cant 
higher sustained control rate compared to usual care (Morisky et al., 2002).

Medication Adherence: Previous randomized controlled trials which used 
CHWs in interventions focused on medication adherence have demon-
strated signifi cant improvements (Brownstein et al., 2007; Norris et al., 
2006; Hovell et al., 1984 [abstract only]; Becker et al., 2005; Hill et al., 2003). 
The results of a randomized control trial of hypertensive urban, low socio-
economic African American men, which used a CHW as part of the nurse–
CHW–physician team, demonstrated an increase in the proportion of men 
on antihypertensive medication from 35% at baseline to 91% in a 36-month 
period of intervention follow-up of hypertension education, telephone 
call reminders every 6 months, and an annual home visit by the CHW. 
This increase in medication use was signifi cantly greater than the increase 
observed for the control group (35%–69%) who received only community 
referrals for hypertension care and did not receive home visits by the CHW. 
Other studies of African American patients have demonstrated signifi cant 
medications use in a 1-year intervention period (Becker et al., 2005).

Bridging the Health Care Divide: One of the main functions of CHWs is to 
serve as “ ‘vital links’ or bridges” between the community members they 
serve and the health care system. However, the roles and responsibilities of 
lay health advisors have not been consistently defi ned across studies that 
utilized them. Instead, what constitutes a CHW varies widely according to 
the needs and designs of the intervention. What has been consistent, how-
ever, is that once trained, CHWs provide an effective, community-directed, 
service to disadvantaged populations that complement the formal health 
care system. In some studies, such as blood pressure control, for example, 
CHWs operated in similar roles as nurses; they also achieved similar suc-
cesses in blood pressure control compared to those achieved by the nurses.
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CHWs are more likely to establish rapport more quickly with clients 
and may foster the relationship, which better facilitate discussions regard-
ing where the patient is, where he or she would like to be, what he or she 
sees as challenges or enabling factors of health behavior change. This level 
of effectiveness may be achievable because the CHW is accepted as a com-
munity representative or a peer, or has the community’s trust and cultural 
credibility.

THE COMMUNITY ACTION MODEL AND COMMUNITY-BASED 
PARTICIPATORY RESEARCH

The role of CHWs matches well with the conceptual framework of the 
Community Action Model (CAM). The CAM is asset-based and builds on 
the strengths or capacity of a community to create change from within. 
The CAM focuses on mobilizing community members and agencies to 
change environmental factors that promote economic and environmental 
inequalities. The CAM is an advocacy model that encourages communi-
ties to mobilize themselves to impact public policy, thus increasing com-
munity social capital. The goal of the CAM is to work in collaboration 
with communities and provide a framework for community members to 
acquire the skills and resources to investigate the health of the place where 
they live and then plan, implement, and evaluate actions that change the 
environment to promote and improve health.

Increasing social capital can lead to comprehensive community changes 
around health, as well as economic and civic well-being. Fundamental 
 elements of CAM are shown in Figure 7.1.

The community action model is an interactive fi ve-step process designed 
to address the fundamental determinants of population health through a 
community-based participatory process. The model was initially designed 
to address the social determinants of tobacco-related health disparities 
through grassroots efforts focused on policy and organizational practices 
and is applicable to other community issues.

The steps of CAM are as follows: Step 1—Dialogue of Concern 
and Issues/Skill-Based Training; Step 2—Community Diagnosis; Step 
3—Analysis; Step 4—Plan and Implement Action/Activity; and Step 
5—Sustaining Action/Activity and Evaluate Action. The role of CHWs 
can be easily defi ned within the CAM.

Step 1—Dialogue of Concern and Issues/Skill-Based Training: In this initial 
step, CHWs, in collaboration with community members and stakeholders, 
engage local communities on issues of concern. Some local communities 
may have established community coalition boards (CCBs). CHWs could 
work with CCB to engage community residents to serve as CCB  members 
or CHWs could serve as CCB members themselves. The important aspect 
of Step 1 is community engagement to identify, understand, and focus 
actions on specifi c community concerns and issues. Specifi c skill-based 
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training is implemented to equip community members with skills to 
identify and describe health concerns or develop skills to fundamentally 
impact problems of concern to the local community. This is a fi rst step of 
capacity building.

Step 2—Community Diagnosis: In collaboration with academic partners 
and other stakeholders, the CHW serves as a unique knowledge base 
and as a community representative to better understand the signifi cant 
disparities in the local community through qualitative and quantitative 
data capture. The CHW is expected to actively participate in the review of 
multiple sources of preexisting data related to the disease burden, preven-
tion, and health disparities. The CHW could also work closely with the 
academic, social services, or health agency partner to qualitatively capture 
perspectives on the community at large, through focus group discussions, 
one-on-one interviews, and impromptu street-level observations and key 
informant interviews.

Step 3—Analysis: In addition to data input and analyzes the CHWs, 
in applying a unique perspective in interpreting the collected data and 
integrating these fi ndings into proposed action plans, are crucial to the 
intervention development process. The assistance that CHWs could give 
in determining how to address the local area information gaps should not 
be underestimated. As important is the role of the CHW as the commu-
nity advocate in presenting fi ndings to the broad base of stakeholders and 
interested parties to make a compelling case for needed action.

       Step 3
Analyze results
of community
diagnosis

Select
action or
activity and
implement

Define
design
and do
community
diagnosis

Repeat the
process

Step 2

Step 4

Step 5 AN ACTION
• Compels another entity to 
 do something to change the
 environment (the place people live
 for the well-being of all
• Is achievable and long-term
 or sustainable

AN ACTIVITY is an educational
intervention that
leads up to and
supports an 
action

Step 1 • Train participants (develop skills,
 increase knowledge, build capacity)
• Name the Issue
• Choose area of focus

Maintain and
enforce
action or
activity

FIGURE 7.1 The fi ve steps of the Community Action Model process.
Source: Lavery et al. (2005).
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Step 4—Intervention Design: The CHW can provide invaluable expertise 
to help set specifi c priorities amenable to change and identify strategies 
for change that are culturally relevant, community acceptable, and more 
easily implementable. An extended role of the CHW is that of spearhead-
ing adoption and implementation of programs to promote continuous 
community involvement in selected priority areas.

Step 5—Sustaining Action/Activity and Evaluate Action: Sustainability of 
identifi ed actions needs community acceptance, the omnipresent face of 
the community, and a champion for change. The integration of evaluation 
into community intervention conceptualization, planning, and implemen-
tation, and regular monitoring of activities likewise necessitate the role of 
the CHW being intertwined throughout this repeated cycle of sustaining 
long-term efforts to address local communities, concerns.

The CAM shares attributes with the community-based participatory 
research approach and helps to further shape and defi ne the CHW’s role. 
“Community-based participatory research” is a collaborative process of 
research involving researchers and community representatives. It engages 
community members, employs local knowledge in the understanding of 
health problems and the design of interventions, and invests community 
members in the processes and products of research. In addition, com-
munity members are invested in the dissemination and use of research 
fi ndings and ultimately in the reduction of health disparities (Agency for 
Healthcare Research and Quality [AHRQ]).

Previous work has extensively defi ned the community-based partici-
patory research (CBPR) approach and calls for researchers to (1) learn the 
“community ecology” before entering the community, (2) establish rela-
tionships with community gatekeepers, (3) build credibility before pro-
ceeding, (4) develop a CCB, (5) work with the CCB to conduct a health 
needs assessment, and (6) collaborate with the board to develop and 
implement one or more health-promotion interventions (Braithwaite 
et al., 1989). Less acknowledged, but equally as important, is the partici-
patory role of the community in all stages of the evaluation process. The 
CHW then becomes the liaison to the community for this comprehensive 
approach to community-level action for desired change.

THE CHW AS LEADER OF COMMUNITY ENGAGEMENT

It is now well acknowledged that when people get involved in their com-
munity and work together for a common benefi t, long-term improvements 
in social conditions and health and other concerns can be achieved. The 
CHW’s role of liaison between the community members and the highly 
structured health care system, driven largely by an acute care modal-
ity of treatment, would suggest that they are, or should be, lynchpins in 
health-related community engagement efforts. Community engagement 
as a cornerstone of effective public health practice suggests a broader, yet 

Murphy_PTR_CH07_27-07-12_155-176.indd   161Murphy_PTR_CH07_27-07-12_155-176.indd   161 8/7/2012   9:36:43 PM8/7/2012   9:36:43 PM



162  II Community Partnerships and Collaborations

leadership role for CHWs. Their involvement in every phase of the com-
munity engagement process can reduce the signifi cant number of health 
initiatives that are often short term that, for this reason, are not of endur-
ing value to the community, and are vulnerable to commandeering by 
counterproductive personal or political interests.

The defi nition of “community engagement” varies considerably depend-
ing on the context of the program or perspective of the one who seeks to 
defi ne it. A central theme that remains constant in authentic community 
engagement is the desire to facilitate right input at the right time, which accu-
rately represents the needs and wishes of a community and which ultimately 
facilitates community self-determination. It is a community-wide process by 
which organizations, individuals, and institutions are mobilized to identify 
challenges, and propose and execute solutions to their common concerns.

Several models of community engagement exist. We choose here to high-
light what one author labels “the cycle of community engagement.” This 
community engagement cycle is defi ned as a process of: (1) coming together 
(planning), (2) moving forward (engagement), and (3) sustaining momentum 
(evaluation and feedback), while being guided by the basic principles (i.e., 
clear purpose, community knowledge, trusting and respectful relationships, 
community self-determination, and long-term commitment; Minnesota 
Department of Health, Offi ce of Performance Improvement, 1999).

Community engagement is not simply consulting with a community 
before executing or imposing a health intervention. It is a combination of 
“informing, consulting with, involving, collaborating with, and empow-
ering the community” (Wilcox, 1994). Each of these activities is an area of 
prospective opportunities for CHWs to exert leadership to make tangible 
and invaluable contributions to the process of engaging communities.

Informing

In the informing phase of community engagement, CHWs serve as con-
duits of information from the academic, civic, or commercial stakeholders 
to their communities. They bring credibility to the motives and mission of 
the external stakeholder as information conduits, bridging the roles and 
interests of the diverse stakeholders. At this stage, their value lies primar-
ily in their willingness and skills to authenticate the external stakeholder’s 
long-term commitment to improving the community’s health and related 
public health efforts. They primarily execute this function by disseminat-
ing information through printed materials, teaching, and promotion. This 
early process serves to sensitize the community to the potential for work-
ing collaboratively and more specifi cally generate buy-in for using the 
community engagement process.

Consulting: A second area that holds much promise for the CHWs is the 
consulting phase. Consulting begins the two-way dialogue that eventually 
leads to problem solving. A cadre of trained CHWs can serve as mediators to 
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ensure that the values, history, priorities, and concerns of the community are 
not lost in translation. Their experience and versatility in operating both in 
the community and within the health care and social services systems makes 
them a key resource in helping to delineate the responsibilities and account-
ability of each research partner. They are also invaluable to the ongoing com-
munication of the research team by helping to articulate the experiential 
and codifi ed knowledge of the community members, researchers, and other 
community stakeholders. In this capacity, they primarily become resource 
persons and fi duciary agents of the community and are able to  provide 
information and facilitate data gathering in myriad forms on a  formal and 
informal basis. A well-documented advantage of utilizing CHWs in this 
regard is their commonality of culture, value/beliefs systems, language, life 
experiences, and expectations with the communities they serve.

Involving

Substantively involving community members and stakeholders in miti-
gating or resolving the community’s concerns necessitates moving beyond 
the conversation of consultations. This is a critical step in the community-
engagement process subsequent to the conversations between external 
stakeholders and the community. This begins a more formal process of 
conceptualizing activities and solutions, which fully takes into account 
community needs, priorities, and capacity. There is often bound to be diver-
gent priorities at the outset; however, CHWs involved at this point in the 
process can fi nd a role in identifying and soliciting broad-based support 
and resources (fi nancial, tangible, intangible) from the community with 
the goal of securing the active participation of the community members. 
The CHWs should be competent in problem solving and demonstrate an 
acumen for the level of negotiation needed to facilitate the group’s efforts 
to create new solutions and methodologies refl ective of the communities 
priorities, resources, and expectations. In its ideal confi guration, commu-
nity involvement in the context of community engagement imbues the 
community with the mandate to “decide” which solutions are acceptable 
and actively contribute to solutions based on their strengths, not simply to 
serve as facilitators acquiescent to an imposed “greater good.”

Collaborating

In the community-engagement process, CHWs serve as key facilita-
tors of collaborative activities. They will be acutely aware of the need to 
engage with the formal, informal, and hidden representatives and interest 
groups of the community. This level of collaboration engages the commu-
nity partners and stakeholders in all aspects of the research process with 
shared authority. As previously mentioned, this includes an iterative pro-
cess of identifying and defi ning problems and priorities; identifying local, 
expert, and external knowledge bases; harnessing community capacity to 
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implement solutions; and creating opportunities for learning and dissemi-
nation of fi ndings. Collaboration with the community is also an important 
precursor to sustainability. There are great opportunities to create syner-
gies in capacity building, cost reduction, and overall effectiveness of solu-
tions implemented. The interdependent decision-making systems, shared 
authority and formalized linkages, roles, and accountability attendant to 
collaboration lay the groundwork for activities that are self-sustaining 
over the long term. CHWs can play a critical role in identifying, building, 
and, most importantly, managing the networks of long-term and newly 
created relationships and communication. In the process of community-
based collaboration, there are typically numerous opportunities to use 
and develop community leaders, trainers, facilitators, and evaluators, any 
number of which a CHW can reasonably fi ll.

Empowering

Community empowerment is one of the most important components of 
community engagement. Empowerment refers to the process by which 
people gain control over the factors and decisions that shape their lives. 
It is the process by which they increase their assets and attributes and 
build capacities to gain access, partners, networks, and/or a voice, in order 
to gain control (Labonté & Laverack, 2008). CHWs are designated to be 
champions and advocates for community self-determination, particularly 
in areas of disease prevention and health promotion. Their presence in the 
community can minimize the stagnation and regression to status quo that 
is more likely to occur over time. It is important that at this point of the 
community-engagement process, external stakeholders are primarily facil-
itators, incorporating CHWs as consultants in various roles as previously 
discussed. CHWs may remain indistinguishable from the community they 
represent, while bridging the gap between the community and those who 
provide external resources. Additionally, a group of vested CHWs can 
serve as an enduring repository of knowledge and skills accessible to the 
community for highlighting new issues and spearheading future efforts.

There are numerous opportunities for well-trained CHWs to signifi -
cantly impact the community-engagement process. The starting point is 
recognition of the unique perspective and leadership contributions they 
can offer beyond the traditional health educator role.

CORE COMPETENCIES AND TRAINING ISSUES FOR CHWs

Training and educational opportunities for CHWs on a national level 
are best described as disjointed. In recent years, however, the expansion 
of CHWs’ utilization and responsibilities has stimulated a concurrent 
increased interest in CHW training, standardized curricula, certifi cation, 
and other types of formal credentialing. The evolution of standardized 
training has been largely initiated by CHW advocacy organizations and 
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local and regional stakeholders. Until recently, the training of CHWs was 
primarily structured as on-the-job training, largely defi ned by the specifi c 
nature of the CHWs’ roles and responsibilities related to a project. Training 
was also specifi cally designed to enhance generic CHW competencies, 
such as patient care, health education, communication, patient advocacy, 
and program-specifi c knowledge.

Within recent years, however, trends in CHW training have included 
formal college-based training opportunities, as well as state-sponsored or 
state-supported certifi cation programs. In addition to widespread stan-
dardization of CHW training, the shifting responsibility for training to the 
formal education system also has the potential to reduce the training bur-
den traditionally placed on community-based programs, health and social 
services agencies, and employers. Training programs currently focus on 
health outreach, health promotion and education, health services access, 
specialized health services access, individual and community advocacy, 
or community capacity building, with a goal to formalize ongoing unor-
ganized activities of CHW across a diverse range of community health 
concerns, stakeholders, and community context (Berthold, Miller, & Avila-
Esparza, 2009). In lieu of formal CHW training, some programs, such as 
the Texas CHW credential program, recognize equivalent experience (in 
this case, at least 1,000 hours of CHW activities within the most recent 
6 years). Many programs also recognize that well-established ties to the 
local community are a highly desirable prerequisite for formal training.

While well-recognized career pathways, skill sets, and training stan-
dards do not exist, reputable CHW education and training are now gen-
erally guided by a modifi able set of core competencies, knowledge, and 
transferrable skills. The 1998 National Community Health Advisor Study 
(Rosenthal et al., 1998) identifi ed eight core CHW competencies: commu-
nication skills, interpersonal skills, service coordination skills, capacity-
building skills, advocacy skills, teaching skills, organizational skills, and 
content knowledge of specifi c health issues (U.S. HRSA, 2007). Additional 
skills and competencies include computer literacy, data-collection skills, 
and confi dentiality and protecting health information.

The integration of adult learning principles into CHW training is also an 
important characteristic of recognized training programs. In this regard, it 
is recognized that the CHW learns better when the material is presented in 
ways that support the CHW and in an environment that is supportive and 
encouraging. The learning environment must also allow the CHW to build 
on past experiences to supplement what he or she already knows, help 
the CHW make self-directed choices about what and how much he or she 
willing to learn, and allow the CHW to participate in interactive learning 
bidirectional feedback. Furthermore, the learning environment must allow 
the CHW to use what he or she learns in the community and workplace 
and highlight the opportunities for personal and professional growth and 
development (Knowles, Holton, & Swanson, 1998). Continuing education 
or refresher training is as important as initial training. Skills and knowledge 
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acquired in initial training can be quickly lost if regular refresher training is 
not available (World Health Organization, 2007).

Training and certifi cation of CHWs serves several distinct purposes rep-
resenting the vested interests of the health care system, the community, and 
the CHW. For the health care system, training and certifi cation codify the 
work of the CHW and increases the potential for better quality assurance, 
reimbursement potential, and access to the health care services the CHW 
provides. For community members, the training of the CHW represents an 
increased social capital, the dissemination of more diverse health educa-
tion and promotion resources, and an improved health services system. By 
taking advantage of standardized training and credentialing opportunities, 
CHWs are exposed to better career opportunities, professional recognition, 
and professional and personal growth. They also become better commu-
nity resource persons, more valuable assets to their communities, and can 
demand remuneration commensurate with their abilities and experience.

CHWs AS SOCIAL CAPITAL: A THEORETICAL 
FRAMEWORK OF CAPACITY BUILDING

We view trained CHWs as a critical component of social capital. Social cap-
ital, in turn, is a key component of community capacity building. Through 
the use of CHWs for capacity building, the concepts of several theories 
such as the Health Belief Model (HBM), Self-Determination Theory (SDT), 
Transtheoretical Model (TTM), and self-effi cacy are all taking place at dif-
ferent stages when community members interact with CHWs for extended 
periods of time. This interaction forges relationships and bonds of trust 
that lead to social support, social networks, and continuous capacity 
building within the community and, subsequently, increased social capi-
tal. The increased social capital within a community leads to improved 
health status of individuals and healthier communities.

Depending on the academic discipline, the defi nition of social capital 
varies. Social capital is defi ned as “not a single entity,” but a variety of dif-
ferent entities having two characteristics in common: (1) They all consist 
of some aspect of social structure, and (2) they facilitate certain actions of 
individuals who are within the structure (Coleman, 1990). Communities 
who are fortunate enough to have CHWs possess both characteristics. The 
community is the social structure and the CHW facilitates specifi c actions 
of the community members through social support (whether it be infor-
mational, instrumental, emotional, or appraisal), education, and provid-
ing resources to clients/patients within the community.

In the perspective of public health, both social cohesion and social net-
works are prominent features of social capital. The school of social cohe-
sion posits that social capital is a group attribute and not an individual 
one. CHWs, although they work with individuals to educate, empower, 
and facilitate change in behavior, are actually creating social ties within 
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the community (Kawachi et al., 2008). The information that is shared with 
individuals is often shared by word-of-mouth to family members, friends, 
church members, and other community members. Although the informa-
tion is shared on the individual level, the community as a whole has the 
opportunity to benefi t from information sharing. Through the education 
process, the CHW is increasing the knowledge, abilities, and skills of the 
community members to manage and control their health. The CHW is 
shaping the health beliefs of the participant, empowering and motivating 
the individual to take control of his or her health, and encouraging behav-
ior change to promote a healthy lifestyle. Through this process, the CHW 
is the “group attribute” that is building capacity on the community level.

Social networks are another aspect of the social capital theory. Social net-
works are centered on resources within the community. These resources 
include social support systems, social service agencies, faith-based organi-
zations, food banks, and social credentials of individuals within the com-
munity (i.e., pastors, doctors, lawyers, teachers, business owners, etc.)—all 
are embedded within an individual’s social network (Lin, 1999). Social net-
works are often measured on both the individual and group level. The CHW 
develops both individual social networks and group networks. At the basic 
level, the individual bonds that the CHW develops with each individual are 
networks for that involved individual. On the group level, as the CHW intro-
duces the community member to different community resources, networks 
develop and continue to expand and grow. These social networks that are 
developed and developing have the power to mobilize communities to pro-
mote policy changes, increase social capital, and build community capacity.

As social capital is being developed within a given community through 
the use of CHWs, several other theories can be applied to explain the work 
of CHWs that lead to capacity building. These include the HBM, SDT, 
TTM, and self-effi cacy.

Health Belief Model

The HBM assesses and identifi es factors in tailoring both the CHW’s 
training and the education/skills-development sessions with community 
members. The HBM has been a primary sociocognitive framework used 
to explain individuals’ decisions to take preventive action with respect 
to maintaining health, adherence to medical regimens, physical activity, 
health checkups, and self-management of diagnosed disease. The HBM 
posits that preventive behavior change is a function of several factors: per-
ceived severity, perceived vulnerability, perceived self-effi cacy, benefi ts, 
barriers, and cues to action. The model maintains that the motivation to 
engage in a positive health behavior depends upon one’s perceived vul-
nerability to the threat of illness and one’s perceptions of the severity of 
the illness (Glanz et al., 2008). The course of action one takes depends 
upon a cost/benefi t analysis of the psychological, physiological, and 
fi nancial barriers and benefi ts associated with the behavior. If the barriers 
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outweigh the benefi ts, one is less likely to engage in the positive behavior 
and vice versa. “Cues” refer to internal or external catalysts for behavior 
change and have been suggested as an effective addition to the model 
when used in conjunction with perceived vulnerability and self-effi cacy 
(i.e., one’s perception of their ability to perform the behavior; Glanz et 
al., 2008). Providing individuals with ongoing cues related to their health 
via feedback is one mechanism for infl uencing preventive behavior. Other 
methods include increasing their knowledge of disease-related severity, 
heightening their perception of vulnerability for disease-related compli-
cations, improving self-effi cacy, and reducing barriers while emphasizing 
benefi ts of behavior change. CHWs are trained (increasing their knowl-
edge and shaping their health beliefs) to educate the community member 
on the risk and benefi ts of desired action. The CHW also connects the 
individual or patient to other resources, such as diabetes self-management 
classes, information on medication assistance programs, and social service 
organizations that provide transportation, child care, food pantries, and 
other community resources.

Self-Determination Theory

SDT is a theory that is based on four minitheories: cognitive evaluation 
theory, basic need theory, organismic integration theory, and causality ori-
entations theory. SDT assumes that individuals are naturally motivated 
to grow and improve their own well-being. The constructs for SDT are 
similar to stages of change (Prochaska, DiClemente, & Norcross, 1992) and 
social learning theory. SDT has four forms of motivation: intrinsic moti-
vation, self-determined extrinsic motivation, nonself determined extrin-
sic motivation, and amotivation. All humans have three psychological 
needs: autonomy (volition), competence (feelings to be able to accomplish 
a goal), and relatedness (positive relationship with others). When all three 
needs are met, individuals will be able to engage in behaviors that are of 
personal value to them, rather than a forced behavioral change. SDT is 
not based on reinforcements (rewards or punishments) that can cause an 
individual to revert back to his or her old behavior once the incentives 
are gone. It is based on autonomous self-regulation and perceived com-
petence. Individuals are autonomously motivated because they have voli-
tion and choice. The CHW acts as motivator or cheerleader, in a sense, to 
encourage, empower, and self-motivate individuals to participate in self-
management classes, control their health issues, and improve their quality 
of life through lifestyle changes.

Transtheoretical Model

Change theory, and in particular, the TTM of intentional behavioral 
change, is the cornerstone of the work that is performed by CHWs. One of 
the main goals in public health research is to increase knowledge, promote 
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positive attitudes, increase self-effi cacy, locus of control, and readiness for 
change, which are all constructs embedded in TTM. Readiness to change 
is captured by the concept of stage of change in TTM. TTM posits fi ve 
discrete stages, which refl ect the individual’s interest and motivation to 
alter an undesirable behavior. When modifying behavior, individuals will 
move through these fi ve stages, or a series of gradual steps, on their own 
or through a formal intervention: precontemplation (not ready to change), 
contemplation (aware of problem, but ambivalent about change), prepa-
ration (intend to act in the near future), action (involved in change), and 
maintenance (sustaining the change).

Self-Effi cacy

It is a concept often attributed to the social cognitive theory. It posits 
that an individual’s confi dence in the ability to change will infl uence 
the behavior the individual actually engages in consistently. Another 
theoretical concept is locus of control. This theory operates in conjunc-
tion with the constructs of confi dence and self-effi cacy so that CHWs are 
able to identify and work with individuals who see control and manage-
ment of their health issue as lying outside their sphere of impact. Locus 
of control refers to an individual’s generalized expectations concerning 
where control over subsequent events resides. In other words, who or 
what is responsible for what happens. “Internal control” is the term used 
to describe the belief that control of future outcomes resides primarily 
in oneself, while “external control” refers to the expectancy that control 
is outside oneself, either in the hands of powerful other people or due 
to fate or chance. Those who feel that they have control over their own 
health and value their health are more likely to pursue health-promoting 
behaviors than those who feel that their health is contingent upon exter-
nal factors.

Through the use of CHWs for capacity building within communities, 
the community is able to obtain and sustain social capital. This social capi-
tal is developed on both the individual level as well as the group or com-
munity level. CHWs are able to educate, empower, and change behavior 
through the use of community resources that create both social cohesion 
and social networks. This is a growing process that promotes increased 
community capacity and that is sustainable over time. Figure 7.2  illustrates 
a conceptual model of how social capital and capacity building are devel-
oped through the use of community health workers.

Case Study Exercises

Individually, or as a group, review the following case study and follow the exer-
cises found at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each exercise. Your professor/instructor will pro-
vide you specifi c guidance on how you are to report your fi ndings for the class.
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Case Study 7.1: iADAPT—A CHW Intervention to Evidence-Based 
Medication Adherence Among Adults With Type 2 Diabetes

In our ongoing research, we use a CHW intervention model to increase 
medication knowledge and awareness, increase patient communication 
with the primary care provider regarding medication use, improve adher-
ence to evidence-based prescribed medication use, and facilitate self-moti-
vation to improve self-management among adults with type 2 diabetes. 
The project (iADAPT) is funded by the Agency for Healthcare Research 
and Quality (grant number R18HS019259) and is conducted in collabora-
tion with a local community health center.

The Problem: Adults with type 2 diabetes are often unable to effectively 
manage their condition through adherence to prescribed medication, self–
care, and lifestyle changes.

The Issues of Medication Adherences and Self-Care: We do not know for 
sure why it is diffi cult for persons with diabetes to keep their blood 
glucose under control, but failure to control glycemia is probably best 
explained by inadequate self-care and ineffective medical management. 
The benefi ts of glycemic control in persons with type 2 diabetes are well 
established. Controlling glycemia (i.e., reducing high blood glucose to 
normal range) can delay microvascular complications of the eye,  kidney, 
and nerves and the severe long-term sequelae of blindness, kidney  failure, 
and lower-extremity amputations.

Oral or insulin medication is the primary focus of type 2 diabetes treat-
ment, concurrent with lifestyle modifi cations, including healthy eating and 
regular exercise. And, while there are many effective medications to con-
trol glycemia, choosing among antidiabetes medications and adherence 
to prescribed medications along with lifestyle modifi cations  challenge 
 providers and patients in glycemic control.

There are many individual psychosocial and behavioral barriers to 
adherence to medication, choice of medication, and intent or desire to 
use medication as prescribed. Among these are the patient’s under-
standing of how to take medication and knowledge of effect of med-
ication on the body, medication side effects, the consequences of not 
taking medications, regimen complexity of more than one drug or more 
than one dose daily, depression, and patient–provider communication. 
A patient’s desire or ability to adhere to medical treatment and self-
care best practices, however, seems to be grounded in psychological 
and motivational factors rather than solely education factors. The time 
typically allotted to routine diabetes care during a clinic visit represents 
only a small fraction of the time that a patient with diabetes needs to be 
actively supported.

A Solution: A CHW’s Approach to Medication Adherence and Self-Care: We 
use a CHW model with the innovation of motivational interviewing (MI) to 
improve adherence to evidence-based antidiabetes medication and  self-care 
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among adults with type 2 diabetes. The CHW intervention is delivered 
according to the psychosocial needs and stage of readiness for change of 
the person with diabetes and for the purpose of facilitating motivation for 
adherence to prescribed medications. CHWs are well-integrated into the 
multiple components of the intervention, including audit and feedback dis-
cussion of patient follow-up and missed appointments, attendance at dia-
betes self-management education (DSME) classes, medication adherence 
problems, and patient–provider communication issues during the monthly 
1-hour “Lunch and Learn” sessions with physician, nurses, and diabetes 
educators.

Recruitment and Selection of CHWs: We identifi ed and recruited CHWs 
through networks and organizations with which we have collegial rela-
tionships: the state CHW network, an academic prevention research cen-
ter, a federally qualifi ed community health center, and other CBOs that 
utilize CHWs located in the targeted community. Eligible CHWs had at 
least a high school diploma. They had to be fl uent in written and spoken 
English; Spanish as second language was an added advantage. Selected 
CHWs had moderate to extensive experience in community-based activi-
ties, health education, or health promotion in diabetes, stroke, asthma, 
hypertension, cancer, or other chronic disease management.

CHW Training: All CHWs received training in the eight core compe-
tencies recommended by the 1998 National Community Health Advisor 
Study, human subject protection, and Health Insurance Portability and 
Accountability Act (HIPPA). CHWs were also trained in the six stan-
dard content areas of DSME as recommended by the American Diabetes 
Association by an experienced, certifi ed diabetes educator. CHWs also 
received training in MI by a certifi ed MI trainer. (MI is a proven patient-cen-
tered, directive counseling approach to sustainable behavioral change.)

Delivery of the CHW Intervention: The CHWs are randomly assigned to 
and provide ongoing counseling sessions to as many as 60 adults with 
type 2 diabetes. The MI-trained CHWs provide monthly one-on-one in-
person and phone-administered counseling sessions over the 12-month 
intervention period. The counseling sessions last for 20 to 30 minutes. The 
CHW intervention is aimed at improving diabetes care, follow-up vis-
its, knowledge and awareness of evidence-based medication use, patient 
communication, medication adherence, and participation in DSME classes 
where medication adherence will be reinforced.

Anticipated Effectiveness of CHWs: The CHW intervention model is 
expected to increase evidence-based medication knowledge and aware-
ness, increase patient communication with the provider, reduce medica-
tion problems, and improve adherence to prescribed medication. “We have 
already seen a reduction in A1c in our patient population and an increase in 
patient participation in DSME classes,” the health center  medical director.
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Study Exercises

1. List problems associated with type 2 diabetes self-care.
2.  What strategy would you use to recruit CHWs appropriate for com-

munity work?
3.  What training strategies would you recommend for CHWs before they 

enter the community?
4.  Outline a diabetes intervention program that would increase commu-

nity awareness and adherence to prescribed medication practices.
5. How can CHWs play an even greater role in adherence?
6.  Provide a brief outline of how you would evaluate effectiveness to your 

program.
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8
Engaging and Organizing Rural Communities 
for Public Health Practice

Lynda Murphy-Freeman and Frederick G. Murphy

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to defi ne the meaning of “rural” ■

How to identify methods in which to determine the needs of rural  ■

communities
How to identify steps for organizing a rural network ■

Description strategies for implementing rural health interventions ■

How goals and objectives should be formed ■

Why it is important to build trust within the rural community ■

The defi nitions of the types of evaluation and their importance ■

To identify the approaches of marketing ■

To identify the types of sustainability and explain ways to sustain a  ■

program

Various defi nitions exist for the term “rural.” According to the Rural 
Assistance Center (n.d.a), the U.S. Census Bureau, the Offi ce of 

Management and Budget, and the Economic Research Service of the U.S. 
Department of Agriculture (USDA) are three government agencies that 
provide defi nitions of what rural is. Because rural is an inexact term that 
can mean different things to different people, it is important to understand 
what the “offi cial” defi nition is, especially when it comes to determining 
eligibility for federal grant programs. The Census Bureau’s defi nition is 
viewed as the “offi cial” defi nition because it is the only federal defi ni-
tion that applies the term “rural” in an offi cial, statistical capacity (Rural 
Assistance Center, n.d.a).

The Rural Assistance Center further explains:

The U.S. Census Bureau initially defi nes specifi c urban entities. An 
Urbanized Area (UA) has an urban nucleus of 50,000 or more peo-
ple. Individual cities with a population of 50,000 may or may not be 
contained in these UAs. Urbanized Areas have a core (one or more 
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contiguous census block groups or BGs) with a total land area less than 
two square miles and a population density of 1,000 persons per square 
mile. They may contain adjoining territory with at minimum 500 per-
sons per square mile and encompass a population of at least 50,000 
people. An Urban Cluster (UC) also has a core as identifi ed above with 
a total land area of less than two square miles and a population den-
sity of 1,000 persons per square mile. They may contain adjoining ter-
ritory with at minimum 500 persons per square mile and encompass 
a population of at least 2,500 but less than 50,000 persons. The Census 
Bureau’s classifi cation of “rural” consists of all territory, population, 
and housing units located outside of UAs and UCs.

To summarize the defi nition above: Urbanized Areas (UAs) have 50,000 
or more people; Urban Clusters (UCs) have at least 2,500 and less than 
50,000 people. “Rural” encompasses all population, housing, and territory 
not included within UAs or UCs (U.S. Census Bureau, 2010).

DETERMINING NEEDS OF RURAL COMMUNITIES

Research on rural health issues is also plagued by the research and institu-
tional structure and bias that favors urban areas. Yet, there is a substantial 
need for research efforts to identify and analyze signifi cant rural health 
problems.

Research is needed on attitudes about family planning among adolescents 
and young adults, access to health care for rural Medicaid populations, the 
health of rural homeless families, and incidence and management of domes-
tic violence and mental health disorders. It is also important to develop and 
monitor health policies that take consequences for rural communities into 
account. At the beginning of the 21st century, much health policy activity 
revolved around cost-containment issues rather than access to services. Access 
is, of course, a crucial issue for rural communities and needs to be addressed. 
The policy implications of ongoing and future demographic changes—such 
as the increase in rural elderly residents and minority populations and the 
frequency of chronic diseases, which place signifi cant stresses on rural health 
systems—also require attention. Policy development will need to address the 
emergence and increase of diseases such as HIV/AIDS, sexually transmitted 
diseases, drug-resistant tuberculosis, and substance abuse in rural popula-
tions. Effective environmental interventions in farms, including the alloca-
tion of more resources to farm safety programs and a revision of  current farm 
safety legislation, are also necessary (Sumaya, 2002).

Though the majority of U.S. population resides in urban areas, rural 
communities still face the same public health challenges and concerns as 
metropolitan areas; furthermore, these challenges and concerns are mag-
nifi ed in rural settings, thus placing these communities at an even greater 
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risk for diseases and health disorders. Economic factors, cultural and social 
differences, educational shortcomings, lack of recognition by legislators, 
and geographic characteristics all contribute to health disparities in these 
communities (National Rural Health Association, n.d.). So then, what are 
some of the basic items for which one gathers information when initially 
approaching a rural community to conduct ongoing health-related activi-
ties? Here is a listing of several:

  1. Identify priority community concerns and health issues
  2. Identify target population
  3. Identify service organizations

a. Resources and services
  4. Meet with key representatives of organizations
  5.  Gather community support (meet with key community entities 

[churches, YMCA, etc.])
  6.  Map out services to provide
  7. Assign duties
  8.  Assign coordinator to provide necessary coordination of activities
  9.  Create and review necessary forms for health fairs (i.e., sign-in sheets, 

biographical data, health status data, etc.)
 10. Choose accessible venues
 11. Order supplies/equipment
 12. Schedule meetings to keep track (weekly or biweekly or monthly)
 13. Advertise (radio, newspaper, fl yers, church bulletins, etc.)
 14. Participate in existing community activities
 15. Plan how to sustain program/intervention
 16.  Continue to look for opportunities and partnerships

Let’s briefl y discuss some of the methods that can be used to gather 
some of the items listed above.

Needs Assessment

A needs assessment will allow the community-based organization to iden-
tify concerns of residents and begin to set an agenda to address these con-
cerns. According to Moore (2009), the assessment is the beginning of the 
strategic planning process. Moore (2009) also stated that, “Community 
assessments can and should be more than just a gathering and analyz-
ing of data, they can also be a basis for creating change . . . . It can provide 
important community information as to who may be working on issues 
and where gaps in community services lie.”

Some data-identifying community needs may already exist. Local and 
state health departments are a valuable resource in the process of iden-
tifying health disparities within target communities. Utilizing this infor-
mation properly will allow organizations to be effective in their outreach 
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efforts. Health priorities differ from community to community; therefore, 
program design should refl ect the priorities unique to each community. 
For example, organizations should not make HIV testing a priority if com-
plications due to diabetes accounts for 95% of the deaths in the commu-
nity and HIV accounts for only 1%; this is not to say that the HIV testing 
and education should not take place in the community, but it should not 
be the top priority. Whatever the primary health issue may be, organiza-
tions should aim to improve health outcomes, improve health behaviors, 
and prevent/reduce further complications if applicable. The needs assess-
ment can greatly assist in completing this task.

Access to Health Care

In a study conducted by the USDA, it was found that “the accessibility of 
health care resources generally declines as geographic isolation increases.” 
Lack of access to health care and lack of health insurance are major dispar-
ities that affect rural communities. Unfortunately, some rely on emergency 
care as their primary source for health care. The rural care model focuses 
on providing primary care locally, as well as emergency care since small 
volumes of patients will not support a hospital. The model also refers 
these patients to regional health care centers, which are often distant, 
resulting in rural residents incurring higher travel-time costs compared 
to urban residents. These factors also may result in patients substituting a 
local general practitioner or a specialist, or reducing their usage of health 
care (Jones, Parker, Ahearn, Mishra, & Variyam, 2009).

Costs to treat patients without access to providers and/or health insur-
ance result in increased visits to the emergency department. The federal 
agency’s analysis also found that rates of emergency department visits 
were 39% higher for Americans living in rural areas compared to those 
living in urban areas (515 visits vs. 372 visits per 1,000 adults). Cardiac 
conditions and diabetes were among the most frequent chronic conditions 
seen in the emergency department (Owens & Mutter, 2010).

According to the National Rural Health Association (n.d.), only about 
10% of physicians practice in rural America despite the fact that nearly 
one-fourth of the population lives in these areas. To help supplement the 
lack of health care providers, some organizations that serve rural commu-
nities will provide free health screenings to meet the basic medical needs 
of the community. These screenings can include testing for hypertension, 
cholesterol, diabetes, and HIV, and can also include eye exams, dental 
exams, and body mass index readings. The tests and exams are provided 
depending on the organization’s ability, and the needs of the population. 
For example, some programs target diabetes and its risk factors, so you 
will fi nd hypertension, glucose, and cholesterol testing, but you will not 
fi nd HIV testing at their screenings. On the other hand, others will solely 
focus on HIV testing and HIV/AIDS education.
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Identifying and Organizing a Rural Network

In rural communities, it is imperative to identify organizations that are 
well respected. Whether it is the local YMCA or a university, the organiza-
tion must identify community partners to help implement the screening 
programs. With different populations, this may not be an easy task; here 
are some fundamental ways this can be achieved.

Collaboration and Networking

Collaborating with other community organizations can allow a sharing of 
expertise and resources, thus improving the effectiveness of service deliv-
ery. Creating meaningful and effective partnerships create new opportu-
nities to serve the community. Sharing education, technology, supplies, 
manpower, and so on can potentially enhance the service program, thus 
benefi ting the communities they serve. The collaboration or network 
should be centered on providing holistic health for individuals and com-
munities. During planning, participating organizations should focus on 
improving access and availability of health care services, while improving 
the quality of life for rural residents (Kelly, 2002). Program development 
should create opportunities for resource sharing while avoiding duplica-
tion. It is important to have the pulse of the community. A way to do that 
is to add a lay community member on the program planning committee. 
This will prove valuable during the planning process, especially if dealing 
with unfamiliar populations.

The rural network should also possess cultural competence—having the 
capacity to effectively function and provide services that are sensitive 
and responsive to cultural differences presented by the target population. 
Being aware of the impact of culture and being able to respond appropri-
ately to unique cultural differences will increase the quality of services; 
thereby producing better outcomes (Rural Assistance Center, n.d.b).

Defi ning Roles and Responsibilities

Kelly (2002) also emphasized that identifying leaders (formal and infor-
mal), and establishing and defi ning roles of partners should be done early 
in the collaboration process to ensure success. Clearly identifying the 
responsibility of each organization will establish accountability; however, 
the responsibilities should not be a burden or add too much to the existing 
workloads, but it should complement the partner organizations. This may 
be more diffi cult for rural areas because in most rural communities, health 
care providers are limited in number and most belong to the same health 
care agencies that service the same target populations. These providers 
also belong to many of the same community groups and organizations, 
and thus there can easily be routine “network overlap” and “scheduling 
confl icts” when planning and scheduling rural health interventions and 
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screening events. In addition, providers can suffer from “burn out” and 
they can “over book” when they are continually called upon to participate 
in each other’s community programs, health and nonhealth related.

Provider Planning Meetings

It is important to continue to meet after roles are established. Meeting reg-
ularly will present opportunities to exchange ideas and information, while 
also developing relationships with partners and their staff. It is important 
to recognize the natural leaders in the program development process, and 
recognize the strengths each partner possesses (Kelly, 2002).

Identifi cation of Potential Barriers

Collaborating and forming networks is not always a simple process. The 
Rural Assistance Center (n.d.c) highlights barriers that organizations may 
face while trying to create partnerships:

Racial disparities ■

Poverty ■

Lack of communication ■

Turf issues ■

Federal grant programs that discourage collaboration ■

History of confl ict and mistrust ■

Isolation ■

Poor access due to road conditions and/or severe weather conditions ■

Absence of public transportation ■

Small population base ■

Limited pool of professional talent including leadership capabilities ■

Strategies for Implementing Rural Health Interventions

Among other elements, prevention is a desired outcome for most orga-
nizations utilizing health screenings. The World Health Organization 
(WHO, 2002) describes primary and secondary prevention. Primary pre-
vention can protect susceptible individuals from developing a condition. 
Let’s use diabetes, a chronic condition, as an example. A health-screening 
program that includes health education can provide diabetes awareness 
to susceptible groups and promote modifi cations to behavior (such as 
improvements in diet and increased physical activity). Screening pro-
grams can also provide secondary prevention—prevention of immediate 
and long-term consequences. Secondary prevention includes early detec-
tion, prevention, and treatment. For example, a diabetes health screen-
ing provides opportunities for participants to have their blood glucose 
tested. Detection of elevated blood glucose and referrals to health care 
providers for treatment can lead to control of blood glucose (through 
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behavior change and/or medication), which can substantially reduce 
complications of diabetes (WHO, 2002).

WHO (2002) also discussed the type of costs that can occur due to diabe-
tes complications, such as costs for medicine, increased payments for insur-
ance, and hospital stays. In 2008, stays in rural hospitals were more likely 
to be preventable when compared to urban hospitals. Rural hospitals had 
15.9% preventable stays, 8.9% had potentially preventable chronic condi-
tions, and 7.0% had preventable acute conditions. Urban hospitals had 9.2% 
preventable stays: 5.8% were potentially preventable chronic conditions and 
3.4% potentially preventable acute conditions (Stranges & Stocks, 2010).

Identifying Target Populations

Health screenings should be provided when the community’s health 
needs are clearly identifi ed (as discussed in Determining the Need of 
Rural Communities) and the target population has been selected. There 
are various populations that an organization can target within a com-
munity (i.e., elderly, children, adults, minorities, etc.), and specifi c 
subpopulations (i.e., elderly women, Hispanic men, African American 
women, etc.). Populations can also differ based on educational level, 
gender, income, geographic location, race, culture, and so on. The orga-
nization should select the particular group of individuals intended to 
be identifi ed and served through its service program. This group is 
also known as the target population (Bureau of Justice Assistance Center, 
n.d.). This group will be those within the community who are most at 
risk for the health indicator that the organization has chosen to target. 
The identifi cation of a target population is a key component in design-
ing an effective program.

Goals and Objectives

Once the health problem and target population have been identifi ed, and 
partnerships are formed, the services can be designed to fi t the commu-
nity. Goals and objectives for the health-screening program should be 
established. Whether it is disease control, health education, or disease 
prevention, the program activities (types of tests, educational informa-
tion provided, etc.) should refl ect the goals and objectives set in place. For 
example, the CDC (2009) emphasized that objectives should be SMART, 
which is defi ned as follows:

Specifi c: persons/population doing the action and the action/activity
 Measurable: how much change is expected
Achievable: attainable given the time frame and available resources
 Realistic: reasonable steps to address problems and help achieve the 

 program goal
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Time-phased: provides a timeline for the objective to be met
Here’s an example of SMART goals and objectives:

Goals: Improve health outcomes of County B Hispanic/Latino farm 
workers with hypertension; increase healthy lifestyle behaviors among 
Hispanic/Latino farm workers in County B

Objectives: In 1 year, a total of at least six health screenings will be con-
ducted for Hispanic health workers at County B chicken farm
Increase the workers’ knowledge of hypertension (contributing risk  ■

factors, preventive measures, and self-management of hypertension).
At least 50% of the Hispanic/Latino farm workers will report that they  ■

have changed their behaviors to improve their health status.

Building Trust

Trust is a key ingredient to successfully conduct health programs in rural 
communities. However, it does not take place in and of itself. True trusting 
relationships must be built. They occur with time and effort, with ongoing 
engagement and involvement, and by the sweat of one’s brow. One of the 
most important aspects of building trusting relationships is to constantly 
reach out to and consult with community gatekeepers or community 
leaders living in the community. In the context of rural communities, this 
may mean approaching church leaders (i.e., pastors, nuns, farmers, etc.). 
If an organization does not have existing relationships, or has problems 
establishing new relationships, many times it can use the state and/or 
local health department as a resource for obtaining community contacts. 
For example, an organization may have problems reaching the Hispanic/
Latino population or African American population; if so, it can contact the 
state Offi ce of Minority Health for assistance.

Another important component of the building trust effort is the “where 
in accessibility” or the site location of health programs when they are 
implemented. Organizations should be mindful of the barriers rural com-
munities face, such as lack of access to health care, so providing screenings 
at sites that are familiar and accessible to residents will enhance the suc-
cess of the service programs.

Community workers must be careful not to dismiss distrust as unwar-
ranted or as a misperception that should be addressed by trying to change 
members of the community and their attitudes. Disparities in the quality 
of health care are real, and ongoing concerns exist about how the com-
munity members are informed and involved. Trust and distrust must be 
manifested by the provider, making the matter of trustworthiness as one 
that evolves from the provider agency or institution (Wynia & Gamble, 
2006).

Viewing the problem from the perspective of provider trustworthiness, 
rather than community distrust, opens the door to potential solutions. 
Most importantly, ownership of the health efforts must belong to both the 
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rural health providers and communities. Each should feel equal partner-
ship in this regard.

In order to effectively reach rural communities and to nurture trust-
ing relationships in these communities, health intervention and screening 
programs many times must be conducted in settings that are not typical 
when compared to traditional urban settings. Settings in rural communi-
ties where programs can be implemented are, in most instances, dictated 
by where the target population can be “accessed” in meaningful and pro-
ductive ways. These settings may include migrant worker farms, small 
churches, trailer parks, and so on.

The identifi cation and development of culturally appropriate recruit-
ment materials, as well as the engagement of staff and assistants with 
similar racial and cultural backgrounds as the subject population, can 
help provide accurate information and reduce distrust in many rural com-
munity residents. Additionally, the establishment of community organi-
zations or advisory boards, which provide feedback at all stages of the 
health effort, has been another means to ensure that community members 
take ownership of the effort and help to protect the interests the commu-
nity targeted, thus reducing distrust.

EVALUATION

Organizations must start thinking about evaluation once the primary issue 
and target population are identifi ed. It is important for organizations to 
create and/or obtain the necessary forms/documents (i.e., sign-in sheets, 
demographic data, health status data, satisfaction surveys, etc.) that will 
capture data refl ecting the network’s goals and objectives in order to suc-
cessfully evaluate their program. Evaluation is a step that must be kept in 
mind from the beginning stages of the planning process. The program-eval-
uation process is important because it provides an opportunity for orga-
nizations to refl ect on the process, infl uence policy makers and funders, 
build capacity and engage community, share what works and what doesn’t 
work with other communities, and ensure funding and sustainability. The 
Center for the Advancement of Community-Based Public Health (CBPH, 
2000) defi nes program evaluation as “the systematic collection, analysis, and 
reporting of information about a program to assist in decision making.” 
What have we done? How well have we done it? Who did we do it to? How effec-
tive has our program been? What could we do differently? are all questions that 
organizations may answer by conducting program evaluation.

Process evaluation focuses more on how the program is being imple-
mented, and how its outcomes are being achieved. It also tracks the 
strengths and weaknesses of the program. Process evaluation answers 
questions such as “Is the program being implemented as planned? How 
is the program achieving its objectives? What activities were conducted? 
What materials or services did participants receive? What did people 
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experience? How is our coalition working? Do we have the ‘right’ stake-
holders?” (CBPH, 2000).

SOCIAL MARKETING

To promote their health-screening programs in rural communities, networks 
should utilize social marketing. Social marketing is different from commer-
cial marketing, but utilizes some of its strategies (i.e., audience orientation, 
audience segmentation, infl uencing behavior, competition, exchange, and 
marketing mix). Social marketing involves having a systematic and strategic 
plan for infl uencing voluntary behavioral change and promotes an end goal 
of improved personal welfare and improved welfare of society (CDC, 2007).

According to Turning Point (n.d.), social marketing is:

A social or behavioral change strategy ■

Most effective when it activates people ■

Targeted to those who have a reason to care and who are ready for  ■

change
Strategic, and requires effi cient use of resources ■

Integrated, and works on the “installment plan” ■

Social marketing is not:

Just advertising ■

A clever slogan or messaging strategy ■

Reaching everyone through a media blitz ■

An image campaign ■

Done in a vacuum ■

A quick process ■

Organizations must fi nd ways to advertise and promote their pro-
grams and remember that communities have different methods of com-
munication, especially rural communities. They should reach out to the 
“voices” of the community, such as churches, newspaper, radio, senior 
centers, and so on, to help promote the program. Each community is 
unique and has to be approached in a manner that will specifi cally meet 
the needs and reach the culture of the particular community. A market-
ing strategy that may work in one community may not necessarily work 
in another.

SUSTAINABILITY

Organizations should seek ways to fi nd sustainability, which is to continue 
community health or quality of life benefi ts over time (Center for Civic 
Partnerships, 2001). Retaining networks or collaborations, gaining new 
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partners, and seeking additional funding are all ways to help sustain the 
health interventions and screening program. There are two types of sus-
tainability to consider (CDC, n.d.):

Program Sustainability:1.  refers to the likelihood of the program continu-
ing despite various factors (changes in management, available funding, 
etc.)
Behavior Sustainability:2.  focuses on how easy or diffi cult it will be for the 
target population to continue their new behavior(s) once the program 
ends.

The Center for Civic Partnerships (2001) provides ten steps to maintain-
ing community improvements:

  1. Create shared understanding of sustainability
  2. Position yourself to increase your sustainability odds
  3. Create a plan to work through the process
  4. Look at the current picture and pending items
  5. Develop criteria on what to continue
  6. Decide what to continue and prioritize
  7.  Create options for maintaining your priority efforts (including fund-

ing issues)
  8. Develop a sustainability plan
  9. Implement your sustainability plan
 10. Estimate your outcomes and revise as needed

Case Study Exercises

Individually, or as a group, review the following case study and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each question. Your professor/instructor will pro-
vide you specifi c guidance on how you are to report your fi ndings for the class.

Case Study 8.1: Alarural

Alarural, a nonprofi t organization in rural Alabama, has received fund-
ing to provide health education and health screenings to County X and 
County Y. Alarural has worked with various community organizations 
in the past, including churches, universities, schools, health departments, 
and recreational centers in both counties and will include these organiza-
tions as a part of its network. The organization has already conducted a 
needs assessment and has identifi ed diabetes as the health concern that 
has greatly impacted both communities. Since the prevalence of diabetes 
is much higher in County X’s African American population, it has chosen 
this group as its target population. On the other hand, diabetes is affecting 
the Hispanic/Latino population in County Y.
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Alarual is more familiar with County X because that is where it is 
located and has implemented several programs over the years in this com-
munity; they are not as familiar with County Y. Alarural has decided to 
reach County Y using the same method strategies that it uses to reach 
the residents of County X. It has decided to take the lead in implement-
ing the program in both counties, since it has the most experience con-
ducting health screenings out of any of the partners in the network. After 
6 months of implementing its health screening and health education 
program, it has been very successful in reaching residents of County X. 
Unfortunately, participation numbers in County Y has been very low; 
lower than anticipated.

Study Questions

1.  What strategies of implementing a health screening should Alarural 
implement?

2.  How is Alarural utilizing its network partnerships?
3.  In what ways could it improve the use of the network?
4.  What other strategies could be used by Alarural to increase community 

participation in County Y?

Case Study 8.2: Owen County Health Department

The rural Owen County Health Department knows that community partici-
pation is essential to bringing about meaningful change. This three-county 
area, population 52,000, has been implementing a planning and mobilization 
process to assess and address local community issues. Even in their framing 
of their local partnerships as related to “health and safety,” they were think-
ing of what would attract the most community member involvement.

Health Department staff invited concerned community citizens and 
people from numerous sectors of the community to be involved with their 
assessment and improvement efforts. More than 60 people attended the 
fi rst meeting to kick off their process, and included judges, fi eld represen-
tatives for congressmen, representation from the local faith communities, 
the hospitals, primary care center, board of health members, chiropractors, 
police, mayors, judges, the school superintendents, family resource repre-
sentatives, youth service representatives, adult education, EMS workers, 
and other concerned citizens. Although many area residents lack access to 
cable television or Internet connections, energetic and resourceful Health 
Department staff members were effectively able to engage people. They 
advertised in local newspapers, church bulletins, and through venues 
such as the county extension service, dentists’ offi ces, pharmacies, local 
businesses, hospice, the county sheriff, jailors, banks, and area technical 
colleges. Staff shared that their ability to allocate funds in their budget 
for food was also very helpful for convening people (they met over the 
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lunch hour over catered sandwiches). At the fi rst meeting, their sign-in 
sheet allowed people to indicate interest in joining the partnership on 
health and safety, and then staff followed-up with those people (e.g., using 
postcards and phone calls). Health Department staff members have also 
gathered support and membership for the partnerships by going and mak-
ing presentations to many local community groups, including the rotary 
club, chambers of commerce, the schools, and local faith groups.

Since that successful launch, the coalition has strategically engaged 
members and collaborated with other existing local partnerships. The 
coalition has worked within each county to identify top health concerns. 
They sent out local surveys asking county residents (which asked them 
to identify the three most important things for a healthy county, the three 
top risky behaviors, and the top three health concerns). The $100 gift 
cards served as incentives for participation and each of the four coun-
ties received responses ranging from 600 to 1,000 returned surveys. This 
community input identifi ed unique priorities for each county, including 
reducing tobacco use, reducing obesity, decreasing motor vehicle fatali-
ties, and increasing access to care, and has been essential for improvement 
planning efforts.

The health education staff of the Health Department facilitates the local 
health and safety partnerships in each of the four counties. This provides 
institutionalized support for ensuring the staff time needed to facilitate 
these important community-driven processes.

Study Questions

1.  It is important to include community members in the process of bring-
ing about change. Identify ways the Owen County Health Department 
sought community member engagement.

2.  Inclusion and engagement also means that community members can 
contribute. How did the Owen County Health Department create space 
for community members to contribute to the process?

3.  Buy-in by community partners increases the likelihood that they 
will stay engaged in the effort. What did the Owen County Health 
Department do that promoted partner buy-in?

4.  How will they ensure meaningful opportunities for community mem-
bers to be involved?
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9
III COMMUNITY HEALTH POLICY ISSUES

Ensuring Environmental Health and Justice in 
Communities of Concern

Stephanie Miles-Richardson and Rueben C. Warren

LEARNING OBJECTIVES

What you can learn by studying this chapter:

How to defi ne environment ■

How to describe environmental heath ■

What are communities of concern ■

To identify three chronic diseases and potential environmental  ■

contributors
What are the components of a framework to address environmental  ■

health challenges in communities of concern
To describe the relationship between this framework and community- ■

based participatory research (CBPR)
How to identify the aspect of this framework that likely contributes to  ■

its success

Before ensuring environmental health and justice in communities of 
concern, one must fi rst have a thorough understanding of environ-

mental health. This fi rst requires an initial discourse and agreement on the 
concept of “health.” The World Health Organization (WHO) defi nes health 
as the physical, social, and psychological well-being of the individual and 
not just the absence of disease (WHO, 2012). This defi nition suggests that 
health and disease are not simply two diametrically opposed concepts. 
Rather, health is a much more complex continuum with various inputs. A 
more encompassing defi nition that includes another input that is critical 
in communities of concern describes health as a “dynamic relationship; 
the synergistic interplay between physical, social, psychological, and spir-
itual elements that create the well-being of persons and/or groups in their 
physical and social environment” (Warren, Lockett, & Zulfi qar, 2002). Not 
only does this defi nition speak to psychosocial and spiritual elements of 
persons, it includes references to physical space or the environment that 
people occupy. Public health, in its broadest, is social justice—and social 
justice is inclusive of matters of environmental health and justice.
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Environment, per se, is inclusive of the physical environment and how 
that physical nature impacts health outcome, as well as environmental 
stewardship practices such as waste management, recycling, and other 
means of environmental conservation. Historically, mainstream organiza-
tions focused on the environment were concerned with protecting the wil-
derness and endangered species. There is a long-term appreciation for the 
relationship between animals and their environment. However, we have 
been slow to recognize the direct impact of the environment on persons, 
although the impact on environmental resources has been clear. As such, 
many organizations were also concerned with clean air and clean water, 
and other activities related to conservation. Recent efforts have targeted 
environmental stewardship, particularly as the effects of greenhouse gases 
and climate change have become more embedded in day-to-day conversa-
tion. But for the purpose of this discussion, environment specifi cally refers 
to the impact on persons and communities. While environment simply 
describes the circumstances, objects, or conditions in which one is sur-
rounded, it includes the complex interaction of physical factors (such as 
light or noise), chemical factors (such as hazardous waste), and biotic fac-
tors (such as climate, soil, and living things) that act upon individuals 
or communities. This interaction ultimately determines not only the form 
and survival of organisms, but also the health status and quality of life of 
persons.

A strategy to ensure environmental health is important since we know 
that environmental stressors can negatively impact a person’s health. Such 
stressors may be physical, chemical, or biologic factors, which are exter-
nal to a person. According to the WHO, approximately one-quarter of the 
global disease burden can be attributed to the modifi able environment. 
Also, it is estimated that 24% of the number of years of healthy life lost to 
disease, and 23% of mortality associated with disease is related to envi-
ronmental causes (WHO, 2006). Similarly, social and cultural conditions 
that infl uence the life of an individual or community directly impact the 
quality of an individual’s and/or community’s environment. When such 
an impact is negative and disproportionately affects certain communities, 
it is considered to be an issue of environmental justice (EJ). According to 
the Environmental Protection Agency (EPA):

Environmental Justice is the fair treatment and meaningful involve-
ment of all people regardless of race, color, national origin, or income 
with respect to the development, implementation, and enforcement 
of environmental laws, regulations, and policies. EPA has this goal for 
all communities and persons across this Nation. It will be achieved 
when everyone enjoys the same degree of protection from environ-
mental and health hazards and equal access to the decision-making 
process to have a healthy environment in which to live, learn, and 
work. (EPA, 2012)
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It is important to note the context in which this defi nition emerged. 
The EJ movement was born out of communities rallying together against 
environmental stressors that threatened the environmental health of per-
sons collectively. Early on, for some, the environment served as another 
struggle for justice, not unlike the civil rights movement. This was the 
case in Warren County, North Carolina, where the EJ movement began. 
In Warren County, a toxic landfi ll was placed in a small African American 
community even though the location was not the most scientifi cally suit-
able site for a landfi ll. Shortly thereafter, it became evident that pollution-
producing facilities were more likely to be placed in certain communities. 
In the early 1980s, the Government Accounting Offi ce (GAO) released a 
report that revealed that three of four hazardous waste sites in the south-
eastern United States were in African American communities (General 
Accounting Offi ce, 1983). A landmark report titled “Toxic Wastes and Race 
in the United States” published by the Commission for Racial Justice of 
the United Church of Christ followed the GAO report and provided tan-
gible evidence that demonstrated that toxic facilities were disproportion-
ately sited in minority and/or low income communities (1987). Several 
cases and lawsuits against the EPA throughout the 1980s led to the estab-
lishment of the Environmental Equity Working group and ushered in the 
response of the federal government to the impact of environmental stres-
sors on communities of concern. EJ advocates defi ne the environment in 
a way that speaks specifi cally to the communities impacted: “where we 
work, live, play and worship” (1999). To attain environmental health is to 
have freedom from illness or injury related to exposure to toxic agents and 
other environmental conditions that are potentially detrimental to human 
health. Environmental health—like public health—is social justice and a 
right for all.

COMMUNITIES OF CONCERN

Communities of concern refer to communities in specifi c regions where 
racial and ethnic minorities and/or persons who lead a low-income life 
live and often work. Persons in these communities have high prevalence 
of disease and disabilities, have shorter life spans, have a lower quality 
of life, and also have disproportionately high levels of exposure to envi-
ronmental stressors resulting in real or perceived adverse health effects. 
Additionally, persons in these communities may have limited access to 
health care and are often less educated; they may be politically disenfran-
chised, and they may be of low socioeconomic status (SES). This terminol-
ogy, fi rst introduced by the Institute of Medicine, 1999, is used to describe 
persons who often experience environmental stressors that can adversely 
infl uence health. Environmental stressors include chemicals, biologics, 
allergens, and traditional toxicants. Environmental stressors can also 
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include light, noise, odors, and exposure to particulate matter. Historically, 
however, environmental stressors typically referred to the preponderance 
of landfi ll sitings and exposure to other hazardous substances in minor-
ity and low-income communities (Brown, 1995). For example, in 1977, 
Chemical Waste Management established a large commercial hazardous 
waste treatment, storage, and disposal facility that was sited in Emelle 
(Sumpter County), Alabama, where African Americans comprised 90% of 
the population. Additionally, African Americans represented 100% of the 
population below the poverty level (General Accounting Offi ce, 1983). This 
was the largest landfi ll in the United States. It was found that the fourth 
largest landfi ll in the United States was in Scotlandville, Louisiana, which, 
at the time, was comprised of 93% African Americans. Hispanic residents 
of Kettleman City, California, comprised 78.4% of the population; this was 
the home of the fi fth largest landfi ll in the United States. These three com-
munities comprised an estimated 40% of the total national commercial 
hazardous waste landfi ll capacity of the United States. This report was 
updated 20 years later—in 2007. Cases of disproportionate landfi ll sitings 
and other evidence of environmental injustice remain (Bullard, Mohai, 
Saha, & Wright, 2007).

Health effects resulting from environmental exposure can be acute or 
chronic. Also, complications to preexisting medical problems can occur. 
Childhood asthma is increasing, particularly in urban neighborhoods, 
among children who are of a low SES (Hill, Graham, & Divgi, 2011; 
Weitzman, Gortmaker, Sobol, & Perrin, 1992). Neighborhoods that are 
low SES are disproportionately located near highways, industrial areas, 
and toxic waste sites, since land there is cheaper and political resistance to 
polluting is often less visible (Gan et al., 2011; Laumbach & Kipen, 2012; 
Rauh, Landrigan, & Claudio, 2008). In addition to asthma, proximity to 
hazardous waste can cause immune dysfunction, autoimmunity, allergies, 
cancers, cognitive defi cits, mood changes, neurological diseases, changes 
in libido, reproductive dysfunction, and glucose dysregulation (Gee & 
Payne-Sturges, 2004).

Unfortunately, members of communities of concern often also bear the 
burden of health disparities. It is, in fact, diffi cult to separate experiences 
of environmental injustice from experiences of health disparities. Health 
disparities, historically, were articulated as excess deaths, a term used 
in the 1985 Report of the Secretary’s Task Force of Black and Minority 
Health (United States Department of Health and Human Services, 1985). 
Excess deaths referred to the difference between the number of deaths 
observed in a racial/ethnic group and the number of deaths that would 
have occurred in that group if it had the same death rate as the non-His-
panic White population. In 1985, there were 60,000 excess deaths experi-
enced by African Americans. The report focused on mortality data from 
1979 to 1981 and identifi ed six causes of death that together accounted for 
over 80% of the mortality observed among African Americans and other 
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minorities. Those six causes of death were cancer, cardiovascular disease 
and stroke, cirrhosis, diabetes, homicides and accidents, and infant mor-
tality (United States Department of Health and Human Services, 1985). 
By 1990, HIV/AIDS was estimated to be the sixth leading cause of death 
for African Americans (Smith, 1992). Sadly, those causes of death remain 
prominent contributors to health disparities even today. In 2005, excess 
deaths had risen to 83,000 (Satcher et al., 2005). This was even after the 
elimination of health disparities was articulated as one of the nation’s two 
overarching goals in Healthy People 2010. Many of the chronic health con-
ditions that continue to plague persons in communities of concern also 
have environmental contributors suggesting that health outcomes may be 
modifi ed with environmental mitigation.

ENVIRONMENTAL CONTRIBUTORS TO CHRONIC DISEASE

Chronic disease is a particular burden for people who also experience 
health disparities. In the United States, cardiovascular disease, primarily 
heart disease and stroke, is the leading cause of death for both men and 
women of all racial and ethnic groups. This is particularly alarming in 
minority populations. Well-known risk factors for heart disease include 
smoking, decreased exercise, increased weight, and increased saturated 
fat in the diet. Social and economic stress can also serve as a risk factor 
(Warren-Findlow, 2006). Lesser known risk factors include exposure to 
air pollution, which has been associated with myocardial infarction, ini-
tiation of life-threatening arrhythmias, changes in cardiac rhythm and 
autonomic function, endothelial dysfunction, increased plasma viscosity, 
and increased C-reactive protein (Kampa & Castanas, 2008; Zanobetti, 
Baccarelli, & Schwartz, 2011). While underlying biological mechanisms 
are not clear, these fi ndings provide possible pathways in which air pol-
lutants, especially particulate matter, affect the incidence and death rate 
of heart disease and stroke (Zanobetti et al., 2011). Such information is of 
particular relevance in cities like Houston, Texas, where airborne emis-
sions from various sources contribute to frequent episodes of elevated 
air pollution (Sexton, Linder, Marko, Bethel, & Lupo, 2007). In Houston, 
the primary culprit is exposure to environmental hazards near the ship 
channel. In fact, the highest cancer risk in Harris County, Texas, is con-
centrated along a corridor that fl anks the channel. It is noted that social 
disadvantage and Hispanic ethnicity is also related to the increase in can-
cer risk burden (Sexton et al., 2007). In other urban centers, proximity to 
road traffi c can lead to adverse cardiovascular outcomes (Gan et al., 2011). 
Blood lead and bone lead are associated with increased blood pressure 
and hypertension (Hassing et al., 2009), as well as behavioral effects in 
children (Dilworth-Bart & Moore, 2006). Lead causes an elevation of sys-
tolic blood pressure among adult males. Early myocardial responses to 
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environmental toxicants cause altered calcium homeostasis, which may 
lead to reversible cardiac arrhythmia, or with prolonged stimuli, hyper-
trophy and irreversible cardiomyopathy (Hassing et al., 2009).

Cancer is a complex disease that can have plausible associations with 
numerous environmental chemicals such as persistent, bioaccumulative 
organochlorines; ubiquitous, lipophilic solvents; and ubiquitous, persis-
tent metals (Apelberg, Buckley, & White, 2005; Golden & Kimbrough, 
2009; Sarafanov et al., 2011; Wolff, Britton, & Wilson, 2003; Wolff et al., 
2000). Epidemiologic studies of hormonal factors in breast cancer, as well 
as prostate cancer, and animal studies of both hormonal activity and car-
cinogenicity of certain synthetic chemicals suggest environmental pol-
lutants as possible sources of risk. Much research has been conducted to 
determine the impact, if any, of organochlorines on breast cancer. While 
research has not demonstrated a causal relationship, additional work is 
needed to identify potential effects of polychlorinated biphenyls (PCBs) 
and to determine if certain populations are more vulnerable because of 
differing exposure patterns (Salehi et al., 2008).

The burden of diabetes on the nation is so great that nationwide screen-
ings and community-based lifestyle interventions are being proposed. 
The goal is to not only prevent the onset of type 2 diabetes, but also to 
reduce health care costs over time. In addition to the effects on health 
care costs, diabetes is a major cause of blindness, renal failure, ampu-
tation, and cardiovascular disease. Additionally, it increases the risk of 
cancer and dementia (Fradkin, 2012; Zhuo et al., 2012). Diabetes has a 
large incidence rate in African American and other minority populations. 
Risk factors include genetics/inherited tendencies; medical risk factors, 
such as insulin resistance; and lifestyle risk factors, such as physical activ-
ity. While interventions to combat diabetes have a strong focus on life-
style modifi cations, environmental contributors must not be overlooked. 
Epidemiologic data demonstrate that populations with high exposure 
to arsenic generally have an increase risk of type 2 diabetes. Arsenic is 
metabolized in vivo to trivalent arsenic. A trivalent arsenical, phenylarsine 
oxide, has adverse effects on the insulin receptor and glucose transport in 
in vitro experiments (Longnecker & Daniels, 2001a). Dioxin exposure has 
been associated with type 2 diabetes, hyperglycemia, or hyperinsulinemia 
(Longnecker & Daniels, 2001b; Remillard & Bunce, 2002). Additionally, 
bisphenol A, which is found in plastics and other products, may lead to 
insulin resistance and type 2 diabetes. The mechanism is believed to be 
an overactivation of pancreatic beta cells (Silver, O’Neill, Sowers, & Park, 
2011). There is also evidence that environmental tobacco smoke expo-
sure may be associated with type 2 diabetes (Cupul-Uicab et al., 2011; 
Cupul-Uicab, Ye, Skjaerven, Haug, & Longnecker, 2011; Ko et al., 2011). 
In recent years, researchers have also focused on the impact of the built 
food environment, specifi cally access to fresh foods, on type 2 diabetes 
(Lamichhane et al., 2012).
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Asthma is another chronic disease that has specifi c associations with 
environmental exposures. For well over a decade, evidence that environ-
mental air pollutants are associated with asthma has increased (Koren & 
Utell, 1997; Rauh et al., 2008; Weitzman et al., 1992; Wong, Von, Douwes, 
& Pearce, 2006). This is particularly signifi cant for children in the United 
States and worldwide (Laumbach & Kipen, 2012) and it may be that other 
vulnerable populations are also at greater risk (Cakmak, Dales, Rubio, & 
Vidal, 2011). Early exposure to particulate matter is strongly associated 
with the development of asthma. Air pollutants of concern are particu-
late matter, ozone, and nitrogen dioxide. Chronic exposure to particulate 
matter has been associated with, in addition to asthma, an increased risk 
of cardiovascular disease, cancer, chronic obstructive pulmonary disease, 
and neurologic disease (Ji & Khurana Hershey, 2012). Additionally, the 
negative effects of particulate matter and other air pollutants on lung 
function place children at continued risk for pollutant-induced asthma 
exacerbation (Grigg, 2004; Tzivian, 2011). When children live in environ-
ments near traffi c, negative health effects also occur (Boothe & Shendell, 
2008; Dales, Wheeler, Mahmud, Frescura, & Liu, 2009). Air pollution is a 
preventable cause of respiratory disease for which persons in communi-
ties of concern may be particularly vulnerable due to environmental stres-
sors (Laumbach, 2010).

These are some examples of diseases and disorders that can be infl u-
enced by environmental exposures. Beyond the scientifi c certainty and/
or plausibility of health effects of environmental chemical exposure, it 
becomes necessary to also consider the psychosocial impact of living in an 
environment with known or suspected environmental hazards. Indeed, 
when calculating cumulative exposures, investigators should take into 
consideration the role of different types of stressors. For example, when 
evaluating health risks, cumulative risk assessment should consider both 
chemical and nonchemical stressors, such as SES and related psychoso-
cial stress (Lewis, Sax, Wason, & Campleman, 2011). This consideration 
is particularly critical for persons in communities of color and/or com-
munities comprised of persons of low SES. Such communities are dispro-
portionately affected. The relationship among health, environment, and 
culture is intertwined; therefore, the cultural context of community is an 
important consideration (Bent, 2003). Research demonstrates the effect of 
long-term economic and social stress on chronic disease (Warren-Findlow, 
2006). Indeed, communities of concern and communities of color often 
describe the same disproportionately impacted populations. Theoretical 
frameworks that integrate nonchemical stressors such as poverty and 
discrimination have been identifi ed (Lewis et al., 2011; Linder & Sexton, 
2011). Several models have been proposed: Social determinant models 
suggest that disparate health outcomes are due to structural inequalities, 
health disparity models consider the social and contextual factors that act 
through individual behaviors and biological mechanisms, and multiple 
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stressor models consider environmental agents (Linder & Sexton, 2011). 
Psychosocial stress is clearly a factor with the potential to exacerbate the 
real or perceived threats of environmental hazards (Gee & Payne-Sturges, 
2004). Until there is agreement on how best to conduct an all-inclusive risk 
assessment of environmental exposure, a framework to address the real 
and perceived environmental exposures must be identifi ed.

A FRAMEWORK TO ADDRESS 
ENVIRONMENTAL HEALTH CHALLENGES

The typical response to environmental exposures is the risk-assessment 
process (EPA, 2011a). Risk assessment involves hazard identifi cation—
utilizing available scientifi c literature to identify types of toxic effects; 
dose–response assessment—a quantitative description of risk with associ-
ated uncertainties; and human exposure assessment—identifi cation of the 
range of exposures being assessed. Finally, risk characterization describes 
the particular risks likely to be experienced by the population of interest 
under actual or expected exposure conditions. The risk-assessment process 
relies heavily on assigning causation to manage risks. But assigning causa-
tion is not critical to assessing the risks associated with human exposures 
to those environmental agents that are of immediate concern. The reliance 
of the risk-assessment process on proof of toxicity is problematic. Often, 
neither epidemiologic evidence nor the scientifi c literature provides such 
proof. This fact alone does not demonstrate that harm is unlikely. Even so, 
a formal assessment of the health risks from environmental stressors can 
serve as a tool for risk management, as well as to inform EJ policy. When 
risk is assessed and management decisions are made, there must also be 
careful consideration of economic issues, ethical and moral principles, legal 
precedents, political realities, cultural beliefs, societal values, and bureau-
cratic impediments (Lewis et al., 2011). Taken together, these factors can 
ensure that vulnerable populations are protected. An alternative approach 
to utilize environmental impact assessment is the precautionary principle 
(Cranor, 2004; Goldstein, 2006; Powell, 2010). This approach requires the 
proof of safety prior to use and subsequent exposure. As such, it is an 
approach that remains controversial and not universally used.

In communities of concern, utilizing a strategy that includes assess-
ment, advocacy, coordination, and evaluation has proven most useful 
and most likely to lead to a speedy resolution. Assessment is the deter-
mination of what the situation is without placing any value on it. Often, 
in communities of concern, assessment requires that “listening ses-
sions” occur with members of the community. In such forums, which 
occur in places designated by community members, residents’ con-
cerns and fears are heard, and when possible, questions are answered. 
But the outcome of the listening session is not to provide information, 
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rather, it is to hear concerns and begin the process of building a trusting 
relationship with all stakeholders. Assessment also involves utilizing 
resources that are available, such as the Toxic Release Inventory (TRI) 
managed by the EPA (EPA, 2011b), as well as available scientifi c litera-
ture. Although information provided to the EPA by industry is volun-
tary, the TRI database can provide information for communities about 
toxic chemical releases in the environment. Completing a public health 
assessment, as established by the U.S. Agency for Toxic Substances and 
Disease Registry (ATSDR), is one strategy to determine the relationship 
between adverse, population-based, human health effects and toxic and 
hazardous waste (ATSDR, 2011). ATSDR’s public health assessment 
process utilizes the identifi cation of a complete exposure pathway to 
determine if a given environmental release is likely to cause harm to a 
local population. While this is a reasonable process, when it is not pos-
sible to determine a complete exposure pathway, yet a population still 
has evidence—or belief—of harm, the process becomes problematic. 
Regardless of the outcome of the public health assessment, advocacy fol-
lows, and can only occur when one is clear of the issue—that is, clear of 
the outcome of the assessment. Advocacy is based on the best science 
available. In the absence of valid and reliable science, advocacy still 
occurs scientifi cally, at best, and systematically, at worst, and leads to 
the design of a strategy to measure the impact of the intervention used. 
Coordination, the next step, utilizes public health agencies and other 
networks within the federal, state, local government, and nongovern-
ment trusted agencies and organizations to coordinate what should be 
advocated for and implemented to address the environmental health 
issues facing the community. Primary care physicians and/or physi-
cians trained in environmental medicine are critical at this stage. When 
community members are provided the opportunity to articulate their 
major concern, one will often fi nd that it centers on health. This type of 
critical information can be gleaned during the listening session in the 
fi rst step of the process. Since the main concern of affected community 
members is often health, health providers who are willing and able to 
speak about the potential or known effects of environmental exposures 
are critical. Community gatekeepers, advocates, and academic, civic, 
social, and faith-based individuals and organizations are essential to 
build a sustainable movement to fully address the issues, which often 
extend beyond the authority and resources of the public health com-
munity. For successful resolution of concerns, communities rooted in 
principles of faith must have their faith leaders present and engaged. 
It is not uncommon for a listening session to be held in a faith-based 
institution. Finally, evaluation research should occur to measure impact 
and to ensure that the process is repeatable.

This strategy for addressing environmental health and ensuring EJ 
in communities of concern is rooted in the principles of CBPR methods, 
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which focus on social, structural, and physical environmental inequi-
ties through active involvement of community members, organizational 
representatives, and researchers in all aspects of the process. The CBPR 
process is scientifi c inquiry that is conducted as a partnership between 
traditionally trained practitioners and lay participants. In CBPR projects, 
the community participates fully in all aspects of the research process. 
The “expert” practitioner and the lay practitioner are coequal partners in 
a CBPR project. This method requires that the views, concerns, and inter-
ests of all participants are given equal weight in determining the focus 
of the research question, the approach employed to attempt to identify 
answers and solutions, and the use and signifi cance of the products of the 
research endeavor. Community–university partnerships are particularly 
fruitful, providing resources for the community and opportunities for ser-
vice and learning for academicians. For example, issues of environmental 
health and justice impacting a low-income community of color located 
along the fence line of a major oil refi nery in Richmond, California, were 
explored using CBPR. The partnership led to the formation of a health 
survey that revealed positive feelings that the residents had about their 
neighborhood, but also their concerns about environmental stressors. An 
outcome of this partnership was the discovery that children and long-time 
residents had elevated asthma rates (Cohen, Lopez, Malloy, & Morello-
Frosch, 2011). While variations on the CBPR model exist, the common 
theme is the partnership between the so-called expert and representa-
tives of the affected community. While those with expertise are typically 
practitioners, graduate interns focused on environmental public health 
have also been effective using this approach (Close, Zokovitch Paben, & 
Foster, 2011).

Persons in communities of concern already experience health dis-
parities and poorer health outcomes. Residential segregation may lead 
to differential experiences with stressors—including psychosocial and 
environmental (Gee & Payne-Sturges, 2004). Ultimately, in order to 
develop policy to address the disproportionate impact on communities 
of concern, it is necessary to develop a model that accurately takes into 
account the additive effect of multiple environmental and social stres-
sors (Brody et al., 2009). Some models have been proposed. For example, 
the cumulative environmental hazard inequity index provides a means 
by which to incorporate environmental hazards and characteristics 
related to SES to assess inequities in cumulative risk (Su et al., 2009). 
Psychosocial stress, coupled with disproportionate exposure to envi-
ronmental hazards, requires that public health practitioners engaged in 
environmental public health embrace an approach that will best serve 
impacted populations. Meanwhile, an approach that utilizes the frame-
work described herein will serve to begin the process of rebuilding trust 
and mitigating harm.
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Case Study Exercises

Individually, or as a group, review the following case study and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each question. Your professor/instructor will pro-
vide you specifi c guidance on how you are to report your fi ndings for the class.

Case Study 9.1: Environmental Concerns in Corpus Christi, Texas

You are a public health practitioner in Texas who learns of a community 
in Corpus Christi with concerns regarding environmental contamina-
tion. After doing some research and visiting with some members of the 
community, you learn the following: The “Refi nery Row” districts of 
Corpus Christi, Texas, are primarily low income, African American and 
Hispanic communities located very close to a large collection of industrial 
companies.

The residents are concerned about air and ground (water and soil) pol-
lution caused by these industries. Through a community organization, 
residents have voiced their concerns, but perceive an apparent disregard 
by both the polluters and the city and state. Incidents such as ground 
water contamination, lead contamination of soil, accidents and explosions 
at plants, and various toxic clouds resulting in nausea of the residents on 
several occasions have provoked little or no actions by the state and the 
city. Complaints phoned in by the citizens are routinely ignored. City Hall 
has refused to hold special town meetings on the subject of environmental 
contamination, and has rebuffed citizens when they brought up the topic 
while attending council meetings. Residents generally feel that there is no 
concern for their health and well-being. Many have no additional school-
ing beyond high school—20% do not have a high school diploma. The 
residents have various ailments that they believe are related to the envi-
ronmental contamination. Many do not have health insurance and cannot 
afford to go for medical care. Every Saturday, from 8:30 p.m. to 1 p.m., 
the free clinic opens up to provide care for those in need. However, many 
residents cannot get to the clinic because they work the night shift at one 
of the refi neries or at the nearby poultry plant. The residents are frustrated 
and distrustful of most public offi cials. However, they trust you as a pub-
lic health practitioner and seek your guidance for resolution.

Study Questions

1. What are the key issues sighted here?
2. What cultural concerns are evident in this case study?
3. How would describe disparity in this case study?
4.  How will you advise the community to move to address their 

concerns?
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10
Using Conceptual Frameworks in Health 
Policymaking: A Guide for CEOD

Monica Taylor-Jones

LEARNING OBJECTIVES

What you can learn by studying this chapter:

What public policy is ■

What health policy/health care policy/public health policy are ■

What the relationship between the social determinants of health (SDH)  ■

and health policy is
How ordinary citizens can use the SDH to frame an issue for policy ■

What steps are involved in the policymaking process ■

How frameworks that focus on policy theory can guide ordinary citi- ■

zens through the policy process
How political theory can be used to guide ordinary citizens through the  ■

policy process
How policy theories can help to frame health policies (or health care  ■

policies) aimed to impact the SDH and ultimately health disparities

Health inequities call for policy action, especially when the most vul-
nerable members in societies suffer the most. Historically, persons 

in the lower socioeconomic strata have been systematically burdened 
by morbidity and mortality across both chronic and infectious diseases 
(Hofrichter, 2003; Hofrichter & Bhatia, 2010). The causes for health inequi-
ties and health disparities have been linked to a dearth in critical resources 
particularly in low-income communities (Marmot, Friel, Bell, Houweling, 
& Taylor, 2008). These resources include the SDH and comprise education, 
income, employment, access to proper nutrition, transportation, racism 
and discrimination, access to clean water, access to medical care, sanita-
tion, standard housing, insurance, and environmental conditions (Beltran, 
McDavid, Hall, & Dean, 2011; Braveman, 2011; Labonte & Schrecker, 2006; 
Marmot, 2005; World Health Organization [WHO], 2008).

Policy can play a critical role at eliminating health inequities by increas-
ing access to the SDH (Exworthy, 2008; Navarro, 2009; Marmot et al., 
2008). Policies that address the social, political, and environmental factors 
can impact the availability and distribution of the SDH (Exworthy, 2008). 
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210  III Community Health Policy Issues

Examples of such policies include (but are not limited to) zoning regulations 
to restrict the number of fast-food outlets in low-income communities, plan-
ning policies to increase walking and bike trails and decrease food deserts 
(Chen & Florax, 2010; Liburd, 2009), tax policies that favor lower income 
groups, health care reform to increase access to health care, or extending 
unemployment insurance, just to name a few (Bernstein, McNichol, & 
Lyons, 2006).

While these aforementioned policies are indeed considered a step in 
the right direction, the notion of engaging in the process of policy forma-
tion may seem intangible or an abstract concept for some. For instance, 
one may hold strong beliefs about a lack of smoking regulations in public 
spaces or about toxic dumping in one’s community, but may not necessar-
ily have knowledge on how to correct this injustice. However, it is impor-
tant to note that it does not take an expert in the fi eld of public policy to 
engage in the political process. Participants in the policy process do not 
require a formal education, training, certifi cations, or even experience. A 
suitable phrase that gets at the core of any advocacy effort in the pursuit 
for justice comes from Earl Knightingale, “All you need is the plan, the 
roadmap, and the courage to press on to your destination” (1921–1989). 
For this reason, this chapter offers a roadmap, from start to fi nish, on how 
to engage in the policy process. This chapter provides its readers with 
knowledge about what is involved in the policymaking process and is 
grounded in political theory that describes how policies are developed, 
adopted, and implemented into society. Regardless of its theoretical com-
ponent, this chapter is written with the intent to be clear, user-friendly, 
and appealing to those who are nonsavvy to political jargon.

The approaches presented in this chapter are timely in that they offer 
guidance on how to embark upon a policy agenda that deals with the 
inequitable distribution of the SDH. This agenda, to use the SDH as a plat-
form to address disparate health conditions, has been endorsed by the 
World Health Organization (2008) and has been implemented as goals and 
objectives for Healthy People 2020 (Sharpe, Harrison, & Dean, 2010). This 
recent movement considers policy as a pathway to alter health inequities 
(Marmot, 2005). This chapter offers insight on how ordinary citizens, com-
munities, or coalitions can use a policy approach to address defi ciencies 
in the SDH in order to ameliorate injustices in population health, be it 
political, systematic, or environmental. If the goals are to advocate for new 
policies, enforce policies that increase access to the SDH, or block policies 
that deprive communities of critical SDH, consider this chapter as a start-
ing point.

First, this chapter discusses the fundamentals of public policy, health 
policy, the stakeholders involved in policymaking, the role of SDH on 
health disparities, and, fi nally, an example of how to use political theory 
to guide advocacy and policy efforts to formulate health policies that tar-
get the SDH.
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10 Using Conceptual Frameworks in Health Policymaking  211

WHAT IS PUBLIC POLICY?

How can ordinary citizens, communities, or coalitions begin to engage 
in public policy? First, some formal knowledge about public policy is 
required. Public policy consists of a set of rules made by governments to 
establish and regulate behaviors that are judged to be morally unacceptable 
(Theodoulou & Cahn, 1995). Public policies also include decisions made by 
governments to execute programs for the well-being of society (Cochran 
& Malone, 1995). Policies are then adopted to solve a social problem as a 
means to protect members of society (Dye, 2001). The policy is intended 
to be the solution to the social problem. If the government fails to act on a 
given social problem, this is still considered a policy decision (Dye, 2001).

Health policy is a form of public policy and centers on government 
actions intended to improve the health of its members (Longest, 2010). 
Health policies have been established to protect the health of society’s 
most vulnerable individuals, including the elderly and the poor (Soldo 
& Agree, 1988). Parallel to public policies, health policies can be enacted 
at the federal, state, and local levels (Longest, 2010). Some examples of 
health policies include: the Patient Protection and Affordable Care Act of 
2010 enacted to expand health insurance access to low-income citizens 
(P.L. 111–148); the Social Security Act of 1965 adopted to provide insur-
ance to the elderly and persons with disabilities (P.L. 89–97); the Breast 
and Cervical Cancer Mortality Act of 1991 to provide access to breast and 
cervical cancer screening for underinsured women (P.L. 106–354); New 
York City’s regulation to phase out artifi cial transfat from foods prepared 
in public food service establishments (111–203); and New Jersey’s Smoke 
Free Air Act (2005, c383) to ban smoking in public spaces and the work-
place (Henry J. Kaiser Family Foundation, 2011).

OFFICIAL AND UNOFFICIAL ACTORS

There are two types of participants involved in public policymaking: offi -
cial and unoffi cial actors (Birkland, 2005). The offi cial actors are partici-
pants who have legal authority to make laws (legislative branch); enforce, 
veto, or implement laws (Executive Branch); and interpret laws (Judicial 
Branch) (Birkland, 2005; Longest, 2010). These actors can also appropriate 
money toward social programs aimed to improve the welfare of society 
(Teitelbaum & Wilensky, 2007). The offi cial actors are decision makers at 
the federal, state, and local levels and consist of the president, Congress, 
judges, mayors, cabinet offi cials, agency heads, commissioners, governors, 
and state and local legislatures (Birkland, 2005; Teitelbaum & Wilensky, 
2007).

Unoffi cial actors do not have the legal authority to implement policies; 
however, they have the right to be involved in the policy process to protect 
their own interests (Birkland, 2005; Teitelbaum & Wilensky, 2007). Unoffi cial 
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actors include ordinary citizens, special interest groups, advocacy groups, 
political parties, lobbyists, media, academics, consultants, researchers, or 
think tanks (Birkland, 2005; Coffman, Hendricks, Masters, & Williams Kaye, 
2007; Dye, 2001; Kingdon, 2011; Theodoulou & Cahn, 1995). Interest groups 
can infl uence the policymaking process (Teitelbaum & Wilensky, 2007). They 
can use research that supports their position to frame a persuasive argu-
ment to the public, media, and politicians to garner support (Coffman et al., 
2007; Malena, 2009; Smith, 2010). Unoffi cial actors can also engage in other 
promising advocacy strategies to garner support such as grassroots organiz-
ing, media advocacy, holding rallies and marches, developing alliances and 
partnerships with key constituents, or collaborating with organizations that 
support their cause (Coffman et al., 2007). Social movements have emerged 
and have been successful in the passage of signifi cant legislation to sup-
port their interests. These include, policies to protect citizens from drunk 
drivers (MADD, Mothers Against Drunk Drivers) and lawsuits and poli-
cies against tobacco companies to protect citizens from secondhand smoke; 
and the Civil Rights Act (American Nonsmokers’ Rights Foundation, 2010; 
Birkland, 2005; P.L. 88–352). Unoffi cial actors with common interests can 
work together to advance their policy goals and, at times, compete against 
one another (Birkland, 2005).

THE PROBLEM: HEALTH DISPARITIES AND THE SDH

Health disparities occur when there are differences in the health status of 
one group relative to another group (Kawachi, Daniels, & Robinson, 2005). 
Health disparities are salient when there are higher incidence rates of mor-
bidity and mortality across diseases among comparable groups, often accord-
ing to race/ethnicity or socioeconomic status (Kawachi et al., 2005; Williams 
& Sternthal, 2010). Health disparities between racial and ethnic groups and 
socioeconomic status have been pervasive and are often compared (House 
& Williams, 2003). The marked differences in health status are most salient 
between the health of wealthy groups compared to other income groups, 
especially the lower income strata (Kim, Millen, Irwin, & Gersham, 2000; 
Marmot, 2005; Navarro, 2000). More specifi cally, higher income groups 
(including racial and ethnic groups) experience better health outcomes rela-
tive to lower income populations (House & Williams, 2003; Kim et al., 2000). 
Lower income groups experience lower life expectancy and higher mor-
bidity rates across various diseases, including cancer, diabetes, and heart 
disease (House & Williams, 2003; Kim et al., 2000; Navarro, 2000). Health 
disparities among these groups widened during periods of economic gains 
in the United States, especially during the Bush eras (Bernstein et al., 2006; 
House & Williams, 2003). Health disparities are attributed to the rise in the 
number of uninsured Americans during this period, which grew from 38.7 
million in 2000 to 46.3 million in 2008 (U.S. Census Bureau, 2000, 2008). The 
increase in the number of the uninsured population parallel the rising costs 
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10 Using Conceptual Frameworks in Health Policymaking  213

of health care premiums, which rose to nearly 80% during the Bush eras 
(Kaiser Family Foundation, 2001).

According to Raphael (2003), the SDH impacts whether people “stay 
healthy or become ill.” To achieve equity in health outcomes for the most 
vulnerable populations requires an equitable distribution of the SDH 
(Daniels, Kennedy, & Kawachi, 1999). This requires action, particularly 
through political and economic policies to inherently make these resources 
more accessible (Labonte & Schrecker, 2006; WHO, 2008). Prior to public 
health’s attention to the need to address the SDH through effective poli-
cies, much of the discourse on public health focused on individual risk 
factors and programs that aimed to promote behavior change (Valente 
& Pumpuang, 2007). Health policies have also evolved. Historically, the 
impetus for health policies concentrated on fi nancing medical treatments 
to improve population health (McGinnis, Williams-Russo, & Knickman, 
2002). However, health care costs, particularly in the United States, have 
not resulted in the most favorable health outcomes (Rampbell, 2009). 
United States, spending on health care ranks highest compared to other 
wealthier nations, but the United States still has the worst health outcomes 
(Rampbell, 2009). Concomitantly, behavior change promotions have not 
resulted in sustainable change or lessened health disparities (Hofrichter, 
2003).

Political, economic, and social forces have perpetuated conditions 
that systematically limited access to the SDH in the physical environ-
ment, especially in disenfranchised communities (Bell & Standish, 2010; 
Labonte & Schrecker, 2006; Raphael, 2008; Wilkinson & Marmot, 2006; 
WHO, 2008). Historically, civic engagement has been absent and the needs 
of individuals in disenfranchised communities have not been represented 
in the political process (Hofrichter, 2003). To achieve health equity calls for 
a political and economic policy commitment to invest in public expendi-
tures that protect the basic needs and public services of its citizens, which 
requires the availability of the SDH. WHO’s commission on the SDH 
(2008) concluded that: “(The) toxic combination of bad policies, econom-
ics, and politics is, in large measure responsible for the fact that a majority 
of people in the world do not enjoy the good health that is biologically 
possible.” Given this, political theories are discussed to provide guidance 
on how to develop, block, or enforce effective health policies that aim to 
eliminate the problem of health disparities based on a dearth in the SDH. 
Examples are provided to demonstrate how to integrate the political the-
ory, the SDH, and health disparities in the pursuit for optimal population 
health, regardless of race or income status.

THE POLICY PROCESS: INTRODUCTION TO POLITICAL THEORIES

Political theories or conceptual frameworks are assumptions that offer a 
rationale for understanding the components that are instrumental in the 
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policymaking process (Sabatier, 2007). The Stages Heuristics Model was 
one of the initial and the most prominent framework that emerged in the 
1970s and 1980s to guide our knowledge on what occurs during the poli-
cymaking process (Jann & Wegrichand, 2007; May & Wildavsky, 1978). The 
Stages Heuristic Model separated the policy process into distinct stages to 
describe events that occurred during policymaking. These stages include 
issue defi nition, agenda setting, formulation, adoption, implementation, 
and evaluation. In the issue identifi cation stage, a social issue is per-
ceived as problematic by the public or the media (Jann & Wegrichand, 
2007). When the issue grasps the attention of policy makers, then it is in 
the agenda-setting stage (Kingdon, 2011). As the issue gains more seri-
ous attention by policy makers, it rises to a higher level on the political 
agenda into the policy-formulation stage where a special committee con-
siders the issue to be adopted into public policy (Jann & Wegrichand, 
2007; Longest, 2010; Theodoulou & Cahn, 1995). The issue is then enacted 
and implemented into society by an assigned government agency (Jann 
& Wegrichand, 2007). Policy outcomes are then evaluated to determine if 
the goals of policy were met, especially by the target population (Jann & 
Wegrichand, 2007; Theodoulou & Cahn, 1995). During this stage, a policy 
can be terminated or the cycle (of the Stages Heuristics Model) may begin 
again if a new problem was identifi ed and the policy has to be modifi ed 
(Theodoulou & Cahn, 1995).

Scientists have contributed substantive research on various stages 
within the heuristics framework (Dery, 1984; Kingdon, 2011; Longest, 2010; 
Van Meter & Van Horn, 1975). This framework provided valuable insight 
into a complex process. However, it has also been noted for its inaccuracies 
including assumptions that the policymaking process was oversimplifi ed, 
occurs linearly, is absent of explanations on how each stage progresses 
sequentially and for its concentration solely on policy enactment (Jann & 
Wegrichand, 2007; Sabatier, 2007).

Additional frameworks of the policy process have emerged to respond 
to the critiques of the Stages Heuristic Model (Birkland, 2005; Boushey, 
2010; Jann & Wegrichand, 2007; Kingdon, 2011; Nakamura, 1987; Sabatier, 
2007; Sabatier & Jenkins-Smith, 1993). These frameworks include (but are 
not limited to): Three Streams Approach, Advocacy Coalition Framework 
(ACF), Punctuated Equilibrium Theory, Institutional Rational Choice, 
Policy Diffusion Framework, and Network Models (Boushey, 2010; 
Jann & Wegrichand, 2007; Kingdon, 2011; Nakamura, 1987; Sabatier, 
1991, 2007; Sabatier & Jenkins-Smith, 1993; True, Jones, & Baumgartner, 
2007). These frameworks have advanced the discourse on understand-
ing the policy process beyond the Stages Heuristic Model and considers 
that policy change can: occur incrementally, take 10 years before laws 
are passed, accounts for additional infl uences that may obstruct or delay 
the policy process such as political or economic factors, or takes into 
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10 Using Conceptual Frameworks in Health Policymaking  215

account the infl uential behaviors of actors and unoffi cial actors (Schlager 
& Blomquist, 1996).

The utility of political theory is emphasized and serves as a point of ref-
erence for laypersons who want to engage in the decision-making process. 
Given the range and scope of conceptual frameworks in the policy dis-
course, this chapter will discuss only one theory, Kingdon’s Three Streams 
Approach, not to discount the others. The Three Streams Approach lends 
its focus to understanding why some public problems emerge to ultimately 
gain the attention of policy makers where laws are formulated to solve the 
problem, while other problems evolve and policy makers choose not to 
be responsive to those problems (Kingdon, 2011). Kingdon’s framework is 
presented as a case study to explain the processes involved in policymak-
ing in the context of a specifi c health disparity and how to incorporate criti-
cal resources in the process to improve population health.

This chapter uses Kingdon’s conceptual frameworks to demonstrate 
how to propose, adopt, or enforce policies that address the unequal dis-
tribution of the SDH. Given the impact of the SDH on health dispari-
ties, and Kingdon’s theories on how problems gain the attention of policy 
makers, this chapter (1) identifi es components of the Three Streams 
Approach, (2) applies the framework to a health disparity: diabetes, (3) 
includes select SDH that impact diabetes, and (4) provides examples of 
the type of health policies that can be developed that incorporate the SDH 
and applies Kingdon’s theory (Exworthy, 2008). The goals are to provide 
a step-by-step process that would facilitate strategic thinking and appro-
priate planning for engaging in policy or advocacy-related activities.

CONCEPTUAL FRAMEWORKS: THREE STREAMS APPROACH

Kingdon (2011) proposed three variables in his Three Streams Approach 
to describe the policy process: the problem, policy, and political streams. 
This framework centers on how a social problem, such as health dispari-
ties, reaches the agenda-setting stage where policy makers are paying 
attention to the issue. According to Kingdon (2011), the problem stream 
consists of various social problems that unoffi cial actors want policy mak-
ers to consider and to formulate a solution to the problem. It is critical 
to increase awareness to the public and to policy makers on a particular 
issue, especially since one’s perception of what is considered an issue for 
policy makers may not be shared by others (Kingdon, 2011; Theodoulou 
& Cahn, 1995). For instance, the need to pass a National Health Insurance 
Program has been the subject of debate throughout many Administrations 
(Blumenthal & Morone, 2010). Some perceive the uninsured problem as a 
matter of health and human rights that require government intervention, 
while others do not perceive it as a right, rather a social good that can be 
bought and sold in the health care market (Kingdon, 2011).
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Policy communities consist of bureaucrats, academicians, researchers, or 
congressional staff, and they emerge in Kingdon’s policy stream. These com-
munities have a collective interest in a particular social problem, however, 
their positions on how to resolve the problem may differ. Hence, participants 
of policy communities compete against one another and develop persuasive 
policy proposals to have their solution to the problem gain the attention of 
policy makers (Kingdon, 2011; Smith, 2010). The policy proposals that have 
viable solutions and are perceived by policy makers as technically feasible 
are the ones that progress to policy enactment (Kingdon, 2011).

The political stream represents the national mood, which refl ects 
how the nation as a whole perceives the signifi cance of solving a par-
ticular social problem. The political mood also includes any changes 
in Administration that can infl uence the political agenda, mainly what 
issues are considered a higher priority to policy makers relative to oth-
ers (Kingdon, 2011). A change in a political administration in Congress 
or the presidential offi ce infl uences whether or not a problem advances 
on the policy makers’ agenda (Kingdon, 2011). A newly elected Congress 
or administration may oppose the philosophies of a former administra-
tion. Under the new administration, new issues may be advanced and/or 
old issues may fall off the agenda (Kingdon, 2011; Theodoulou & Cahn, 
1995). For instance, some administrations may consider investments 
in domestic programs a higher priority compared to other administra-
tions. Take, again for example, the problem of the uninsured. By 2009, 
it became clearer to the nation and policy makers that the perceived 
issue of the uninsured was a problem and there was urgency from the 
Obama  administration to formulate a remedy to this problem. The unin-
sured has been problematic for decades and expanding public insurance 
to solve this problem has gained the attention of many presidents prior 
to the Obama administration (Blumenthal & Morone, 2010). There were 
administrations that made the political decision not to do anything about 
this problem (Blumenthal & Morone, 2010). Ultimately, the politics were 
favorable, and the Affordable Care Act of 2010, passed under the Obama 
Administration, expanded access to health care for persons within a spe-
cifi c (low) income status (Kingdon, 2011).

The national mood may substantiate why policy makers would increase 
(or decrease) their attention to a social problem based on how the nation col-
lectively perceives the problem. Public opinion surveys inform policy mak-
ers how the nation may collectively regard a particular problem (Sabatier, 
2007). An example would be opinion polls that monitor the nation’s percep-
tions on the practicality of the Health Care Reform Bill to solve the problem 
of the uninsured (Henry J. Kaiser Family Foundation, 2011).

According to Kingdon (2011), the three streams fl ow independently 
until they meet at a critical point, and this affords the opportunity for 
problems to be adopted into a policy. These opportunities are short lived 
and do not occur often. They may be stimulated by political events such 

Murphy_PTR_CH10_27-07-12_209-226.indd   216Murphy_PTR_CH10_27-07-12_209-226.indd   216 8/7/2012   9:15:34 PM8/7/2012   9:15:34 PM



10 Using Conceptual Frameworks in Health Policymaking  217

as a change in administration or Congress or by a change in how insistent 
the public (national mood) is about the government responding to a par-
ticular problem. Figure 10.1 depicts a Venn diagram of the components in 
Kingdon’s framework and a small “policy window” (2011, p. 165) avail-
able for policies to be enacted into law.

Case Study Exercises

Individually, or as a group, review the following case study and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each question. Your professor/instructor will pro-
vide you specifi c guidance on how you are to report your fi ndings for the class.

Case Study 10.1: Diabetes: Three Streams Approach in Health 
Policymaking

Kingdon’s framework can be used as a guide to assist stakeholders who plan 
to engage in the policymaking process to address a health disparity. The 
example below provides a step-by-step process on how Kingdon’s theory 
can be used to block, enforce, or create policies that address the SDH for the 
elimination of disparities in diabetes prevalence. The steps described in this 
example are not prescriptive, such that they do not have to be performed 
sequentially and, to some degree, can be done simultaneously, depending 
on capacity. The SDH, access to resources, is used in this example.

Problem

PolicyPolitics

“Window of opportunity”

FIGURE 10.1 Venn diagram of Kingdon’s Three Streams Approach that also 
refl ects the small “window of opportunity” when a policy can be adopted.
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Diabetes disproportionately impacts low-income populations (Rabi 
et al., 2006). Experts suggest that individual risk factors for diabetes, such 
as unhealthy diets, play a dominant role in morbidity and mortality rates, 
and interventions have been designed to address this (Ruggiero, 2000). 
Other experts attribute disparities associated with diabetes to the built 
environment. These experts believe that the social, economic, and physical 
environment impacts disparities in diabetes, particularly in low-income 
populations (Chen & Florax, 2010).

Step 1: Problem Stream

The fi rst step is to frame the issue of diabetes in such a way as to justify 
why policy makers should intervene. If the problem of diabetes is built on 
the concept of individual behavior change, then there would be no need for 
government intervention. There would be a pressing desire only for gov-
ernments and nonprofi ts to fund health-promotion programs that target 
behavior change strategies. However, if the issue of diabetes is framed based 
on an unequal distribution in the SDH, then policies can be developed cen-
tered on the concept of health equity. There are advocacy strategies that can 
be employed in the problem stream to convince both offi cial and unoffi cial 
actors of the reasons why this problem persists in the context of the SDH. 
Quantitative statistics help to exemplify the magnitude of this problem—
portraying morbidity and mortality rates in a given community framed 
around the scarcity in the SDH. The Composite Logic Model offers strategies 
on how to disseminate this information and includes: engaging the media 
(press releases), electronic outreach, grassroots organizing, educating policy 
makers, developing culturally sensitive brochures, public service announce-
ments, or conducting presentations in key venues, such as community col-
leges, faith-based organizations, or nonprofi t organizations (Figure 10.2).

Step 2: Conduct Your Research!

While this step is not a part of Kingdon’s three streams, it is indeed a 
critical step that can inform your advocacy or policy approach. A policy 
assessment includes research on specifi c policies in a given locale, state, 
or nation. A policy assessment helps to determine if there are any poli-
cies associated with diabetes or select SDH that are on the policy makers’ 
agenda, if any have been adopted as law or have been fully implemented 
into a program and accessible to its target population. Some examples of 
health policies that are associated with diabetes and the SDH may include, 
but are not limited to, the following:

Zoning and planning policies that ■

Restrict fast-food outlets ■

Support incentivizing businesses to open grocers in low-income  ■

neighborhoods
Fund for police presence in unsafe neighborhoods ■
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220  III Community Health Policy Issues

Schools: regulations on balanced, nutritious meals ■

Vending machine regulations in schools and workplaces ■

Spaces for physical activity including bicycles and walking trails ■

Step 3: Policy Stream

After conducting the appropriate research, policy goals can be established 
for Kingdon’s policy stream. Do you need to develop a new policy? Should 
you block an existing policy that would restrict access to the SDH? Will 
you aim to enforce an existing policy that supports the resources neces-
sary to eliminate disparities in diabetes? Given the determined policy 
approach, proposals are developed to communicate with policy makers 
about a solution to the problem. The goal of policy proposals is to gain the 
attention of policy makers, such that the solution proposed advances on 
their agenda and is adopted into a law. Smith’s (2010) book, Writing Public 
Policy: A Practical Guide to Communicating in the Policy Making Process, offers 
insight on how to write a policy proposal. Policy proposals should clearly 
and concisely state the issue for policy makers, an explanation of why a 
proposed solution to the problem is more feasible relative to other com-
peting proposals, demonstrate the use of a political theory, and include 
credible resources. In the past, policy makers have responded to policy 
proposals that incorporated conceptual frameworks.

Politics Stream
How does the nation perceive the problem? Additional research on how 
the public and policy makers perceive the causes for diabetes is essential. 
Using public opinion polls or administrating surveys are ways to ascer-
tain information. Key organizations associated with your cause state their 
position about causes for diabetes on their websites. Partnering with these 
organizations, including the populations most affected by the problem, 
to engage in policy action can strengthen your case to policy makers. 
Interviews with policy makers to understand their position is essential. 
This provides an opportunity to educate policy makers about the ways in 
which disparities in diabetes are associated with the SDH, with the intent 
to obtain their political support to champion your cause to their fellow 
constituents. It may be the case that the current administration does not 
support increasing resources for public programs to enhance the built 
environment due to the economic climate. Another alternative is perhaps 
to wait for a new administration that will soon take over and that would 
be more supportive of this issue.

Step 5: The GPS: Navigating the Policymaking Process

Using the Three Streams approach, select SDH and diabetes as an exam-
ple, a plan of action can be constructed to serve as a guide (see Figures 
10.3 and 10.4).
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10 Using Conceptual Frameworks in Health Policymaking  221

Study Questions

 1. Consider Kingdon’s problem stream and choose a health disparity.
 2. How would you frame the problem of your selected health 

disparity?
 3. What role does the SDH play in the problem of health disparities?
 4. Does the problem warrant the attention of policy makers?
 5. Does the issue need to be reframed in order to attain the attention of 

the public and policy makers?
 6. What types of advocacy strategies would you consider to gain the 

attention of the general public, your target population, or policy 
makers?

 7. Are there any policy proposals comparable to your policy goals?
 8. What types of policies, systems, or environmental approaches cur-

rently exist that support or promote healthier environments?
 9. What is your policy approach?
10. Will you need to develop new policies, block an existing policy, or 

enforce a policy?
11. Consider Kingdon’s policy stream.
12. Describe the type of policy communities that would most likely sup-

port your cause.

Politics

Public opinion about causes for
diabetes, economic climate of

current administration

Problem

Disparities in the prevalence of
diabetes in low-income

communities; problem associated
with a lack of access to healthy

foods and opportunities for
physical activity

Policy

Resources needed to expand
access to nutritious foods and

physical activity; restrict access to
unhealthy foods

FIGURE 10.3 The utility of the Three Streams framework to address the issue of 
diabetes.
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222  III Community Health Policy Issues

13. Are there any stakeholders that support your position, but oppose 
your solution to the problem?

14. What is the national mood’s perception of health equity?
15. Is the national mood (your state or community) amenable to under-

standing how the SDH is associated with incidence, prevalence, mor-
bidity, or mortality rates of the health disparity you selected?

16. What types of evidence can you ascertain to support this?

Problem Stream
Social Determinants of

Health

Policy Research

Policy Strategy
Develop, Block, or 
Enforce a Policy? 

Policy Stream
(Policy Communities)

Politics Stream
(Political and National Mood)

Composite Logic Model
Advocacy Strategies: Issue 

Framing

Composite Logic Model:
Advocacy Strategies

Composite Logic Model:
Consider Contextual

Factors

FIGURE 10.4 Framework (GPS) for integrating political theory (Kingdon), SDH, 
advocacy strategies, and policy research to promote policy change.
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10 Using Conceptual Frameworks in Health Policymaking  223

17. Does the current administration support environmental poli-
cies and programs that redistribute resources to create healthier 
environments?
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11
Advancing Health Equity Through Public 
Health Policies

Noble Maseru

When Inequality is too great the idea of community cannot be realized.
Anonymous

LEARNING OBJECTIVES

What you can learn by studying this chapter:

To identify broad social conditions (determinants) ■

To identify effective primary prevention, addressing root causes ■

How to defi ne the meaning of formulating health disparity policy ■

How decision makers infl uence resource allocation ■

How public health practice is a discipline that requires recognition of  ■

the social context
The use of Infant Vitality Surveillance Network (IVSN) as an effective  ■

application
How to use a health equity lens in developing reproductive health  ■

policy
How to involve policy formulation and evaluation ■

To defi ne health equity and structural social relations ■

Social justice is a core value of public health. One of public health’s 
programmatic responsibilities is to provide preventive and primary 

health care services to poor, dependent, and high-risk populations. Local 
health agencies in urban settings are compelled to address variables 
such as income, occupational shifts, education, socioeconomic status, 
population heterogeneity, poverty, lack of access to transportation, safe 
affordable housing, nutritious foods, safe space, and other measures that 
affect population health. These variables have in some cases resulted in 
a disproportionate burden of disease and premature death for certain 
populations.

This chapter assesses the importance of health equity and how it can be 
achieved through public health policies and the practice of public health. 
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228  III Community Health Policy Issues

It recognizes the social determinants of health variables, which have an 
inordinate affect on poor and vulnerable populations such as children, 
pregnant women, infants, and the elderly. In addition to income, educa-
tion, race, gender, sexual orientation, and ethnicity, geographic location is 
also a variable that should be considered, particularly for rural locations 
and some urban communities.

The policy examples we use in this chapter are taken from our experi-
ence with the Cincinnati Health Department (CHD). The City of CHD 
was established in 1826 and has been providing services as a public 
health agency chartered by the State of Ohio since 1871. The overall role 
of the CHD is to prevent disease and injury, promote health, and pro-
tect the environment. This is accomplished through partnerships with 
schools, hospitals, community health centers, health insurers, commu-
nity action agencies, businesses, the faith community, health and human 
services stakeholder organizations, and other community-based groups 
to improve the Cincinnatians’ quality of life and well-being.

In the chapter case studies, we examine policies related to infant 
vitality (maternal and reproductive health; Cook, Dickens, & Fathalla, 
2003) and assessment. Evidence is offered demonstrating that improved 
infant survival and improved maternal and child health can be achieved 
through health policy that is prevention-oriented, and driven by inter-
ventions that are mostly outside the health care setting. Vitality is 
assessed by indicators of health, well-being, and mortality through the 
development and application of an IVSN data component that tracks 
inputs (deliveries) and birth outcomes (low birth weight, prematurity, 
and infant mortality). The IVSN and Maternal Health Improvement 
Initiative is a strategic partnership between the university hospital 
(UH) and the CHD. The UH is the nation’s fi rst teaching hospital; its 
mission includes providing care to the indigent. The UH is affi liated 
with the University of Cincinnati College of Medicine and Academic 
Health Center.

The results from our CHD program outcomes demonstrate that correc-
tive public health policy that addresses upstream issues relevant to specifi c 
populations, using a health equity lens, and applying public health inter-
ventions can reduce the disparity that exists between advantaged and dis-
advantaged populations (Mays & Smith, 2011).

In this regard, consequent issues affecting the formulation of CHD 
public health policy and attendant utilization of health services by client 
populations, such as the rationale infl uencing health decisions, are incor-
porated in the discussion. Within that context, we will attempt to answer 
three questions regarding infant vitality and reproductive health policy in 
a public health setting (Sagar & Paul, 1983):

Are there differences in health outcomes by a CHD reproductive health 1. 
subpopulation and the City of Cincinnati over all?
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If yes, or conversely no, what type of action is needed by decision mak-2. 
ers in a public health policy context to solve the dilemma?
What are the factors and rationales infl uencing health services delivery-3. 
intervention decisions that determine infant vitality and reproductive 
health policy affecting the public health and nonpublic health client 
populations?

Health inequity elimination strategies are cored around “systems 
change” and collaboration. The chapter concludes that equity in health 
is and/or can be achieved through the provision of public health policies 
that:

Take into account the social context ■

Offer core safety net services and multisector strategic collaboration ■

Monitor and measure results with accountability ■

Include clients in policy formulation and evaluation ■

BACKGROUND

Currently, largely due to Title XIX of the Social Security Act (Medicaid) 
and Title VI of the 1964 Civil Rights Act (PL 88–164 and PL 93–641), health 
services have become more available to the poor (Kane, Kasteler, & Gray, 
1985). Nevertheless, the problem of infant mortality differentials remains 
formidable. There is considerable evidence that socioeconomic, racial, and 
ethnic factors are associated with gaps in reproductive health outcomes 
(low birth weight, prematurity, and infant survival). Studies also have 
shown that maternal and infant health services are less available to ethnic 
and low-income populations than to middle-income and upper-income 
communities; furthermore, the inequity is heightened by the underuti-
lization of reproductive health services by the respective communities. 
Evidence also suggests that differential mortality rates have a singular 
statistically signifi cant correlation with race and income (Kitagawa & 
Hauser, 1973).

DESCRIPTION OF THE PROBLEM

As stated above, this chapter examines the concomitant variables that 
impact reproductive health outcomes for infant vitality (infant mortal-
ity, prematurity, and low birth weight). It is generally accepted that infant 
mortality, the number of babies that die before their fi rst birthday, is one of 
the most sensitive indicators of the overall health of a community.

With the lowering of fi nancial and structural barriers to care through 
the institution of Medicaid Title VI, greater access to care was expected. 
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However, despite these measures, many of the poor still continue to 
experience barriers to care and, moreover, their utilization of services 
relative to actual need for care is still much less than middle- and upper-
income communities (Aday, 1975). Unfortunately, much of the informa-
tion and conclusions derived about the poor are made in contrast to 
economically advantaged populations. Hence, inferences do not genu-
inely refl ect what is occurring in the populations that public health is 
mandated to serve.

The CHD has made inroads in the area of maternal health improvement 
and infant vitality. Historically (as will be described later in this chapter), 
infant mortality rates (IMRs) have been higher in certain racial and ethnic 
populations compared to the Caucasian population. There exists not only 
racial but also income disparity, particularly among those without health 
insurance or who live in poverty.

An analysis of birth outcomes to Cincinnati–Hamilton County Special 
Supplemental Nutrition Program for Women, Infants, and Children 
(WIC) clients from 2005 to 2007, revealed an IMR of 8.8 deaths/1,000 
live births (Cincinnati is the largest city in the Hamilton County juris-
diction). Moreover, the county-wide intervention yielded a 9.6 IMR 
among African Americans in WIC compared to 21.0 for non-WIC users. 
The CHD-authored research published in the American Journal of Public 
Health (Khanani, Elam, Hearn, Jones, & Maseru, 2010), further demon-
strates the effectiveness of public health intervention and innovative 
CHD health equity-oriented administered programs. The CHD/WIC 
program improved the birth outcomes of disadvantaged and low-income 
mothers.

In 2002 to 2004, there were 16,113 live births in Cincinnati. About 
52.6% of these were to African American mothers. The Cincinnati 
IMR was 13.2 deaths per 1,000 live births for 2002 to 2004; the African 
American IMR of 15.6—nearly 2.5 times the White rate of 6.3—repre-
sented an unacceptable racial disparity in outcomes. The years of 2004 
to 2007 saw the highest number of infant deaths annually in Hamilton 
County since data collection began by the Hamilton County Child 
Fatality Review Team (CFRT). The CFRT identifi ed preterm birth as 
the major contributor to this high IMR. The second most common con-
tributing factor identifi ed was infant sleeping arrangements (March of 
Dimes, 2009).

THE ROLE OF PUBLIC HEALTH POLICY

The chapter is concerned not only with determining if there is inequity 
and disparity in use of public health care services by client subpopula-
tions, but also what can be done with regard to policy to correct the 
dilemma—achieving health equity. Thus, the examination does not limit 
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itself to determinations of disparities in health status and access to care 
that exists in a public health setting but, additionally, fi nds it equally 
important to identify problems in the decision-making equation respon-
sible for health policy. Of course, it must be stated that not all program 
ineffectiveness is attributable to inappropriate policy. However, gener-
ally speaking, if there are sweeping and comprehensive patterns of dis-
parity, then perhaps problem origin can be attributed to inappropriate 
policy.

Second, contrary to much of what the literature suggests, decision 
making and solutions to problems in public health are not simply mana-
gerial and technical. Not all problems can be reduced to managerial 
solutions unfettered by biased and special interest group persuasive-
ness. There is an increasing notion that decision making in public ser-
vice at the managerial level is largely a neutral and valueless exercise. 
It is believed that because public service agencies are removed from the 
competitive arena, policy makers are not prone to competitive incen-
tives and motivations that infl uence decision making in the private 
sector; instead the decisions are “un-ideological” (Goodnow, 1900). 
Epitomizing this value-neutral application in health are mathemati-
cal theorems that McNeil (1975) advocates, which “. . .  can be applied 
to a wide range of clinical decisions involving individual patients to 
matters of public-health policy.” Quite the contrary, as Kaufman (2007) 
states: “Public health is not passive observational . . . the focus of the 
fi eld is on interventions and policy choices that improve the health of 
populations.” 

Third, there are some who subscribe to the notion that “. . .  ours is 
a confl ictive society with a daily battle of ideologies” (Amin, 1974). To 
arrive at conclusions in absence of examining the dynamics respon-
sible for policy would be a partial examination of the total equation, 
limited to assessing the performance of health service areas and not 
that of the public health agency. Therefore, it is incumbent upon us 
to be cognizant of decision making among reproductive health pol-
icy makers and deliverers of prenatal care services. Succinctly stated, 
public health practitioners’ role in policy formulation is instrumental in 
affecting the distribution of resources that can diminish health inequities. 
James Colgrove argues that a population’s ability to benefi t health 
improvement is shaped by resources allocated to society. Bruce Link 
and Jo Phelan’s commentary on the infl uence social conditions have 
on population health states: “People who command more of these 
resources are able to gain a health advantage—that is, to benefi t from 
the fruits of ‘human agency for public health’; social conditions are 
not independent of the human agency” (Colgrove, 2002). The human 
agency is represented by policy makers, bureaucrats, and practitioners. 
The vital role that public health practitioners can play in eliminating 
health inequities is also recognized by Tony Iton. He writes: “Despite 
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the apparently high priority that the elimination of health disparities 
receives in the public pronouncements of our nation’s federal public 
health leaders, the public health strategies and practices that would 
operate to eliminate health disparities appear to be lacking” (Iton, 
2008). Having a responsive public health practice possessing a health 
equity frame of reference is a corollary requirement to health policy. 
In the end, effective public health agencies must establish policies that 
eliminate health inequities.

HEALTH EQUITY

Eliminating Health Disparities Was One of Two 
Healthy People 2010 Goals

In the early 1980s, the then Health, Education and Welfare Secretary, 
Margaret Heckler commissioned the fi rst U.S. government’s report that 
comprehensively addressed the issue of racial and ethnic disparities, 
commonly referenced as the Heckler Report on Minority Health (U.S. 
DHHS, 2011). The report found that there were 60,000 excess deaths 
occurring annually because of health disparities, largely among African 
Americans. This fi nding became the impetus for the federal legislature 
establishing the Offi ce of Minority Health. Subsequent developments 
included the establishment of minority health offi ces in other federal, 
state, and local branches of government. It should be noted that a 2005 
study estimated African American excess deaths at 83,570 (Satcher et al., 
2005).

In 1998, President Bill Clinton, through the U.S. Surgeon General, Dr. 
David Satcher, announced an initiative establishing a national goal of 
eliminating racial and ethnic disparities in health status by 2010. This 
goal ended the practice of past national health goal development that had 
separate benchmarks for different racial and ethnic groups. In this regard, 
in 1999, the Agency for Healthcare Research and Quality was directed by 
Congress to annually provide a report that monitors “prevailing dispari-
ties” associated with raciality, ethnicity, and economy in “priority popu-
lations.” The fi rst National Healthcare Disparities Report (NHDR) was 
released in 2004.

The most current and latest eighth NHDR was released in March 
2010. The U.S. Department of Health and Human Services has initiated a 
National Stakeholder Strategy for Achieving Health Equity for Reducing 
Health Disparities.

The CHD is keenly attentive to the importance of recognizing social 
determinants’ infl uence on health. Reducing health inequities is a CHD 
Board of Health ethical imperative; the department also has a center for 
health equity.
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THE INFANT VITALITY SURVEILLANCE NETWORK

In October 2007, CHD, in concert with other agencies, began the process 
of documenting the public health burden of infant mortality in Cincinnati. 
Children of poverty largely reside in medically underserved areas and 
are less likely to access the health care system.

According to the CDC, “pockets of need” are areas or populations within 
each state or major city with low immunization coverage. Substantial 
numbers of women with inadequate prenatal care exist in pockets of 
urban areas with traditionally underserved populations. This description 
is applicable to CHD targeted zip codes where the “burden” of IMR is 
high (double digits).

As presented in Table 11.1, Cincinnati suffers from high IMR. Adverse 
birth outcomes are concentrated within the city. The Family and Children 
First Child Fatality Review Report reported in 2006 that 89 of 112 (79%) 
Hamilton County infant deaths occurred in the City of Cincinnati 
(Hamilton County Fatality Report, 2006).

But similarly within the city, as will be discussed below, the burden of 
infant death is inordinately greater in 14 of the city’s 22 zip codes. The 14 
targeted zip codes contain large ethnic and minority populations, are of 
low income, and have high rates of individuals without health insurance. 
Those 14 zip codes are the focus of the IVSN.

Figure 11.1 shows the zip code-specifi c IMR range from 0 to 27.1. The 
darker the area, the higher the IMR.

Table 11.1 shows CHD–UH favorable birth vitality outcomes in com-
parison to the city, county, state, and nation as a whole. The CHD–UH 
rate refl ects women who complete their prenatal care at one of the fi ve 
CHD health centers, are delivered by our partner UH, and receive peri-
natal and postnatal care by CHD home visitation program, using a CHD 
standardized tracking form. These women are typically considered to be 
a vulnerable population due to education levels, income, lack of insur-
ance, and/or minority status. Thus, CHD–UH partnership patient’s 
infant vitality outcomes refl ect a strong public health and primary 
care system with accompanying public health interventions that have 
reduced IMR among its client population to below the national aver-
age. If the City of Cincinnati attained the 2006 5.3 IMR CHD–UH rate, 
58 infant deaths would have been prevented. The deaths saved in 2007 at the 
7.1 IMR is 51.

In 2009, the reduction from the CHD–UH 12.3% prematurity to 8.1% 
(2010) was due to (among other aspects) improvement in the appropriate-
ness of care. In 2008, there were 72 CHD preterm births. In 2009, there were 
66 CHD preterm births. In 2010, there were 41 preterm births (31 fewer 
preterm births). The average fi rst-year medical costs are 10 times greater 
for preterm babies ($50,000) than for full-term infants ($3,325) (March of 
Dimes Report, 2009).
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YEAR CHD-UH GOAL

LOW BIRTH WEIGHT (%)

2008 10.9 11.0

2009 10.4 11.0

2010 9.0 11.0 

YEAR CHD-UH CITY COUNTY STATE USA

PRETERM BIRTH (%)

2008 15.7 14.9 12.3

2009 15.6 14.9 13.1

2010 8.1 16.8 14.7 12.6

TABLE 11.1 Infant Vitality

YEAR CHD-UH CITY COUNTY STATE USA

INFANT MORTALITY RATE (%)

2006 5.3 11.3 9.7 7.8 6.8

2007 7.1 13.5 10.9 7.7 6.7

City = Cincinnati; County = Hamilton; State = Ohio; CHD–UH-Cincinnati Health Department–
University Hospital
Sources: Cincinnati Health Department and University Hospital Cincinnati (2011); 

Hamilton County Family and Children First Council Child Fatality Review Team 
Annual Report (2010); and National Center for Health Statistics State Profi les 
(2009).

The CHD–UH fi rst-year medical cost saved from 41 fewer preterm 
births ($2,050,000–$136,325) equals $1,913,675.

The neonatal intensive care unit (NICU) cost of a preterm birth baby 
can range from $150,000 to $295,000 (National Academy of Sciences, 
2007).2 The CHD NICU cost savings range (41 fewer preterm births) equals 
$6,150,000 to $12,095,000.

We attribute the IMR and prematurity reduction success to the IVSN. 
The IVSN provides a “systemic change” framework that has the poten-
tial to eliminate health disparity in the select infant vitality measures and 
priority geographic areas. This UH Women’s Health Center–CHD col-
laboration includes data sharing, home visitation, and a patient-centered 
medical home care coordination.

The data and tracking component will monitor 2,300 deliveries. The 
patient-centered medical home care dimension is in collaboration with 
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home-visitation agencies. Components (some in development) are listed 
below:

Care coordination (home visitation) ■

Case cross-match (home visitation) ■

Case cross-match (WIC) ■

Ensuring WIC ■

Enrollment (WIC) ■

Reports delivered and posted at CHD–UH clinic sites ■

Monthly review with CHD–UH clinic team ■

The estimated number participating in the prenatal and postpartum 
fi eld intervention for the targeted zip codes is approximately 2,000 moth-
ers/expectant mothers.

SUMMARY

Social Policies Should Be Evaluated on Their 
Effect on Health Equity

This chapter presented a public health intervention surveillance and per-
formance assessment model that expands on the demonstrated CHD–UH 
IMR improvement experience. It has attempted to advance the under-
standing of evidence-based strategies for improving the delivery of mater-
nal and infant health to hard to reach target populations. Addressing the 
root causes of racial, ethnic, and geographic disparities, the model has 
included interventions, addressing environmental, economic, and social 
factors, and takes into account the community’s values.

Furthermore, the chapter included in this effort recognition that deci-
sion makers’ orientation and ideology are equally important in the calculus 
required to achieve equity in infant vitality and maternal health improve-
ment. The principles that guide public health practice must be cored in 
(a) social justice, (b) evidence-based public health, (c) knowledge of the 
social determinants of health inequity, (d) recognize the socioecological 
framework of health equity, and lastly (e) adhere to the public health code 
of ethics (Public Health Leadership Society, 2002).

Health Equity in the IVSN Model

Public health practice strategies that are informed by core values of social 
justice and evidence-based social determinants research is the health 
equity lynchpin of the IVSN. The IVSN addresses the root causes of dis-
parities in infant vitality by: (1) using data to make decisions, (2) assist-
ing to empower, mobilize, and enfranchise communities, (3) monitoring, 
evaluating, and providing feedback that leads to ongoing adaptations and 
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improvements, (4) facilitating a common understanding of the connection 
between health and development, and (5) identifying shared priorities 
and key obstacles to achieving health and equitable maternal and infant 
health improvement.

Using Data for Decisions: Developing Infant 
Mortality Data Sets for Cincinnati

The CHD–UH has utilized data on health status indicators to determine 
priorities and effectiveness of interventions. The UH delivery data provides 
birth outcome data by pay source, site, and provider. The collaboration 
demonstrates the value of a public health–clinical care services data-shar-
ing partnership. The Institute of Medicine (IOM) study, For the Public’s 
Health: The Role of Measurement in Action and Accountability, comments 
about the “. . .  importance of population health statistics . . . and causal and 
interrelated pathways to health outcomes” (IOM Report, 2010).

Empowering and Mobilizing Communities to Engage and Lead

Cincinnati is composed of 52 distinct neighborhoods, which elect 
their own Community Councils. Each neighborhood functions as a 
unit of identity, with known names and boundaries, and leadership. 
Historically, Community Councils have focused on issues of housing 
and economic development. The city neighborhoods have historically 
been divided racially, politically, and economically, with class dispari-
ties and tensions existing even between neighborhoods of the same 
racial composition.

The CHD has worked to establish a positive relationship with the 
Community Councils. In 2008, CHD convened a town hall meeting enti-
tled, “Building an Inclusive Cincinnati: Actions for Health and Equity 
through Neighborhood-Focused Decision Making.” The meeting was 
in conjunction with the campaign by the National Association of City 
and County Health Offi cials to publicize the national public television 
series, “Unnatural Causes: Is Inequality Making Us Sick?” The CHD also 
held a series of “Local Conversations” that were neighborhood-based in 
African American, Hispanic, and Appalachian community settings. These 
were in support of the National Partnership for Action to End Health 
Disparities.

The CHD is poised to set up Health Impact Groups to address health 
concerns in their neighborhoods, assess health disparities, and develop 
health-related community action plans. Additionally, CHD health centers 
have Federally Qualifi ed Look Alike designation requiring the Board of 
Governors be a 51% client majority.

In the fi eld of public health, the model of “community-based partici-
patory action” most closely relates to what the IVSN will achieve. The 
model proposes that agencies interested in developing knowledge about 
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community health and promoting community action partner with com-
munities. “Partners contribute their expertise and share responsibilities 
and ownership to increase understanding of a given phenomenon, and 
incorporate the knowledge gained with action to enhance the health and 
well-being of community members” (Israel et al., 2000).

Monitoring, Evaluating, and Providing Feedback That Leads to 
Ongoing Adaptations and Improvements

In addition to the performance measurement IVSN database, data about 
the health status of the community and how the quality of life is affected 
by the social determinants of health and risk factors in the community sec-
tors are also maintained.

Facilitating a Common Understanding of the Connection 
Between Health and Development

This can be addressed in part by assessing the capacity of the local public 
health system to effectively address the root causes of health disparities; 
identifying the community’s strengths, including cultural and psycho-
social factors that can be used to shape the interventions and strategic 
themes to reduce the disparity in infant mortality. It is important to note 
that integral to this assessment is inclusion of other areas such as trans-
portation, housing, and education. This was mentioned in the mobilizing 
communities’ discussion.

Identifying Shared Priorities and Key Obstacles to Achieving 
Health and Equitable Maternal and Infant Health Improvement

Determining the forces of change that can reduce obstacles to the success 
of interventions and strategies is achieved by maintaining a feedback 
mechanism that enables evaluation, accountability, and transparency. 
Establishing performance benchmarks and “reporting” outcomes has 
proven to be effective in maintaining a constructive relationship between 
community stakeholders, the UH, and the CHD. Also, ascertaining the 
unique social, economic, and cultural circumstances of ethnic and racial 
populations in the respective target areas as well as the provider com-
munity will inform the development and sustainability of effective pol-
icy, system, and environmental strategies and interventions.

Case Study Exercises

Individually, or as a group, review the following case study and follow the exer-
cises suggested at the end of the study, as appropriate. Be sure to focus on the why, 
how, and what emphasized in each exercise. Your professor/instructor will provide 
you with specifi c guidance on how you are to report your fi ndings for the class.
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Case Study 11.1

Eliminating health inequities in infant vitality is a daunting challenge, but 
one that must be confronted by local health departments, especially those 
situated in low socioeconomic urban communities. To respond to the 
Healthy People 2010 goal of eliminating racial and ethnic disparities, pub-
lic health in a contemporary form must address the problem of inadequate 
clinical care services, exacerbated by poverty, income inequality, and social 
exclusion, as well as altering society’s offending norms of behavior (Iton, 
2008). The evidence presented in the IVSN model of the CHD in Table11.1 
indicates that health equity can be impacted in infant vitality. Moreover, 
the model has the potential to impact maternal and infant populations 
on a large scale through systemic and structural change. It advances an 
intervention that reaches at-risk populations but does not “let them go.” 
It uses a comprehensive strategic multisector approach that facilitates 
empowerment and establishes a social structure that promotes social jus-
tice (Braverman, 2004). The application of the IVSN model can indeed be 
pivotal in achieving health equity in infant vitality and maternal health 
improvement.

Study Exercises

1. Role play that you and your group are CHD public health practitio-
ner. Describe how you would go about improving the maternal child 
health services in the community you serve.

2. Develop at least two strategies and methods for translating inno-
vative ideas to reduce risk for mothers and infants in your target 
community.
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12
Using the Power of Media to Infl uence Health 
Policy and Politics in CEOD

Jessie Daniels, Barbara Glickstein, and Diana J. Mason

Whoever controls the media—the images—controls the culture.
Allen Ginsberg

LEARNING OBJECTIVES

What you can learn by studying this chapter:

To differentiate the traditional model of media versus new media ■

To identify the power of media in infl uencing electoral campaigns and  ■

health policy
How to describe the shift in who controls the media in a Web 2.0  ■

world
To defi ne a “distributed campaign” ■

What the role of documentaries and entertainment media is in infl uenc- ■

ing public policy
How to defi ne media advocacy ■

How to develop a frame for accessing and using media to get a health  ■

policy issue on the public’s agenda
How to evaluate the credibility and reliability of a health story reported  ■

in the public media
To identify three strategies for positioning oneself in the media as an  ■

expert in policy matters
To identify three strategies for using media to distribute a message  ■

about a health policy matter

In February 2007, United States Senator Barack Obama (D-IL) had a con-
versation with Marc Andreessen, a founder of Netscape (one of the orig-

inal browsers, predating Google) and member of the board of directors of 
Facebook. The conversation was about using social media to build a politi-
cal campaign that could upset frontrunner Hillary Rodham Clinton in the 
Democratic primary election for the U.S. presidency. In 2004, presidential 
candidate Howard Dean had used a viral web strategy to build a cam-
paign war chest through small donations from large numbers of people. 
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Obama had a vision for building upon Dean’s success, and he hired Chris 
Hughes, another founder of Facebook, to manage his presidential cam-
paign’s social media effort. David Axelrod, Obama’s top adviser, was for-
merly a partner in ASK Public Strategies, a public relations fi rm. Together, 
Hughes and Axelrod built a team that marshaled every tool in the social 
media and marketing tool box to create and sustain the Obama campaign 
and brand.

They launched an expert viral marketing campaign including Obama 
ringtones, product placement (Obama ads in sports video games), and 
a 30-minute infomercial that was played on YouTube. The campaign’s 
effort spawned additional digital videos as well, including the “I Got 
a Crush . . . on Obama” video and the celebrity-fi lled video called “Yes 
We Can” featuring Black-Eyed Peas front man, Wil.I.Am, both of which 
went viral, spreading to millions of viewers in just days of being posted 
online. The Obama campaign led competitors in using social media to 
connect with a growing audience of followers on Facebook, Twitter, 
MySpace, and blogs. In the general election, he had 118,107 followers 
on Twitter, outpacing his opponent John McCain’s 2,865 followers by 
a factor of 40 to 1 (Lardinois, 2008). Obama used social media to build 
a grassroots movement that resulted in his historic election (Talbot, 
2008).

But, he knew that the use of social media is not simply a campaign 
technique—it is a way of interacting, building an activist community, and 
engaging people in ways that matter to them. As president, he quickly 
launched www.change.gov for people to share their ideas for reforming 
the country, sending the message that he had no intention of regressing to a 
traditional media operation as president. Rather, he was going to continue 
to engage people in supporting his agenda for the nation. When health 
care reform was teetering from a growing army of discontents blocking its 
passage, he continued using social media to mobilize supporters to pres-
sure Congress to act before the April 2010 recess. President Obama also 
took to the road and held town meetings in key communities because he 
knew that these town meetings would garner reports on primetime televi-
sion, get radio coverage, and have a front-page position in newspapers. 
He could count on the primetime news including a sound bite and visual 
image of him speaking before a crowd of enthusiastic Ohioans, cheer-
ing for passing some form of health care reform legislation. The personal 
appearances were a way to get his message to those who were not yet 
social media mavens and to reinforce it with those who were already his 
followers on Twitter and Facebook.

The web has dramatically changed how we think about communi-
cating with others, whether to connect with family or build a grassroots 
political movement to push policy makers to pass new laws. Even tra-
ditional media outlets are now augmenting their work with all sorts of 
social media to extend their reach and impact. Legislators are launching 
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blogs, using Facebook, and “Tweeting” to make their voices heard and to 
connect with their constituents. In fact, engaging citizens in government 
is reshaping the way government works. This chapter looks at the integra-
tion of traditional and social media as powerful tools for health profes-
sionals and community health leaders to harness shaping health policy 
and politics.

SEISMIC SHIFT IN MEDIA: ONE-TO-MANY AND MANY-TO-MANY

There has been a seismic shift in the way media is created and distributed. 
For many years, the dominant paradigm in media was a model in which 
one broadcaster sent a message out to a mass audience. This broadcast 
model is referred to as “one-to-many.” Today, this model is being chal-
lenged by the advent of the Internet and user-generated content in which 
many people create media and distribute it to their networks. This new 
model is sometimes referred to as “many-to-many.”

MASS MEDIA: THE ONE-TO-MANY MODEL

Traditional media in radio, television, fi lm, and newspapers was based 
on the idea that one broadcaster would try to reach as many audience 
members as possible. But, for those interested in infl uencing health policy 
and politics through the media, there were many advantages and some 
signifi cant disadvantages to the one-to-many model of broadcast media 
(Abramson, 2003).

Radio, fi lm, and television have all been used to communicate mes-
sages about health to consumers and policy makers alike. What all these 
media share is the ability to broadcast a message to a mass audience, some-
times in the millions or tens of millions. When there were very few media 
outlets, it was possible to broadcast a consistent message to a wide audi-
ence. The use of mass media has been a major tool in health-promotion 
campaigns because it reaches a large audience. Media is a powerful tool 
that is capable of promoting healthy social change (Whitney & Viswanath, 
2004).

There are also disadvantages to mass media communications. Large 
corporations own media outlets and control what goes out through their 
channels. The expense of buying time or space in major media outlets can 
be prohibitive, especially for nonprofi t organizations. Mass media cam-
paigns, by defi nition, are intended to reach a wide audience but are not 
as effective at reaching specifi c, target populations. For example, a mass 
media campaign about HIV prevention may reach a wide audience but 
may fail to reach the specifi c population that is most vulnerable to infec-
tion. However, political operatives have developed increasingly sophisti-
cated approaches to segmenting and targeting specifi c electoral districts 
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with mass media when they want to pressure a policy maker who may 
hold a deciding vote on an important bill. They buy commercial time 
on the dominant television station in that policy maker’s district. But 
what no form of mass media does very well (or at all) is to allow users 
to create and distribute their own content with messages they fi nd most 
important.

MANY-TO-MANY: USER-GENERATED CONTENT AND 
THE RISE OF THE “PROSUMER”

The rise of the Internet, and specifi cally websites, that rely on users to gen-
erate content are part of a new landscape of media creation and distribu-
tion. The early Internet featured “brochure” websites that were one-way 
fl ows of information. The paradigm-shifting quality of the Internet began 
to emerge with the rise of Web 2.0 (pronounced: “web two point oh”), 
a term coined by O’Reilly (2005) at a conference in 2004. Web 2.0 refers 
to a range of web-based Internet practices based on information sharing, 
social networks, and collaboration rather than the one-way communica-
tion style of the early era of the Internet. The key idea with the concept of 
Web 2.0 is that people are using the Internet to connect with other people, 
through their old face-to-face networks and through newly formed online 
networks. “Prosumption” is another way that some people talk about 
this shift. Prosumption is the idea that “producing” and “consuming” are 
combined in this new many-to-many paradigm. Rather than an elite few 
who “produce” media for a mass audience to “consume,” now we are all 
both “producers” and “consumers,” or prosumers of media. The many-
to-many paradigm does not refer to a new form of technology but rather 
a new way that everyday people make use of that technology (Ritzer & 
Jurgenson, 2010).

The collaborative, information-sharing Internet practices have broad 
implications for health media, policy, and politics, but they do not mean 
the end of mass media.

THE POWER OF MEDIA

Mobile phone initiatives are revolutionizing the way that health care is 
delivered in developing countries. Mobile health, or mHealth, is a term 
used for the practice of health care delivery and public health supported 
by mobile devices. In the developing world, lack of infrastructure pre-
vents health workers from delivering effi cient health care to rural areas. 
As health workers travel from clinics to reach isolated patients, they are 
often as disconnected from central clinics as the patients they are trying to 
serve. In 2010, mobile phones represented more than 90% of all telephone 
lines in Africa. Today, close to 50% of people on the African continent own 
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a mobile phone and it is projected that the number will reach 100% in a 
few years (Schwartz, 2010).

Medic Mobile (http://medicmobile.org) is a nonprofi t company and 
early innovator in open-source mobile health technology. The company 
is working on 20 projects in 10 countries throughout Africa, Asia, and 
Latin America. In 2011, it developed the fi rst SIM application for health 
care that can operate on 80% of the world’s phones. This SMS-based 
platform allows patients to get home-based care, even if they can’t be 
physically visited by a caregiver. This new technology provides the abil-
ity to monitor data and design evaluation tools to validate the impact 
of the mobile health programs. Medic Mobile launched a pilot program 
in Malawi and was able to report through research fi nding that in 6 
months it saved the clinical staff an estimated 1,200 hours follow-up 
time and more than $3,000 in fuel and transportation costs. In addition, 
more than 100 patients received treatment for tuberculosis (TB) after 
their symptoms were noticed by the community and reported by text 
message.

Mobile health in the hands of health workers and people in communi-
ties is one way to strengthen the capacity and capability of health workers 
to improve the health of people globally. But it is increasingly being har-
nessed to shape the political and policy landscape globally.

A classic example of the power of traditional media in shaping health 
policy arose during the fi rst months of William Jefferson Clinton’s pres-
idency, when he tried but failed to enact health care reform legislation 
despite campaigning on a policy platform that sought to guarantee com-
prehensive health care coverage for every American. In September 1993, 
he proposed the Health Security Act to Congress and the public with 
the hope and anticipation that this would become landmark legisla-
tion. Clinton’s proposal initially had substantial public support, because 
many believed the country had a moral imperative to extend health care 
coverage to all who live here. However, according to an analysis by the 
Annenberg Public Policy Center of the University of Pennsylvania (1995), 
one of the top factors that unraveled the legislation’s progress was the 
“Harry and Louise” campaign (a series of television advertisements about 
two curious characters, Harry and Louise), which was sponsored by the 
Health Insurance Association of America (HIAA), an ardent opponent to 
the president’s plan.

Actors portrayed this couple voicing grave concerns about the bill. They 
said, “Under the President’s bill, we’ll lose our right to choose our own 
physician,” and “What happens if the plan runs out of money?” Although 
the advertisements were not the only reason for the demise of the Health 
Security Act, the Harry and Louise television spots effectively planted fear 
and negativity in the hearts and minds of many citizens within the span 
of 60 seconds. Suddenly, many of the Americans who had been concerned 
about the growing numbers of uninsured became more concerned about 
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how the bill would affect their own health care options and withdrew 
their support from the Act.

What many do not realize about the Harry and Louise ads is that the 
target audience was not the public directly. Rather, it was policy mak-
ers and those who could infl uence how the public perceived the issue: 
journalists. The ads originally aired in the country’s major media centers: 
Washington, DC; Los Angeles; New York City; and Atlanta. They were 
seen and reported on by journalists. In fact, the ads got more airtime by 
becoming part of the journalists’ news stories. Many people who saw the 
ads did so through viewing them as part of the evening news, not as a 
paid advertisement.

The Harry and Louise commercials are an example of a deliberate 
media strategy to reframe a public policy issue and mobilize a public 
constituency around it. It is one illustration of the power of the media in 
policy and politics. The media saturate this nation and much of the world 
with images that change people’s opinions, shape their attitudes and 
beliefs, and transform their behavior (McAlister, 1991). In today’s media 
landscape, the Harry and Louise television ads would also be posted on 
YouTube for millions more to view. Bloggers would include links to the 
video, as would people who write about it on their Facebook or Twitter 
pages. Yet, the current media landscape would also spawn critical analy-
ses of the ads by bloggers and unmasking of the HIAA and their motives, 
potentially limiting the impact of the ads.

Media campaigns such as these often rely on cloaked websites to 
enhance the effectiveness of their deception. Cloaked websites are pub-
lished by individuals or groups who conceal authorship in order to delib-
erately disguise a hidden political agenda (Daniels, 2009). Consider an ad 
from the more recent, successful effort to pass the Affordable Care Act 
of 2010. During this political battle, an unknown political group with no 
clear affi liation to a political party created a video opposing the reform. In 
the ad, a variety of attractive-looking people declare, “I guess I’m racist” 
because they oppose health care reform. The central message of the video, 
although not immediately obvious, was a signal that a growing number of 
people opposed Obama’s policy on health care reform but that opposition 
was not rooted in any individual racism. The video had fairly high-quality 
production values, meaning it looked professionally produced and good 
enough to appear on broadcast television; yet, it was released exclusively 
on YouTube. The provocative video quickly went viral (meaning it was 
very popular and links to it spread via e-mail and blogs from person to 
person, much like a biological virus). Within 24 hours, it was one of the 
most viewed videos on YouTube—no small accomplishment among the 
millions of videos on the site. Once again, the political operatives behind 
this video did not have to buy airtime on television to get their message 
out. After the video became the top video on YouTube, several mainstream 
broadcast news media outlets re-aired it on television. Some of these were 
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critical of the video, such as the Rachel Maddow Show on MSNBC, but 
the fact is that what started as a YouTube video was featured on several 
broadcast television shows within 24 hours. Health care reform legislation 
did eventually pass despite these types of campaigns. Yet, this instance of 
converging media (Geary, Mahler, Finger, & Shears, 2005) illustrates just 
how sophisticated the use of multiple forms of media has become.

WHO CONTROLS THE MEDIA?

The traditional media industry has been owned by six major corpo-
rations that, prior to the growth of social media, controlled 90% of the 
news Americans read, saw, or heard (Harris, 2005). In 2003, the Federal 
Communications Commission (made up of political appointees refl ecting 
the then dominant Republican Party’s values) voted to ease the restric-
tions on cross-ownership between different news entities, permitting one 
corporation to own the primary television, radio, and newspaper outlets 
in a community, thus enabling one corporation to control messages and 
put forth a particular perspective. CNN founder Ted Turner objected to 
this consolidation of corporate media power, arguing that allowing this 
cross-ownership “will extend the market dominance of the media corpo-
rations that control most of what Americans read, see, or hear” and “give 
them more power to cut important ideas out of the public debate” (Harris, 
2005, p. 83).

Today, social media can actually drive traditional media to cover issues 
that major newsrooms may not deem worthy of their limited space and 
time. On June 12, 2009, Iran held its presidential elections between incum-
bent Mahmoud Ahmadinejad and rival Hossein Mousavi. The result was 
a landslide victory for Ahmadinejad, yet there was strong suspicion of 
voting fraud. This led to violent riots across Iran and protests worldwide. 
As protests erupted in the streets of numerous cities in Iran and, in some 
cases, turned violent, major broadcast media in the United States had 
almost no news on these events at all. Americans and others around the 
world and in Iran used the Twitter hash tag (e.g., a # symbol used to group 
messages on a specifi c topic) “#CNNfail” to track and share updates on 
what was happening in Iran that were pouring in from around the world. 
Twitter was the best source of information for second-by-second updates 
and breaking news on what was happening in Iran. People on the ground 
and across the globe chatted about the news out of Iran fed by social media 
more than mainstream news divisions. YouTube was a central distribution 
medium for the Iran riots with videos shot by people on the ground using 
their cell phones and small handheld cameras. The blogosphere was far 
quicker with news and multimedia from Iran then traditional news, illus-
trated by the spectacle of highly paid cable news anchors reading Twitter 
and blog updates on the air as part of their “reporting” a story. The social 
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media photo site Flickr was quickly fi lled with gut-wrenching imagery 
from the ground showing photos of beatings, protests, and military action. 
This groundswell of news from and about Iran spread globally and, nearly 
instantly through social media, turned into a news item itself and was 
reported on by all traditional media outlets. Eventually, the focus shifted 
and CNN and other news outlets started covering stories about Iran. This 
example illustrates the power of social media to offset the corporate take-
over of traditional media. This bodes well for health professionals and 
community health leaders who have not always been able to garner media 
attention for their issues.

Organizations of health professionals are particularly well positioned 
to mount focused social media campaigns because they already have a list 
of people who can begin the viral spreading of messages. But the social 
network lines are getting crowded and establishing a reputation for reli-
able, important information that others want to regularly take note of 
requires a thoughtful strategy. Distributed campaigns are increasingly a 
part of the political strategy, whether for winning an election, getting an 
issue on policymakers’ or the public’s agenda, or garnering support for a 
new policy initiative.

DISTRIBUTED CAMPAIGNS

Obama’s social media campaign strategy is called a distributed cam-
paign—a bottom-up rather than a top-down approach to political cam-
paigns that depends upon viral spreading from the grassroots rather than 
message broadcasting and control by the campaign staff (Ozimek, 2005). 
These campaigns are designed to involve more than core supporters. They 
seek to engage swing voters, provide opportunities for core supporters 
to craft messages that may appeal to these swing voters more effectively 
than messages created by central campaign staff, and thereby strengthen 
the commitment of core supporters to the campaign. E-mail, blogs, and 
various other social media venues are used by campaign staff to begin a 
dialogue that is subsequently taken over and developed by a broad com-
munity of supporters.

Whether people are reached by e-mails, Facebook or Twitter updates, 
or other means, distributed campaigns provide people with tools for 
activism, such as petitions to sign, e-mail scripts to send, or letters to 
sign and send to legislators. Organizations such as Democracy In Action 
(http://salsalabs.com/democracyinaction) are available to help build 
the capacity of groups that want to develop action tools that reach diverse 
audiences in distributive campaigns. Living in a media-saturated world 
can sometimes feel like being in a cacophony of confl icting voices. The 
challenge is how to use these powerful tools most effectively as the media 
model changes.
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GETTING ON THE PUBLIC’S AGENDA

One of the most important roles that the media plays is getting issues on 
the agendas of the public and policy makers. What the mainstream media 
do or do not cover is equally powerful in determining what issues are 
considered by policy makers.

The news media are instrumental in getting issues onto the agenda 
of policy makers, but non-news entertainment television programs can 
mobilize public constituencies around an issue. Television continues to 
be the dominant form of media in most people’s lives, despite the rise of 
new forms of media online. The television is on more than 8 hours a day 
in the average American household (Nielsen Reports, 2007). Teenagers 
still spend more time watching TV than they do online (Kaiser Family 
Foundation, 2010). The Internet may be where people go to fi nd out about 
a health issue, but they often fi rst become aware of the issue through 
television.

Turow (1996) points out that non-news television entertainment is 
particularly loaded with rhetoric that often stereotypes power relation-
ships and may be more successful than the news in shaping people’s 
images of the world. Highly viewed TV presentations of health care hold 
political signifi cance that should be assessed alongside news. Medical 
and nursing dramas on broadcast and cable television, such as Grey’s 
Anatomy, ER, and Nurse Jackie, are often important sources of informa-
tion about health and health policy for a wide audience. Researchers 
Turow and Gans (2002) systematically evaluated one television season 
of 4 hour-long medical dramas and found that health care policy issues 
appeared regularly in the programs. Evidence from a national telephone 
survey indicates that the percentage of regular viewers of the show ER 
who were aware that HPV is a sexually transmitted disease was higher 
(28%) 1 week after viewing an episode of the show about HPV than 
before seeing the show (9%). Even 6 weeks after viewing the episode, 
16% had retained this knowledge. This capacity to quickly get a mes-
sage out to millions of people through an hour-long drama is part of 
the reason that many health advocates work to get their particular issue 
included in a storyline of a major network drama. For many working in 
public health, storyline placement is considered the “gold standard” for 
achieving advocacy goals.

Perhaps not surprisingly then, when National Institutes of Health (NIH) 
wanted to get out a message that “drug addiction is a brain disease,” they 
turned to HBO. In a landmark collaboration between HBO, the NIH, and 
the Robert Wood Johnson Foundation, the cable network launched The 
Addiction Series (2007), an award-winning collection of documentary fi lms 
about substance use, each by a leading director. Of course, The Addiction 
Series also included a website with more information about treatment 
options and a lively discussion board (Bauder, 2007).
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Documentary fi lms, in conjunction with online campaigns, are infl u-
encing health policy and politics, while achieving mainstream commercial 
success. For example, Morgan Spurlock’s Super Size Me (2004) explored the 
health impact of fast food on childhood obesity, fueling changes in local 
school and community policies, requiring posting of calories in fast-food 
stores, changing the foods and beverages available in schools, and ramp-
ing up exercise options in schools. Michael Moore’s documentary SiCKO 
(2005) examined health care policy in the United States, helping to raise 
the public’s awareness of how bad the U.S. health care system had become 
at a time when health care reform was on the nation’s agenda. Many of 
those who were uncertain about whether or not health care reform was 
needed became converts after watching SiCKO.

For some media activists concerned with health policy, Internet tech-
nologies have transformed documentary fi lms into just one element in a 
multimodal social action campaign. Perhaps the archetypal example of 
how media is converging across multiple platforms and creating change 
in awareness about health and galvanizing movement for policy change 
around an important health issue is the development of Food, Inc. (2008). 
In 2001, journalist and fi lmmaker Robert Kenner read Fast Food Nation, 
a book by Eric Schlosser about the rise of agribusiness, and Kenner was 
appalled. He wanted to do something about the industrialization of the 
food supply, so he started work on the documentary that would eventually 
become Food, Inc. Kenner collaborated with Schlosser on the fi lm (Schlosser 
is listed as coproducer). The online presence for Food, Inc. (http://www.
foodincthemovie.com) is a vast repository of further information about the 
issues surrounding the industrialization of food. It includes opportunities 
to participate in activism, such as signing the online petition to reautho-
rize the Child Nutrition Act, which would support healthy food choices in 
schools. The fi lm also inspired another book (Food, Inc.), an e-version that 
can be downloaded at the website, or a hard copy that can be ordered from 
online booksellers. The social action campaign around Food, Inc. started 
with a heavily researched book and became a documentary fi lm, a web-
site, another book, and links for people to take action. This exemplifi es 
how people are converging media to shape health and health policy.

MEDIA AS A HEALTH-PROMOTION TOOL

Media can promote health in three ways: public education, social mar-
keting, and media advocacy. The fi rst two are often used to help people 
change their health behaviors by acquiring important information that 
they lacked (public education) or through visual or verbal messaging that 
can shift the individual’s thinking, attitudes, and values (social market-
ing). Both of these can also be used to shape public policy and political 
campaigns, but media advocacy specifi cally targets public policy.
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MEDIA ADVOCACY

Media advocacy is the strategic use of media to apply pressure to advance 
a social or public policy initiative (Dorfman, Wallack, & Woodruff, 2005; 
Jernigan & Wright, 1996; Wallack & Dorfman, 1996). It is a tool for policy 
change—a way of mobilizing constituencies and stakeholders to support 
or oppose specifi c policy changes. It differs from social marketing and is a 
means of political action (DeJong, 1996).

The success of Mothers Against Drunk Driving (MADD) is illustra-
tive of the power of media advocacy. MADD was formed in 1980 at a 
time when a drunk driver could kill a child and it would not be treated 
as a crime. MADD developed a policy agenda aimed at preventing drunk 
driving. It developed a “Rating the States” program to bring public atten-
tion to what state governments were and were not doing to fi ght alco-
hol-impaired driving. Then, just after Thanksgiving (the beginning of a 
period of high numbers of alcohol-related traffi c accidents), MADD rep-
resentatives held local press conferences with their state’s offi cials and 
members of other advocacy groups to announce the state’s rating. Local 
and national broadcast and print press brought the story to an estimated 
62.5 million people. Subsequently, lawmakers in at least eight states took 
action to address drunken driving (Russell, Voas, DeJong, & Chaloupka, 
1995). Today, MADD’s website (www.madd.org) advocates a number of 
policy changes that people can sign onto, a walk to raise funds to support 
the organization’s work, a link to its Twitter page, and news about drunk 
driving initiatives.

Getting on the news media’s agenda is one of the functions of media 
advocacy (Wallack, 1994). With numerous competing potential stories, 
media advocacy employs strategies to frame an issue in a way that will 
attract media coverage. For example, MADD often created media events 
by putting a wrecked car in front of a local high school a few days prior 
to a prom. Journalists fl ocked to these events. The visual of the wrecked 
car got people’s attention, particularly reporters. The news accounts and 
parental outrage that resulted from these media events eventually led to 
wide social support for the concept of “designated driver” and harsher 
penalties for “driving under the infl uence.”

How a message is presented is as important as simply getting the atten-
tion of the news media. The demise of Clinton’s Health Security Act demon-
strates this point. It got on the media’s agenda, but the important messages 
were lost in the strategic use of the Harry and Louise commercials.

FRAMING

Getting an issue on the agenda of the public and policy makers and shaping 
the message require framing (Dorfman et al., 2005). Framing “defi nes the 
boundaries of public discussion about an issue” (Wallack & Dorfman, 1996, 
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p. 299). Reframing involves breaking out of the dominant perspective (or 
frame) on an issue to defi ne a new way of thinking about it that can lead to 
very different ideas about potentially effective policy responses. Reframing 
requires working hard to understand the dominant frame, the values that 
undergird it, and its limitations, and then exploring new frames.

Framing applies to all messaging and policy work, whether changing 
staffi ng policies in a hospital or promoting legislation that will remove soft 
drinks from school vending machines. From a media perspective, framing 
for access entails shaping the issue in a way that will attract media atten-
tion. It helps to attach the issue to a local concern or event, anniversaries, or 
celebrities, or to “make news” by holding events that will attract the press, 
such as releasing new research at a press conference (Jernigan & Wright, 
1996). Most importantly, it requires some element of controversy (albeit not 
over the accuracy of advocates’ facts), confl ict, injustice, or irony. The tar-
geted medium or media will shape how the story is presented. For exam-
ple, television requires compelling visual images. If a broad audience is to 
be reached, a powerful, brief message on television can provide a quick 
frame for an issue and narrow how people will view it. But the interactive 
nature of social media provides the opportunity for others to continue to 
reframe a message, helping people to break out of a dominant frame.

Framing for content is more diffi cult than for access. A compelling indi-
vidual story may gain visibility in some media, but there is no guarantee 
that the reporter or social media activists will focus on the public policy 
changes that you want. Wallack and Dorfman (1996) suggest that this 
reframing can be accomplished by the following:

Emphasizing the social dimensions of the problem and translating an  ■

individual’s personal story into a public issue
Shifting the responsibility for the problem from the individual to the  ■

corporate executive or public offi cial whose decisions can address the 
problem
Presenting solutions as policy alternatives ■

Making a practical appeal to support the solution ■

Using compelling images ■

Using authentic voices—people who have experience with the  ■

problem
Using symbols that “resonate with the basic values of the audience”  ■

(Wallack & Dorfman, 1996, p. 300)
Anticipating the opposition and knowing all sides of the issue ■

Framing is not just about verbal messages. Jacob Riis was a social reformer 
who used visual imagery and the latest technology to frame issues in ways 
that would infl uence policy makers. Riis emigrated to the United States 
from Copenhagen in 1871 and found work as a reporter in New York City. 
As a reporter, his beat was writing about the Lower East Side of New York 
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where, in the 1880s, 334,000 people were crammed into a single square mile, 
making it the most densely populated place on earth. The people there were 
living in disease-ridden tenements, often with 10 or 15 to a room (Burrows 
& Wallace, 2000). Riis wrote often about their plight for his newspaper; he 
identifi ed with the people on the Lower East Side, mostly immigrants like 
himself. Moved as he was, he grew frustrated by the lack of response from 
his readers. Riis had considered using photography to tell the stories of these 
New Yorkers, but the photographic technology of the day required a lot of 
light—which was scarce in a dark, airless tenement. Then, Riis read about 
a new technology from Germany called “fl ash photography.” Riis started 
using fl ash technology to photograph some of the poorest New Yorkers 
and the deplorable conditions in which they lived and worked. In 1899, 
Scribner’s Magazine published an 18-page article by Riis that included 19 of 
his photographs. Based on that article, a publisher invited Riis to publish an 
entire book, and his How the Other Half Lives became infl uential in shaping 
the early progressive movement working on behalf of immigrants’ rights. 
Riis’s photographs also infl uenced a young New York politician by the name 
of Theodore Roosevelt to implement public health laws that improved the 
city’s health and are still in place today.

Today, many bloggers include a photo or image with each post to draw 
attention to an entry. The images help to convey the frame that the blog-
gers want.

FOCUS ON REPORTING

One can argue that individual journalists are equally responsible for their 
choice of issues to cover and how they cover them. Journalists rarely have 
the same depth of knowledge about a topic as insiders. In fact, prior to 
the rise of social media, journalists and traditional media contributed to 
a public cynicism of politics and policy makers that resulted in a largely 
uninvolved citizenry (Fallows, 1996). This is due partially to journalists’ 
having limited expertise on particular issues; as a result, they often cover 
only the political dimensions of an issue rather than the details of the pol-
icy options. This, in combination with the growth in polarized television 
“news” programs and politicized talk radio shows, requires careful analy-
sis of “news.” But, social media also provides myriad opportunities for 
false, biased, and infl ammatory messaging.

Getting to know the nature and quality of a particular journalist’s or 
cyberactivist’s work can help you to decide how much trust to place in it. 
Ask the following questions:

Do they frequently misrepresent issues? ■

Are their stories sensationalized, overplayed, or exaggerated? ■

Do they present all sides of an issue with accuracy, fairness, and  ■

depth?
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Can you substantiate wild claims through sites such as www.snopes. ■

com, www.urbanlegends.about.com, and www.truthorfi ction.com?

In reality, few journalists have the time and the editorial support or the 
breadth and depth of knowledge about science to provide thorough report-
ing on health issues that have policy implications. This often results in less-
than-adequate reporting on important issues, such as the reporting on how 
communities should respond to the West Nile virus. Roche (2002) examined 
print media coverage of the approaches for reducing the mosquito popu-
lation to reduce the incidence of and mortality from West Nile encephali-
tis. None of the newspapers or magazines examined gave any information 
about risk of mortality from pesticide exposure or a cost analysis of this 
approach. Roche concluded that the public is “operating ‘in the dark’ in 
evaluating the question of whether pesticides should be deployed.”

Health professionals and community health leaders can assist journalists 
and cyberactivists by both reframing health policy issues and providing the 
depth of detail that others may lack. For example, a journalist covering a 
story on obesity in poor neighborhoods has focused on individual health 
behaviors like lack of vegetable consumption and low rates of exercise. 
Health advocates could assist the journalist by reframing the story as a struc-
tural issue by focusing attention on the lack of fresh produce and park space 
in low-income neighborhoods, as well as the subsidizing of foods with corn-
syrup additives, which are disproportionately sold and consumed in low-
income neighborhoods. While talking with this journalist does not ensure 
that your frame will be incorporated into the journalist’s story, you can push 
out the frame you believe is important through your blog, Facebook page, 
or Twitter account.

One strategy is to facilitate information exchange in the public arena by 
becoming news makers, aggregators, or curators of health news. Posting 
links to news articles and research on critical policy issues on social media 
sites such as Facebook makes the news easy to fi nd. Health professionals 
and community health leaders are positioned to explain complex health 
policy issues by breaking them down, not just for information sharing but 
for civil engagement, so people will act, whether by having a conversation 
with a coworker about the issue or contacting government representatives. 
Facebook friends, including other health professional colleagues or com-
munity members, can click “share” on Facebook, which reposts these arti-
cles to their personal networks to widen the community in infi nite ways. 
Social networking can generate a buzz and create conversations about an 
issue or policy. It is “digital activism” and has enormous potential to build 
networks, propagate power, and frame issues.

EFFECTIVE USE OF MEDIA

Formal training for health professionals and community leaders rarely 
includes information about how to use traditional media or new forms 
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of social media. The following recommendations provide readers with a 
starting point for effectively using traditional and social media.

POSITIONING YOURSELF AS AN EXPERT

Whereas health policy was once the domain of a limited fi eld of experts 
setting the agenda for the rest of us, the rise of user-generated content 
signals a radical departure from this approach. The emergence of user-
generated content means a profound transformation in what it means to 
be an expert and opens the possibility of a wider range of types of exper-
tise. New media provides health professionals with platforms to reach 
the public as media makers and aggregators of reliable health research 
information.

 Gain Credentials. There are many types of credentials, although they 
are typically thought of as degrees from educational institutions, work 
titles, and affi liations. Some institutions require that their employees 
notify them of any interaction with media, but this may be unnecessary 
if you don’t name the institution in your interview or other communi-
cation. For example, you could be a “health professional at women’s 
clinic.”

Become an Expert in Your Field. Becoming the “go to” person who is the 
expert on a topic or particular fi eld is another way to establish yourself 
as an expert. You can establish this by launching your own professional 
website, blog, and Twitter and Facebook pages, as well as by meeting 
with local journalists who cover health.

Use Personal Experience. Part of why the MADD campaign has been 
compelling is their strategic use of stories from women whose children 
have been killed as a result of drunk driving. These bereaved mothers 
involved with MADD have transformed themselves into experts on the 
policy of driving while intoxicated and used their experience to make 
this point with policy makers. Similarly, people who were infected with 
HIV/AIDS in the 1980s and believed that the federal government was 
acting too slowly to move treatment through clinical trials made them-
selves experts on the science of the disease and, using a variety of tac-
tics, forced policy makers to speed up the time for drugs to market. The 
Internet facilitates the rise of this kind of expertise.

Create Your Own Brand of Expertise. You can also become an expert in 
your fi eld through some unique-to-you combination of all of these. 
Individual policy makers weigh these differently. For example, after the 
death of her two-and-half-year-old son from Escherichia coli, Barbara 
Kowalcyk became an expert in food-borne illness. Eventually, she 
started a nonprofi t organization called Center for Foodborne Illness & 
Prevention (CFI) (www.foodborneillness.org) and lobbied Congress to 
adopt laws for better food safety.
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GETTING YOUR MESSAGE ACROSS

Getting your message to the appropriate target audience requires care-
ful analysis and planning. For example, you might want to target a mes-
sage to local homeowners, many of whom watch a particular TV station’s 
evening news. To get television coverage, you must have a visual story. 
Health advocates in California staged a media event on a senior health 
issue with a “rock around the clock” marathon, with seniors in rocking 
chairs outside an insurance company. They received press coverage of the 
event, which elicited some supportive letters to the editor, as well as some 
negative press from seniors who said that they were stereotyping older 
adults.

Reaching ethnically and linguistically diverse populations requires 
a familiarity with their preferred media and tapping into the growing 
use of social media. According to a 2009 study by the Pew Internet and 
American Life Project, African Americans were the most active users 
of the mobile Internet through frequent use of smart phones—at a rate 
that was twice the national average (Horrigan, 2009). While social media 
technology and its use are moving targets, the expectation is that smart 
phones and ordinary cell phones will continue to transform how we 
distribute messages, including to provide health care and to infl uence 
health policy. The Connecticut Health Foundation (www.cthealth.org) 
realized that online and offl ine conversations about ethnic disparities in 
health and health care were not occurring outside of academia. With the 
aim of creating “public will to decrease racial and ethnic health dispari-
ties in access and treatment,” the foundation launched a social media 
project that included training of nonprofi ts in the use of social media 
(http://tinyurl.com/6kuak4d).

BLOGGING AND MICROBLOGGING

A 2006 random sample telephone survey conducted by the Pew Internet 
and American Life Project found that the American blogosphere was 
dominated by those who use their blogs as personal journals. When asked 
to choose just one topic that they blog about, 37% of bloggers responded 
that “my life and experiences” as their primary focus. Politics and gov-
ernment ran a very distant second with 11% of bloggers citing issues of 
public life as the main subject of their blog. Entertainment-themed topics 
were the next most popular category of blog (7%); followed by sports 
(6%); general news and current events (5%); business technology (4%); 
religion, spirituality, or faith (2%); and a specifi c health problem or ill-
ness (2%). Of interest here is the 2% that blog about a specifi c health 
problem or illness. While this is a comparatively small percentage of 
the total blogosphere, this 2% still constitutes a vast universe of health 
blogs. A conservative estimate would place the number of health blogs 
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in the hundreds of thousands, and a less conservative estimate would be 
upwards of fi ve million; and these blogs are consulted by an estimated 
60 million users in the United States, according to research conducted 
in 2008 (Manhattan Research, 2008). While most blogs are maintained 
by individuals who are affected by a particular health condition, some 
health-related blogs are sponsored by traditional newspapers or by com-
munity activist organizations.

Theresa Brown is an oncology nurse living and working in Pittsburgh. 
Her fi rst career was as a doctorally prepared English professor before 
deciding that she wanted to work more closely with people. She wrote a 
narrative about a dying patient that was published on the fi rst page of the 
New York Times Science section, which until then had been dominated by 
physicians’ narratives. She was then invited to contribute to the Times’s 
health blog, Well, and now does so on a regular basis. As a result, issues 
of concern to practicing nurses and patients get regular visibility through 
her posts. Her expertise as a nurse in cancer care is clearly valued by those 
who post responses to her blog entries.

Twitter, an example of microblogging, is a great way for health profes-
sionals to listen as well as talk to others on a very direct level. Twitter 
allows users to post short, 140-character, messages. For longer conver-
sations, people use hash tags (# symbols) to track topics. People are 
very creative in the way they use Twitter, and it holds a great deal of 
potential for health professionals. For example, you can use it to convey 
your position on legislation that is up for a vote on the local, state, or 
national level to inform public debate on how this policy will impact the 
health and well-being of individuals and communities. You can also use 
Twitter—and other social media such as Facebook—to link to relevant 
data supporting your position and to see what others are saying about 
this policy: Is it positive? Negative? Misinformed? Journalists frequently 
use Twitter to fi nd sources and information on stories they’re covering, 
or to simply uncover new stories. Following key health journalists can 
provide opportunities for recommending yourself or other health pro-
fessionals as experts on specifi c topics or to help them to reframe their 
stories.

FACEBOOK AND MYSPACE: USING SOCIAL NETWORKING SITES

The development of Web 2.0 has meant increased participation and 
media attention on virtual communities, most frequently in social net-
working sites (SNS) such as Facebook and MySpace. The impact that SNS 
will have on health policy is still emerging, but there are some intrigu-
ing early examples of the advantage they may hold for advocacy. For 
instance, Facebook has emerged as an important venue for debate about 
health policy, and not just among people typically thought of as policy 
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makers. The health care reform battle sparked a large number of for- 
and against-themed pages, such as Ohio Against Health Care Reform 
(81 fans), Wyoming for Health Care Reform (247 fans), and the peren-
nial Facebook meme, “I bet we can fi nd 1,000,000 people who support/
oppose” health care reform. While measuring the effectiveness of such 
Facebook campaigns remains elusive, we should expect to see more of 
this type of activity as health care reform continues to be implemented 
over the coming years.

The promise of online communities and social networking sites (SNS) for 
community health advocacy has captured the attention of major funders in 
health policy, including the Robert Wood Johnson Foundation (www.rwjf.
org) and the Benton Foundation (www.benton.org). In a unique joint ven-
ture between Robert Wood Johnson and Benton in 2007, the two founda-
tions launched New Routes to Community Health (www.newroutes.org/). 
New Routes, a Madison, Wisconsin-based initiative, is an attempt to bring 
the power of a SNS to bear on improving the health of immigrants. It does 
this through immigrant-created media and by funding other immigrant-led 
collaborations across the United States. In each of these efforts, immigrants 
have worked to create locally focused media and outreach campaigns that 
speak directly to immigrants’ health concerns in their area.

BUILDING COMMUNITY AND WORKING WITH PARTNERS

In the pre-Internet era, activists made use of existing technology to mobi-
lize supporters through the use of “phone trees.” One person would call 
10 others, and each of those 10 would call 10 others, and so on. In the 
digital era, cyberactivists use Web 2.0 to accomplish a number of differ-
ent goals, including public representation of their cause through an online 
presence, information distribution to and solidarity with other cyberactiv-
ists, outreach to potential new supporters, fund-raising, and direct action 
(Costanza-Chock, 2003). With Web 2.0 technologies, social networks can be 
built, accessed, and amplifi ed, particularly with features such as always-on 
connectivity. Taken together, these features allow tremendous potential to 
leverage Web 2.0 to advocate for change with cybertools that are constantly 
evolving.

ANALYZING MEDIA

The fi rst obligation that all health professionals and community leaders 
have is to be knowledgeable consumers of media. They must seek out 
factual unbiased information from many sources before taking positions 
on policy issues and be able to critically evaluate media messages, assess 
who controls the media, and identify whose vested interests are being pro-
tected or promoted. Those working in the health fi elds should add www.

Murphy_PTR_CH12_27-07-12_247-274.indd   264Murphy_PTR_CH12_27-07-12_247-274.indd   264 8/7/2012   9:15:21 PM8/7/2012   9:15:21 PM



12 Using the Power of Media to Infl uence Health Policy and Politics in CEOD  265

mediachannel.org and www.mediareform.net to their Internet favorites 
and evaluate their sources.

WHAT IS THE MEDIUM?

The fi rst step is to ask yourself where you get your information and 
news.

What TV and radio news programming do you regularly tune in to?  ■

Do you read a daily newspaper or go online to a trusted news website 
every morning?
What is the station’s, program’s, paper’s, or website’s reputation? Is it  ■

known for balanced coverage of health-related issues? Is it partisan?
Does it cover national as well as state and local issues? ■

Is it a credible source of information about health issues and policies? ■

These questions provide a basis for you to judge whether or not the 
information and news you are getting are credible and representative of 
a broad sector of public opinion. For any particular issue of concern, you 
will want to sample various media presentations of the issue and evaluate 
their messages and effectiveness.

WHO IS SENDING THE MESSAGE?

Part of understanding what the real message is about comes from know-
ing who is behind the message and why. You could interpret the real 
message behind the Harry and Louise commercials against President 
Clinton’s health care reform legislation once you knew they were spon-
sored by the HIAA. If the legislation had passed, the majority of insur-
ance companies would have been locked out of the health care market. 
Instead, their media success left them in control of health care in the 
United States until 2010.

For news media, ask the following questions: Who owns this medium? 
Who sponsors the website? What are the owner’s biases? In addition, 
more and more newspapers and online venues are using the Associated 
Press (AP), or other major national papers, as their source for stories. 
The AP does not investigate; they attend events, accept news releases, 
and fi le reports. If newspapers are using abridged stories from other 
papers, the news slant or bias of the other paper refl ects the bias or slant 
of the paper you are analyzing. As newspaper and television newsroom 
budgets get slashed, few news outlets are able to afford investigative 
journalism. To preserve this important aspect of journalism, nonprofi t 
investigative news organizations have arisen to fi ll the void, such as the 
online Kaiser Health News (www.kaiserhealthnews.org) founded and 
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supported by Kaiser Family Foundation (KFF), and ProPublica, sup-
ported by a major multiyear commitment of funding by the Sandler 
Foundation. While Kaiser Health News is specifi c to health, ProPublica 
is not. Nonetheless, the latter does cover health issues. For example, 
ProPublica conducted an investigation in the infl uence drug companies 
exert over regulators (www.propublica.org/blog/item/e-mails-show-
drug-company-used-third-party-medical-groups-to-influence-regu). 
Pharmaceutical company Sanofi -Aventis launched an advocacy cam-
paign to infl uence the U.S. Food and Drug Administration and protect 
their brand-name blood thinner “Lovenox.” Sanofi -Aventis wanted to 
delay generic competitors and did so by contacting medical societies 
and researchers, urging them to write in to the FDA—or in one case, to 
write an “advertorial” for the Wall Street Journal—to raise safety con-
cerns about generics.

WHAT IS THE MESSAGE AND WHAT RHETORIC IS USED?

What is the ostensible message that is being delivered, and what is the 
real message? What rhetoric is used to get the real message across? In a 
protracted debate on social security during the administration of George 
W. Bush, his administration attempted to create a “crisis” of solvency that 
needed immediate reform.

Economists and organizations such as the AARP were successful in 
pointing out that the government’s own actuaries demonstrate that the 
Social Security Trust is solvent through 2042 and that the fund will begin 
to spend more than it is receiving only in 2018, so there is no immedi-
ate crisis. But Bush’s messages also appealed to individual self-interest in 
talking about an “ownership society” and “private accounts,” which are 
contrary to the purpose of the social security system, which was set up in 
1935 to protect all of society—especially older adults, the widowed, and 
the disabled. Bush’s message avoided talking about the trust’s solvency 
because his proposals actually contributed to insolvency earlier than what 
had been projected without any changes.

In 2005, pollster Luntz of the Luntz Research Companies provided an 
analysis of the rhetoric used in the 2004 presidential campaign and out-
lined rhetoric that Republicans would use to win legislative battles and 
political campaigns in 2006. Luntz’s analysis also provides insight into 
the language used to frame some of the major issues that would confront 
the federal Republican policy makers. For example: “Sometimes it is not 
what you say that matters but what you don’t say. Other times a single 
word or phrase can undermine or destroy the credibility of a paragraph 
or entire presentation . . . [E]ffectively communicating the New American 
Lexicon requires you to stop saying words and phrases that undermine 
your ability to educate the American people. So from today forward YOU 
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are the language police. From today forward these are the words never to 
say again” (Luntz, 2005, Appendix, p. 1).

BANISH PRIVATIZATION FROM YOUR LEXICON

One of the words “never to say” was “privatization/private accounts.” 
Rather, the document advocated the phrase “personalization/personal 
accounts.” The report noted that “Many more Americans would ‘per-
sonalize’ Social Security than ‘privatize’ it. Personalizing Social Security 
suggests ownership and control over your retirement savings, while 
privatizing it suggests a profi t motive and winners and losers” (Luntz, 
Appendix, p. 1).

Democrats were well aware of this difference in language and consis-
tently framed the issue as “privatization.” On health care, the document 
admonished never to say “healthcare choice” but rather to say “the right to 
choose,” noting: This is an important nuance so often lost on political offi -
cials. Almost all Americans want “the right to choose the healthcare plan, 
hospital, doctor and prescription drug plan that is best for them,” but far 
fewer Americans actually want to make that choice. In fact, the older you 
get, the less eager you are to have a wide range of choices (Luntz, 2005, 
Appendix, p. 4)

Every issue has “spin doctors” who develop believable messages based 
on focus groups and polling. As messages are repeated in the media, they 
become normalized and believable. It is essential to be attentive to the 
language used in media messages—whether delivered directly by policy 
makers, pundits, or advocates—and evaluate the credibility, bias, and 
intentions of sources.

WHAT AND WHOM SHOULD WE BELIEVE?

Images also convey important messages. As the Luntz document notes, 
“Language is your base. Symbols knock it out of the park. The American 
people cannot always be expected to directly grasp the connection 
between your policies and your principles. Symbols bridge this gap, so 
use them” (Section 2, p. 2). The document promotes the obvious symbols 
of the American fl ag and Statue of Liberty. But consider the symbols used 
by health insurance companies to advertise to employed individuals and 
families. These ads use pictures of healthy active adults and bright-eyed 
children. Health insurers have never used images of obese individuals 
or people disabled by arthritis to attract new members to their insurance 
products. These are examples of targeted media messages in which images 
are symbols to augment carefully crafted rhetoric to sway a target audi-
ence to believe or act in a particular way.
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IS THE MESSAGE EFFECTIVE?

Does the message attract your attention? Does it appeal to your logic and 
to your emotions? Does it undermine the opposition’s position?

IS THE MESSAGE ACCURATE?

Who is the reporter or cyberactivist, and what reputation do they have? 
Are they credible, with a reputation for accuracy and balanced coverage 
of an issue? What viewpoints are missing? Whose voice is represented in 
the message or article?

RESPONDING TO THE MEDIA

One of the most important ways to infl uence public opinion is to respond 
to what is read, seen, or heard in the media. Letters to the editor or call-
ins to talk radio programs can be powerful ways to reframe an issue or 
put it on the public’s agenda. Opinion editorials (“op eds”) allow more 
in-depth response to current issues and provide a way to get an issue on 
the public’s agenda. Although they are often solicited by a newspaper or 
magazine, particularly in large cities, local community papers are often 
eager to receive editorials that describe an important issue or problem, 
include a story that illustrates the local impact of the problem, and suggest 
possible solutions.

Tips for successful op eds include the following:

Keep it short and within the word limit specifi ed by the publication. ■

Hook it to a national event if the publication or website has a national  ■

focus, or to a local event for local publications.
Have a timely topic, concisely and clearly written in a conversational  ■

style, and with an unexpected or provocative slant.
Include details or examples to bring the commentary alive. ■

Defi ne the problem and the solution(s). ■

Similarly, letters to the editor should be written immediately after the 
original story is published and follow the publication’s guidelines for 
letters. They should be concise and make a specifi c point relevant to the 
article. Calling in to talk radio provides another opportunity for sharing 
your perspectives. Remember to identify yourself as a health professional 
and to stay on the line while the host or program guest responds to your 
point or question. You may need to correct a misunderstanding or offer 
additional clarifying information.

Finally, it’s always a good idea to contact a journalist to thank him or 
her for a good story. If you have a blog, be sure to link to the story in a 
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post. If you see a Tweet you like, you can “re-Tweet” it to others who 
follow you. If you’re on Facebook and like someone’s posting, you can 
click on the “Like” button to register your approval and continue the viral 
spread of the posting.

CONCLUSION

Health professionals and community health leaders have not always been 
taught how to use the media as a health-promotion tool. But sometimes 
we have to teach ourselves how to navigate in this rapidly changing 
world. Certainly, harnessing the new social media will provide myriad 
opportunities for health professionals and community health leaders to 
shape healthy public policies and engage in political activism. But use of 
traditional media can also help to spread a message.

Case Study Exercises

Individually, or as a group, review the following case Studies and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each question. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for the 
class.

Case Study 12.1. “Staying Alive”—HIV Programming 
From MTV and KFF Partnership

The partnership between MTV and the KFF has been a remarkably suc-
cessful one for raising awareness about HIV and AIDS.

In the late 1990s and early 2000s, MTV produced several stand-alone 
HIV/AIDS documentaries for the annual World AIDS Day. Then, the tele-
vision network decided to develop a more comprehensive media response 
to the global HIV epidemic. To realize this vision, MTV partnered with the 
KFF.

In 2002, MTV and KFF launched Staying Alive, a series of programs 
intended to heighten awareness about HIV prevention. The programs 
aired on TV stations serving nearly 500 million households. When China’s 
CCTV aired the Staying Alive documentary in March 2003 that number 
rose to nearly 800 million households. This amounted to 64% of all televi-
sion households worldwide at that time.

The degree of exposure to the campaign was measured at three global 
locations: Kathmandu, Nepal; Sao Paolo, Brazil; and Dakar, Senegal. Among 
youth ages 16 to 25, 12% in Nepal had seen the campaign, compared to 23% in 
Brazil and 82% in Senegal. Evaluation of the Staying Alive campaign suggests 
that media messages about HIV/AIDS increase interpersonal communication 
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about the disease, which may lead to positive changes in policies about HIV/
AIDS (Geary, Burke, et al., 2007; Geary, Mahler, et al., 2005).

Study Questions

1.  In what way does the partnership between MTV and KFF illustrate the 
“one-to-many” media paradigm?

2.  What are the advantages of such a partnership, especially in terms of 
“reach”?

3.  Are there any disadvantages to a global media campaign such as 
Staying Alive?

Case Study 12.2: “Mobileactivistas” in Argentina

In regions of the world without a well-developed infrastructure for lan-
dline telephones, as in many parts of South American and Africa, mobile 
phones are much more prevalent. In addition, the pricing structure for 
mobile phone service in the rest of the world and the United States is 
completely different, such that sending a text message (or SMS) is much 
cheaper, even free, compared to making a voice call. Taken together, these 
have resulted in some interesting uses of mobile phones by activists con-
cerned about issues that affect health.

For example, Greenpeace Argentina successfully used an SMS cam-
paign to stop the destruction of the Pizarro Reserve (a nature reserve) 
from being sold and subsequently destroyed. First, Greenpeace Argentina 
introduced legislation to parliament that would prevent future destruc-
tion of the Pizarro Reserve. Next, they launched a communication strategy 
rooted in SMS technology. The group placed print-ads in public bathrooms 
and in their (print) magazine asking people to join them as “mobileactivis-
tas” (mobile activists) by sending a specifi c word to their mobile number. 
The sender’s number was then stored in an SMS database used primarily 
for real-time communication and action. Through this extremely inexpen-
sive strategy more than 4,500 mobileactivistas participated in this campaign 
so far. Mobile-activists sent text messages to legislators and key players 
involved in the bill’s various hearings. SMS was also used to arrange 
spontaneous meeting points and public demonstrations.

The SMS campaign allowed mobileactivistas to stay informed and act 
quickly during the bill’s journey through the legislative process. When 
Greenpeace Argentina learned that the bill was at risk due to a strong waste 
industry, they immediately sent text messages to all the mobile-activists 
on the database. The mobileactivistas responded by pressuring specialists 
and members of the commission to approve the bill and move it on to the 
next round of discussions. Throughout the campaign to save the Pizarro 
Reserve, SMS was the primary means of communication between move-
ment organizers and mobileactivistas (Greenpeace Argentina).
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Study Questions

1. In what way do the “mobileactivistas” illustrate the  “many-to-many” 
media paradigm? How did Greenpeace Argentina  incorporate “old” 
forms of media to get the word out about the SMS campaign?

2. What are the advantages of such a partnership, especially in terms of 
speed? What else?
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13
IV CURRENT AND FUTURE COMMUNITY ISSUES

Community Resilience, Disasters, and the 
Public’s Health

Rose L. Pfefferbaum and Richard W. Klomp

LEARNING OBJECTIVES

What you can learn from studying chapter:

To identify and list public health’s main roles and responsibilities with  ■

respect to disasters
How to defi ne resilience ■

How to describe resilience as an emergent process as distinct from an  ■

attribute
How to distinguish community resilience from personal resilience ■

What the role of human agency is in community resilience ■

How to describe attributes, properties, and adaptive capacities associ- ■

ated with community resilience
How to describe strategies for developing community resilience to  ■

disasters

With the ubiquitous threat of disasters, it is incumbent upon govern-
ment, business, nonprofi t organizations, and the general public to 

create a culture that fosters disaster readiness, response, and recovery. 
Everyone has a role, everyone has responsibilities. This is emphasized by 
the call for resilient communities, a “proactive and positive expression of 
community engagement” (Cutter et al., 2008b, p. 598) that can help “break 
the cycle of destruction and recovery” associated with major disasters 
(Subcommittee on Disaster Reduction, 2005, p. 1). Public health and the 
health care sector constitute essential components of disaster manage-
ment that can help rally and direct multiple, sometimes disparate, players 
toward a common goal, while establishing systems to foster effective pre-
vention and mitigation, preparedness, response, and recovery.

The role of public health is “to assure the conditions necessary for people 
to live healthy lives, through community-wide prevention and protection 
programs” (Centers for Disease Control and Prevention [CDC], n.d., p. 1). 
Public health’s obligation to respond to disasters and assist with recov-
ery is both explicit and implied by other obligations such as preventing 
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epidemics and the spread of disease, protecting against environmental 
hazards, preventing injuries, promoting and encouraging healthy behav-
iors and mental health, and ensuring the quality and accessibility of health 
services. Public health meets these obligations—within the context of disas-
ters and otherwise—by providing an array of essential services, including 
(1) monitoring health status to identify and address community health 
problems, (2) diagnosing and investigating health problems and commu-
nity health hazards that may preexist and lead to public health crises or 
that may result from disasters, (3) informing, educating, and empowering 
the public about health issues, (4) mobilizing community stakeholders and 
stimulating action to identify and address health problems, (5) developing 
policies and plans to support individual and community health efforts, (6) 
enforcing laws and regulations to protect health and safety, (7) connecting 
individuals with needed personal health services and ensuring the provi-
sion of care when otherwise unavailable, (8) ensuring a competent health 
care workforce, (9) evaluating the effectiveness, accessibility, and quality 
of personal and public health services, and (10) conducting research to 
solve health problems (CDC, n.d.).

Homeland Security Presidential Directive 21 (HSPD 21) establishes a 
National Strategy for Public Health and Medical Preparedness, which will 
“transform our national approach to protecting the health of the American 
people against all disasters” (U.S. Department of Homeland Security 
[USDHS], 2007, p. 2). Identifying community resilience as one of the four 
most critical components of public health and medical preparedness, 
HSPD 21 describes community resilience and directs the federal govern-
ment to assist states and local authorities to build community resilience to 
health catastrophes:

Where local civic leaders, citizens, and families are educated regarding threats 
and are empowered to mitigate their own risk, where they are practiced in 
responding to events, where they have social networks to fall back upon, and 
where they have familiarity with local public health and medical systems, there 
will be community resilience that will signifi cantly attenuate the requirement 
for additional assistance. The Federal Government must formulate a compre-
hensive plan for promoting community public health and medical prepared-
ness to assist State and local authorities in building resilient communities in 
the face of potential catastrophic health events. (USDHS, 2007)

Not always consistently defi ned, community resilience has emerged 
recently as a construct that is viewed sometimes as a goal and some-
times as a mechanism for achieving disaster readiness, response, and 
recovery. Community resilience both supports and requires effective 
disaster management. This chapter addresses community resilience and 
its relationship to disaster readiness, response, and recovery in the con-
text of the public’s health. After providing defi nitions, characteristics of 
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community resilience and attributes, properties, and adaptive capaci-
ties of resilient communities are described. Seven strategies for build-
ing community resilience are offered for consideration. The chapter 
concludes with two case studies that explore approaches to developing 
community resilience.

DEFINITIONS

Community resilience is the foundation for the National Health Security 
Strategy of the United States of America (National Health Security Strategy) 
(U.S. Department of Health and Human Services [USDHHS], 2009), which 
envisions that the nation and its people be prepared for, be protected from, 
respond effectively to, and be able to recover from, incidents with poten-
tially large-scale, negative health consequences such as disease outbreaks, 
natural disasters, and terrorist attacks. Appreciating community resilience 
and its role in mitigating the adverse effects of disasters requires an under-
standing of basic terminology, specifi cally the meaning of disasters and 
resilience.

Disasters

Disasters are extreme events that overwhelm the resources of a com-
munity or region, causing excess morbidity and mortality. They may 
result from internal or external forces, of natural and/or human origin, 
over which a community has no effective control. Disasters include, 
for example, hurricanes, tornados, and earthquakes; airplane crashes, 
industrial accidents, and major power outages; terrorist attacks, suicide 
bombings, and biological warfare; and epidemics and other mass-casu-
alty events.

Often sudden and unexpected, disasters have both ecological and psy-
chosocial effects. They erode the conditions necessary for people to live 
healthy lives by maiming and killing, destroying property, damaging built 
infrastructures, disrupting government and commerce, creating chaos and 
confusion, generating immeasurable emotional devastation, and unrav-
eling the social fabric of communities. Disasters are collectively experi-
enced (McFarlane & Norris, 2006), affecting the structure and functioning 
of communities by changing, at least temporarily, how individuals relate, 
the roles and the rules governing behavior, social networks and processes, 
and the allocation and use of resources. The ensuing physical, emotional, 
and socioeconomic destruction associated with disasters threatens the 
public’s health and impedes productive interactions that could revive 
communal existence. Social support may deteriorate or be mobilized after 
a disaster depending, in part, on characteristics of the disaster and of the 
community and its membership (Jerusalem, Kaniasty, Lehman, Ritter, & 
Turnbull, 1995).
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Resilience

As part of the lexicon of various disciplines (e.g., computer science, ecol-
ogy, economics, engineering, geography, health, physical science, psychol-
ogy, sociology), resilience is defi ned differently depending on context and 
purpose. The term may be used in reference to individuals, materials, net-
works, ecosystems, or communities, any of which is potentially relevant in 
relationship to disasters. For purposes of this chapter, resilience is defi ned 
as the process of successfully adapting to, and recovering from, adversity. This 
simple defi nition conceals differences among researchers, practitioners, 
and policy makers that may be important, especially for assessing resil-
ience and generating evidence-based strategies for improving it. Several 
issues related to the meaning of resilience deserve exploration for a better 
understanding of community resilience.

UNDERSTANDING COMMUNITY RESILIENCE

Resilience can be best appreciated within the context of the adversity from 
which it emerges. While both involve human agency, community resil-
ience must be distinguished from personal resilience. Some attributes, 
properties, and adaptive capacities of resilient communities are described 
below.

Resilience as an Emergent Process

Resilience is defi ned herein as a process of adaptation and recovery rather 
than as an attribute or an outcome. R. L. Pfefferbaum and colleagues (2008, p. 
52) adopt a similar defi nition in describing community resilience as “a pro-
cess evident in adaptation to threat or attack, stress, disruption, and secu-
rity concerns.” From this perspective, adaptation (rather than resilience) is 
the outcome. Norris, Stevens, Pfefferbaum, Wyche, and Pfefferbaum (2008, 
p. 130) also defi ne resilience as a process, one “linking a set of adaptive 
capacities to a positive trajectory of functioning and adaptation” following 
a disturbance to a system. Resilience emerges from the adaptive capacities 
and leads to adaptation, an outcome characterized by wellness.

Plodinec (2009, p. 2) refers to the distinction between resilience as an 
attribute and resilience as a process as one of “Being vs. Becoming.” Many 
authors defi ne resilience as an attribute, commonly either as the ability or 
capacity of a system to resist, absorb, respond, adapt, and/or recover from 
adversity (see, e.g., Bruneau et al., 2003; Cutter et al., 2008a, 2008b; Federal 
Emergency Management Agency [FEMA], 2011; Longstaff, 2005; Plodinec, 
2009; Subcommittee on Disaster Reduction, 2005; USDHS, 2010a). For 
example, resilience is defi ned in The National Disaster Recovery Framework 
as the “ability to adapt to changing conditions and withstand and rapidly 
recover from disruption due to emergencies” (FEMA, 2011, p. 81).
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Butler, Morland, and Leskin (2007) defi ne resilience by a set of outcomes 
associated with recovery following challenge. They also recognize that 
there are aspects of the recovery process that exemplify or signal elements of 
resilience. For them, resilience refers to recovery and the means and mech-
anisms of that recovery. They thereby link process with outcomes. Masten 
and Obradovic (2008, p. 2) complete the link between process, attributes, 
and outcomes, defi ning resilience as “the processes of, capacity for, or pat-
terns of positive adaptation” during, or in the aftermath of, adversity.

The emphasis herein is on resilience as a process that emerges in 
response to adversity as opposed to being an inherent characteristic of 
a system. Resilience is not the absence of distress and adversity, but 
successful progress in spite of, in the midst of, and in response to dis-
tress and adversity (B. Pfefferbaum, Pfefferbaum, & Norris, 2009). A 
system may respond differently to different stressors and may respond 
differently to a given stressor at different points in time. Thus, a sys-
tem may be resilient with respect to some adversities and not others. 
Those who defi ne resilience as an attribute are likely to recognize that 
it can be affected by circumstances, thus lending a dynamic quality to it 
(see, e.g., Cutter et al., 2008a). In such characterizations, as with process 
defi nitions, resilience can be infl uenced by a variety of determinants, 
which is important for those who seek to build, as well as understand, 
resilience.

Differences Between Personal Resilience and Community 
Resilience

While similar defi nitions may apply, community resilience is not simply 
a collection of personally resilient individuals. The distinction between 
the two, which is enormous and often missed, may be understood, in 
part, by recognizing that the whole is more than the sum of its parts 
(Aristotle, translated in Ross, 2007). Thus, a community consisting of per-
sonally resilient individuals is not necessarily resilient (Brown & Kulig, 
1996/1997; B. Pfefferbaum, Reissman, Pfefferbaum, Klomp, & Gurwitch, 
2007; R. L. Pfefferbaum et al., 2008). Brown and Kulig (1996/1997, p. 43) 
describe relational aspects of communities in which members “are resil-
ient together, not merely in similar ways.” Community resilience emerges 
from collective activity in which individuals join together in efforts that 
foster response and recovery for the whole. Moreover, in resilient com-
munities, individual and collective actions are buttressed by physical and 
social conditions and structures that enable resilience to manifest itself in 
the face of adversity (Brown & Kulig, 1996/1997; B. Pfefferbaum et al., 
2007; R. L. Pfefferbaum et al., 2008). The health and public health infra-
structures provide examples of systems that help create resilient commu-
nities by their roles in identifying, studying, preventing, and resolving 
threats and potential threats to healthy lifestyles.
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Just as a collection of personally resilient individuals does not guar-
antee resilience of the community, a resilient community does not guar-
antee the resilience of individual members. While community resilience 
may strengthen the personal resilience of some, perhaps many, mem-
bers by addressing functional and behavioral problems at the individual 
level (B. Pfefferbaum et al., 2007), some members of resilient communi-
ties tend not to adapt well to various adversities. Indeed, communities 
may rebound successfully from disasters even when some individual 
members do not.

The Role of Human Agency

Community resilience generally refl ects an ability to adapt and change 
(Cutter et al., 2008a; Longstaff, 2005; Norris et al., 2008) and, according 
to some authors, the potential to grow from a crisis (Brown & Kulig, 
1996/1997; B. Pfefferbaum et al., 2007; R. L. Pfefferbaum et al., 2008). 
Brown and Kulig (1996/1997) ground the concept of community resil-
ience in human agency, that is, the capacity for deliberate, meaningful 
action. As such, community resilience consists of both proactive and 
reactive elements that link recovery with choices and efforts by individ-
uals and groups to transform their physical and social environments to 
mitigate future adversities. Community members must be able to com-
municate effectively to interpret their environment and act collectively 
to remedy the effects of a crisis (Brown & Kulig, 1996/1997; Norris et al., 
2008; B. Pfefferbaum et al., 2007; R. L. Pfefferbaum et al., 2008).

Attributes of Resilient Communities

R. L. Pfefferbaum and colleagues (2008) describe eight attributes of com-
munity resilience, which they identifi ed through a review of the commu-
nity competence and capacity literatures (Cottrell, 1976; Gibbon, Labonte, 
& Laverack, 2002; Goeppinger & Baglioni, 1985; Goodman et al., 1998; 
Labonte & Laverack, 2001a, 2001b), key informant interviews, and com-
munity surveys. The eight attributes are (1) connectedness, commitment, 
and shared values; (2) participation; (3) support and nurturance; (4) struc-
ture, roles, and responsibilities; (5) resources; (6) critical refl ection and 
skill building; (7) communication; and (8) disaster management. These 
attributes are described below with examples.

Connectedness, Commitment, and Shared Values

A strong mutual interest; connection to a place; and a group of people 
with shared history, laws, values, interests, and customs are common 
ways to describe a community. The perception that community mem-
bers are treated fairly and that one’s personal well-being is improved 
by membership in the community can enhance one’s sense of belonging 
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and commitment to a community and may foster cooperation and con-
sensus building. When diversity among members is supported, com-
munities should be better able to address the needs of its members 
before, during, and after disasters. An example of this would be cel-
ebrating a city’s birthday by having a fair at which the fi re department 
gives away fi re-prevention coloring books and the police department 
provides interested parents with instruction on basic principles of fi rst 
aid.

Participation

A sense of belonging and feelings of ownership and identifi cation can 
be strengthened by participation in community activities and organiza-
tions. This can lead to increased personal contribution and a commitment 
to safeguarding community life. Communities that encourage partici-
pation may fi nd their members more actively engaged and invested in 
civic roles. When opportunities for involvement are extended to diverse 
members of the community in ways that are respectful and sensitive 
to the interests and demographics of those members, community lead-
ers should be better able to identify and address concerns that arise in 
the absence of, as well as during and after, disasters. An example of 
this would be enlisting support of local service organizations (e.g., the 
Rotary Club, Kiwanis Club, Boy Scouts) to participate in service projects 
on Martin Luther King Day to clean up a local senior citizens center or 
paint over graffi ti in a city park.

Support and Nurturance

Communities can bolster personal and collective resilience by attending to 
the needs of their members regardless of socioeconomic status, ethnicity, 
or level of education. Caring communities meet basic human needs, lis-
ten to members, help members to overcome challenges and achieve goals, 
promote well-being, empower individuals and groups, and instill hope. 
Communities that become adept at acquiring and equitably allocating 
resources should be better able to provide support and nurturance. In resil-
ient communities, support mechanisms provide assessment of, and assis-
tance to, vulnerable members before, during, and after disasters. Support 
must be sustained through crises if it is to buffer the personal, social, and 
economic losses that accompany these events. An example of this would 
be reaching out to the faith-based community, which often has commer-
cial kitchens and buses, to invite their participation in preparedness, plan-
ning, and response efforts focused on providing emergency food services 
for vulnerable populations (e.g., individuals with limited mobility, non-
native English speakers, individuals with vision impairment) within the 
community.
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Structure, Roles, and Responsibilities

Resilient communities tend to refl ect an appreciation for equity in establish-
ing and applying community standards, rules, and procedures that foster 
social interaction and governance. Members learn and teach others to navi-
gate the complex reciprocal links and overlapping networks among enti-
ties (e.g., individuals, groups, organizations, agencies) that comprise their 
community. Interactions tend to be relatively frequent and supportive, with 
individuals and groups identifying and addressing, rather than ignoring, 
common concerns. Solutions may emerge from formal or informal associa-
tions focused on establishing priorities and resolving issues. Strong and 
responsive leadership, teamwork, transparent organizational structures, 
and well-defi ned roles, responsibilities, and lines of authority facilitate col-
laboration. Reducing adverse secondary consequences of disasters requires 
structure, roles, and responsibilities that create the capacity for prevention, 
mitigation, and preparedness, as well as decisive and timely response to 
crises. In an all-hazards approach, structural elements must be fl exible to 
address unforeseen vulnerabilities and threats. An example of this would 
be an elected offi cial building a reputation as a good listener and consensus 
builder by regularly meeting with, sharing information with, and seeking 
input from a local advisory council comprised of representatives from the 
business, education, health care, mental and behavioral health, faith-based, 
media, and service sectors of the community.

Resources

In addition to land and other raw materials, resources include fi nancial, 
human, and social assets belonging to members of the community and the 
community itself along with the built infrastructure and machinery and 
tools used in production. Money and credit constitute fi nancial resources 
that facilitate the acquisition of other resources, the production and dis-
tribution of goods and services, and exchange within the community and 
across communities. Human resources include the workforce, expertise, 
and leadership, as well as member qualities such as hope, work ethic, and 
the will to improve community well-being. Social resources include rela-
tionships and support systems within a community and characteristics 
such as cohesion and collaboration. In resilient communities, redundancy 
in some resources is benefi cial to maintain essential functions. Resilient 
communities generally acquire, mobilize, allocate, invest in, and use 
their resources effectively to serve members and meet community goals. 
Ongoing investment in physical, human, and social capital may be neces-
sary to create infrastructures and systems that can endure and respond to a 
wide variety of potential disasters and threats. One example of this would 
be investing in improvements in schools, local health facilities, job-train-
ing programs, and neighborhood development. Another example would 
be establishing mutual aid agreements with neighboring  communities 
that might facilitate access to scarce resources in an emergency.
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Critical Refl ection and Skill Building

Establishing structures to collect, analyze, and use information; identifying 
and addressing local issues, needs, and problems; recognizing and fram-
ing collective experiences; and planning, managing, and evaluating pro-
grams are activities at which resilient communities tend to excel. Critical 
refl ection about values, their history and experiences, and the experiences 
of others, should permit formal and informal community leaders to estab-
lish worthwhile goals and objectives, make decisions, and develop and 
implement strategies for the benefi t of the community and its members. 
Resilient communities assess their performance, study their successes and 
failures, learn from adversity, and support skill building at individual 
and systemic levels. Learning, accommodation, and growth may lead to 
enhanced capacity and improved disaster resilience. An example of this 
would be establishing a confi dential and anonymous method of accessing 
feedback to generate a lessons-learned report from participants in a table-
top exercise of an emergency response effort.

Communication

Clear, timely, accurate two-way communication among members, between 
authorities and community residents, and with other communities and the 
larger society is essential to community resilience. Productive communica-
tion requires shared meanings and understandings and the perception of 
honesty and openness. Diverse community members and groups should 
have opportunities to express their views and their needs, and they should 
be encouraged to participate in community problem solving. This can foster 
trust in leadership and, in the face of disasters, it can enhance preparedness, 
compliance with directives, effective response, and successful recovery. 
Effective communication also can identify and facilitate the resolution of 
existing and emerging unmet needs, as well as those that accompany disas-
ter. Resilience to disasters depends on suffi cient redundancy in communica-
tion channels to ensure timely resource mobilization and deployment. One 
example of this would be broadcasting public health reminders on popular 
local radio shows or including them in city water bills. Another example 
would be taking steps to generate dialogue with individuals from different 
sectors of the community through formal channels (e.g., citizen advisory 
groups, town hall meetings) and informal mechanisms (e.g., through con-
versations at barber shops, beauty parlors, sporting events).

Disaster Management

Implementing measures to prevent and mitigate, prepare for, and 
respond to disasters, thereby limiting adverse consequences and setting 
the stage for reconstruction and recovery, is required to achieve com-
munity resilience. Prevention and mitigation include activities to avoid 
or control an incident, to decrease risks to people and property, and to 
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reduce potential or actual adverse effects. Mitigation measures, imple-
mented prior to, during, or after an incident, should decrease the likeli-
hood of hazardous incidents and limit exposure to, or potential loss from, 
such events. Preparedness is an ongoing process that assesses threats and 
vulnerabilities and identifi es resource requirements. Preparedness also 
involves efforts to prevent and mitigate adverse consequences and to 
stockpile resources for response and recovery. Response addresses the 
direct, short-term effects of a disaster. In addition to emergency assis-
tance, disaster response includes efforts to decrease further damage dur-
ing or immediately after a disaster; to support basic human needs; and 
to maintain the social, economic, and political structure of an affected 
community. Survivors begin to rebuild their lives and their community as 
the relatively short-term response phase transitions into a longer period 
of recovery. An example of this would be establishing local Community 
Emergency Response Team (CERT) programs or immersing community 
leaders in disaster response training (e.g., free, online, training through 
the Federal Emergency Management Agency or the Red Cross) related 
to successfully implementing basic emergency response processes and 
systems.

Community Resilience Properties

Defi ning community resilience in the context of earthquakes, Bruneau 
and colleagues (2003) describe four properties of resilience for physical 
and social systems: (1) robustness, referring to strength or the ability to 
withstand stress without degradation or loss of function; (2) redundancy, 
referring to the functional substitutability of elements and systems; (3) 
resourcefulness, referring to the ability to identify problems, determine 
priorities, and mobilize resources in response to threats and disrup-
tions; and (4) rapidity, referring to the ability to meet priorities and reach 
goals in a timely manner to limit losses and prevent future disruption. 
Robustness and rapidity are refl ected in the description of resilience in 
the 2010 Quadrennial Homeland Security Review Report (QHSR Report) 
(USDHS, 2010b), which identifi es resilience at the individual, commu-
nity, and system levels as one of three key concepts essential to, and part 
of the foundation for, a comprehensive approach to homeland security. In 
describing resilience, the QHSR Report calls for “individual, community, 
and system robustness, adaptability, and capacity for rapid recovery” 
(USDHS, 2010b, p. 15).

Adaptive Capacities

Norris and colleagues (2008) describe four adaptive capacities from 
which community resilience emerges: economic development, social 
capital, information and communication, and community competence. 
These resilience resources have one or more dynamic attributes described 
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by three of the properties identifi ed by Bruneau and colleagues (2003): 
robustness, redundancy, and rapidity. Resilience depends on the resources 
themselves, as well as these dynamic properties. Health and public health 
systems contribute to the adaptive capacities of communities to the extent 
that they establish conditions necessary for the health and wellness of 
community members through personal and community prevention, pre-
paredness, protection, response, and recovery programs and services.

Economic Development

As a capacity, economic development involves the level and diversity of 
economic resources (such as raw materials; machinery, tools, and equip-
ment; the built environment; and a workforce), equity of resource distri-
bution, and fairness of risk and vulnerability to hazards. Unfortunately, 
poor communities are not only at greater risk for destruction, they are 
frequently less successful in mobilizing support postdisaster. Community 
resilience is directly infl uenced by the capacity to distribute resources to 
those most in need (Norris et al., 2008).

Social Capital

Social capital can be defi ned as the aggregate of resources, both actual 
and potential, linked to possession of a durable network of relationships 
(Bourdieu, 1986; Norris et al., 2008). As an adaptive capacity associated 
with community resilience, social capital involves network structures 
and linkages; social support; and community bonds, roots, and commit-
ments. Network structures and linkages include overlapping, interorga-
nizational systems characterized by reciprocal links, frequent supportive 
interactions, and processes for cooperative decision making (Goodman 
et al., 1998; Norris et al., 2008). Social support includes social interactions 
that provide assistance (received or enacted social support) and those that 
are expected to provide assistance when the need for it arises (perceived 
or expected social support). Community bonds, roots, and commitment 
involve a sense of community, place attachment (i.e., an emotional connec-
tion to one’s community), and citizen participation and grassroots leader-
ship (Norris et al., 2008).

Information and Communication

A communication infrastructure, including responsible media, is an impor-
tant aspect of this adaptive capacity since information and communication 
are essential for effective emergency management. A trusted source of accu-
rate information is, according to Longstaff (2005), the most important resil-
ience asset an individual or group can have. Communal narratives that give 
shared meaning and purpose to a traumatic experience also are a valuable 
part of the information and communication resource (Norris et al., 2008).
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Community Competence

This adaptive capacity entails collective action and decision making, which 
may stem from collective effi cacy and empowerment. Collective effi cacy 
derives from mutual trust and willingness to work toward the common 
good (Norris et al., 2008). According to Cottrell (1976, p. 197), a competent 
community—one which “will be competent to cope with the problems of its 
collective life”—is one in which various components of the community col-
laborate effectively in identifying community problems and needs; come to 
a working consensus on goals and priorities; agree on ways and means for 
implementing agreed-upon goals; and take effective, collaborative action.

COMMUNITY RESILIENCE STRATEGIES

Community resilience is seen both as part of the vision for, and as a mecha-
nism to accomplish, disaster readiness, response, and recovery. The con-
struct is now imbedded in public health and homeland security policies 
and is becoming part of the discourse of emergency management. If the 
process of community resilience is to be supported, community leaders, 
professionals, and policy makers will have to generate and implement 
strategies for improving disaster resilience in the great variety of com-
munities that populate the landscape. Norris and colleagues (2008) iden-
tify fi ve resilience strategies for disaster preparedness based on their four 
adaptive capacities: (1) decrease risk and resource inequities, (2) engage 
members in mitigation, (3) create organizational links, (4) enhance and pro-
tect social supports, and (5) plan for the unexpected. R. L. Pfefferbaum and 
colleagues (2008) identify similar strategies with two notable additions: 
use a holistic wellness approach and promote a consciousness of com-
munity resilience. Seven strategies based on these recommendations are 
described below; they are explored in greater detail elsewhere with respect 
to Hurricane Katrina and its impact on children (see B. Pfefferbaum et al., 
2009): (1) develop economic resources and address risk and resource ineq-
uities, (2) foster community engagement and participation, (3) create and 
strengthen organizational links, (4) enhance social supports, (5) undertake 
effective disaster planning and management, (6) adopt a holistic wellness 
approach, and (7) create a conscious awareness of community resilience.

Develop Economic Resources and Address Risk and Resource 
Inequities

The local resource base of a community becomes particularly impor-
tant when there is a dearth of resources prior to, and/or as a result of, 
a disaster. When confronting similar environmental vulnerabilities and 
threats, poor communities that lack a solid economic base, individual and 
collective resources, and competent transformational leadership will be 
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less able to mount an effective emergency management program than 
communities that are better endowed (R. L. Pfefferbaum et al., 2008). 
Communities that rely on a single business sector also are likely to be 
more vulnerable than those with a more diversifi ed economic base (Cutter 
et al., 2008a). Some demographic and social characteristics increase a com-
munity’s social vulnerability including, for example, inequities in income 
and wealth; limited access to information and resources; and marginal-
ization due to ethnicity, language, or citizenship (Cutter et al., 2008a). 
Impoverished populations that routinely live with danger and insecu-
rity often are less able to anticipate and respond effectively to external 
threats without assistance (Morrow, 2008). Thus, resources essential to 
community resilience, disaster response, and public health must be made 
available to them (Norris et al., 2008; B. Pfefferbaum et al., 2009). But, 
the creation of disaster-resilient communities within a disaster-resilient 
nation will require more than that. It will require economic development 
and public policies and programs that address resource inequities across 
and within communities (Morrow, 2008). It also will require the provi-
sion of functional infrastructure and essential public health services in all 
communities, rich and poor, so that equitable conditions exist to enable 
people to live truly healthy lives.

Foster Community Engagement and Participation

Social capital and community competence, two of the adaptive capaci-
ties associated with community resilience, can be enhanced through the 
engagement and participation of community residents. Informing, edu-
cating, and empowering community members about health issues is one 
of the major obligations of public health (CDC, n.d.), essential to the cre-
ation of communities more resilient to disasters. Kretzmann and McKnight 
(1993) maintain that when residents come together to address problems 
and when local organizations collaborate, communities are enriched and 
become more self-reliant. Community members will have increased capac-
ity for self-direction when they believe in their ability to solve problems. 
Kretzmann and McKnight (1993) argue for engaging community mem-
bers who are marginalized by age or label. Such individuals are likely to 
(1) perceive roles, responsibilities, and circumstances differently from the 
majority; (2) ask unanticipated questions; and (3) bring new energy and 
insight to the development process. Fullilove and Saul (2006) recognize 
the importance of the social and psychological investment of community 
members for the sustainability of community development programs.

Glass and Schoch-Spana (2002) make the case for public engagement in 
planning for bioterrorism response. They recommend that public and civic 
organizations be involved in practical public health activities, that com-
munities invest in public outreach and communication, and that planning 
and intervention refl ect the values and priorities of affected populations. 
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Community members also should assess and address their vulnerability 
to hazards, develop problem-solving abilities and specifi c strategies, and 
identify and access networks that provide information and assistance 
(Norris et al., 2008; B. Pfefferbaum et al., 2009).

Create and Strengthen Organizational Links

Relationships and connections among the entities that comprise a com-
munity, along with those that cross community boundaries, are essential 
for effective disaster management and public health. While many of these 
relationships will exist before a disaster, some may be established as part 
of prevention, preparedness, and planning, and others will emerge as part 
of response and recovery. Improved communication, information shar-
ing, and collaboration among various sectors of a community (e.g., health 
care, business, education, social services, faith-based organizations, the 
media, and the public sector) can increase the effi ciency and effectiveness 
of disaster management and public health by helping a community to (1) 
become aware of local needs and assets, (2) identify and address health 
hazards and service gaps, (3) reduce unnecessary duplication, (4) curtail 
interagency confl ict, (5) build mutual respect and trust, and (6) create a 
sense of shared ownership and responsibility. Organizational links and 
networks can be built around shared concerns and specifi c issues such as 
disaster readiness, response, and recovery. Relationships can be strength-
ened through cross-representation on boards and committees; cosponsor-
ship of community activities; support for professional, practitioner, and 
provider organizations; and the creation of coalitions to address common 
concerns (B. Pfefferbaum et al., 2009). Networks also extend beyond the 
community as illustrated by the federal system for disaster management 
that establishes a hierarchy of responsibility based on an understanding 
that disasters are local, requiring the involvement of individuals who are 
familiar with the affected community and who will remain in the com-
munity after response and recovery activities are complete. State and, if 
necessary, federal assistance is available if local resources are insuffi cient 
in response (FEMA, 2011).

Enhance Social Supports

Disaster interventions should protect and enhance existing social sup-
ports to help ensure that communities and families maintain the capacity 
to give and receive support throughout and beyond response and recov-
ery. Unfortunately, altruism and cohesion, which are often abundant in 
the initial aftermath of a disaster, tend not to endure across all disaster 
phases. Thus, deliberate efforts may be necessary to create and build social 
support in the aftermath of a disaster. Ideally, such efforts will provide 
 participants with attitudes, knowledge, and skills they can use to develop 
their own supports (Norris et al., 2008).
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Undertake Effective Disaster Planning and Management

Disaster resilience requires comprehensive emergency management 
involving four traditional elements: prevention and mitigation, pre-
paredness, response, and recovery. The QHSR Report (USDHS, 2010b) 
identifi es ensuring resilience to disasters as one of fi ve missions, which 
it grounds in these four traditional elements. According to the QHSR 
Report, resilience will require a shift from a primary focus on response 
and recovery to one that balances response and recovery with mitigation 
and preparedness in a process that engages all stakeholders. Thus, com-
munities must create a culture of preparedness. They must develop fl ex-
ible, all-hazards, community emergency plans that include effective risk 
communication based on trusted sources of information and that recog-
nize the potential for unforeseen and unknown events (Longstaff, 2005; 
Norris et al., 2008; B. Pfefferbaum et al., 2009; R. L. Pfefferbaum et al., 
2008). Stakeholders must be trained and must practice plans.

Adopt a Holistic Wellness Approach

Community resilience is buttressed by “the promotion of healthy life-
styles; disease prevention; access to culturally informed, timely and high-
quality health care; and a robust public health system” (USDHHS, 2009, p. 
6). This suggests a holistic wellness approach in which formal and infor-
mal services and systems reinforce and inform health-seeking behaviors, 
promote effective coping, provide for the maintenance and restoration 
of healthy physical and mental functioning, attend to those who suffer 
serious physical and psychological illnesses, defend from adverse physi-
cal and psychological consequences of disasters, and care for the injured 
(Friedman, 2005; R. L. Pfefferbaum et al., 2008). These are all elements of 
essential public health services.

Create a Conscious Awareness of Community Resilience

Community resilience relies on intentional, collective action to prepare 
for and remedy the impact of a problem, including the ability to inter-
pret the environment, diagnose the community’s health status, inter-
vene, and move on. Community resilience requires a diverse collection 
of resources that can be acquired and developed, and it relies on skills 
that can be taught and practiced at personal (American Psychological 
Association, n.d.) and community levels (McGee et al., 2009). When 
community members and organizations have a conscious awareness of 
community resilience, they are more likely to recognize the importance 
of engagement, surveillance, collaboration, skill development, criti-
cal analysis, and strategic planning that underlie it. Awareness alone, 
of course, does not create healthy communities. Awareness alone does 
not mobilize resources, train individuals, establish plans, or ensure that 
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plans are practiced, but it may be a fi rst step. In creating a consciousness 
of and appreciation for community resilience, it is important to reinforce 
the concept of resilience as a process that must be sustained over time 
and across adversity lest people begin to feel either complacent or dis-
couraged and defeated.

SUMMARY

The National Health Security Strategy was developed by the U.S. 
Department of Health and Human Services to address many threats with 
potential large-scale health consequences such as, for example, disease 
outbreaks, natural disasters, technological accidents, and terrorist attacks 
(USDHHS, 2009). It recognizes that managing these threats requires com-
mitment and cooperation across all segments of society including all 
levels of government; private commerce; academic, civic, faith-based, 
fraternal, nonprofi t, and professional organizations; households; local 
communities; the media; and international partners. The vision of the 
National Health Security Strategy—that the nation and its people be pre-
pared for, be protected from, respond effectively to, and be able to recover 
from incidents with potentially negative health consequences—refl ects, 
at its core, an appreciation for community resilience (USDHHS, 2009).

Defi ned simply as the process of successfully adapting to, and recov-
ering from, adversity, community resilience involves deliberate, mean-
ingful, collective action to transform social and physical environments. 
Connectedness, commitment, and shared values; participation; support 
and nurturance; structure, roles, and responsibilities; resources; critical 
refl ection and skill building; communication; and disaster management 
are attributes associated with resilient communities. These attributes con-
tribute to four adaptive capacities from which resilience emerges: eco-
nomic development, social capital, information and communication, and 
community competence. Four properties characterize resilient systems: 
robustness, redundancy, resourcefulness, and rapidity.

The attention to community resilience in health and homeland security 
policy makes it increasingly likely that health and public health profession-
als will be called upon to develop strategies, programs, services, and inter-
ventions for building community resilience to disasters. It is recommended 
that these include (1) developing economic resources and addressing risk 
and resource inequities, (2) fostering community engagement and partici-
pation, (3) creating and strengthening organizational links, (4) enhancing 
social supports, (5) undertaking effective disaster planning and manage-
ment, (6) adopting a holistic wellness approach, and (7) creating a conscious 
awareness of community resilience. Ideally, programs and interventions will 
engage individual community members and organizations in activities with 
common purpose, creating synergies that permit fulfi llment of communal 
goals, promote health and wellness, instill hope, and engender trust.
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Case Study Exercises

Individually, or as a group, review the following case studies and follow the exer-
cises at the end of the study, as appropriate. Be sure to focus on the why, how, and 
what emphasized in each exercise. Your professor/instructor will provide you spe-
cifi c guidance on how you are to report your fi ndings for the class.

Case Study 13.1: The Communities Advancing Resilience 
Toolkit (CART)©

The Communities Advancing Resilience Toolkit (CART) (R. L. 
Pfefferbaum, Pfefferbaum, & Van Horn, 2011) is an evidence-informed 
community intervention designed to enhance community resilience to 
disasters and other adversities through assessment, group processes, 
planning, and action. Created by the Terrorism and Disaster Center, a 
partner in the National Child Traumatic Stress Network, CART uses 
community assessment to prompt and facilitate strengths-based com-
munity development, engages community members and organizations, 
initiates and reinforces community connections, promotes disaster 
management, and creates a consciousness of community resilience. 

THE FOUR DOMAINS ATTRIBUTES THAT MAP TO EACH DOMAIN

Connection and caring: Community members 
feel connected to a place or group of people 
with shared history, customs, laws, and values. 
They feel like they belong and are committed 
to the community; have hope; and believe the 
community treats people fairly.

• Connectedness, commitment, and 
shared values

• Participation
• Support and nurturance
• Communication

Resources: The community effectively acquires, 
mobilizes, allocates, invests in, and utilizes 
natural, fi nancial, physical, human, and social 
resources to meet  community goals and 
serve the community.

• Structure, roles, and 
responsibilities

• Resources
• Communication

Transformative potential: Community members 
recognize and frame collective experiences. 
They engage in intentional, meaningful, 
collective action involving critical analysis, 
planning, intervention, and resolution related 
to community issues.

• Structure, roles, and 
responsibilities

• Resources
• Critical refl ection and skill building
• Communication

Disaster management: The community acts 
effectively to prevent and mitigate, prepare 
for, respond to, and recover from disasters.

• Disaster management
• Communication

Source: Pfefferbaum, R. L., Pfefferbaum, B., & Van Horn, R. L. (2011). Communities 
Advancing Resilience Toolkit (CART)©. Oklahama City, OK: Terrorism and Disaster 
Center, University of Oklahoma Health Sciences Center.

TABLE 13.1 Description of the Four Domains and Their Relationship to the Eight 
Attributes
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Originally based on attributes associated with community competence 
and capacity, CART research has identifi ed four domains that are the 
foundation for CART: (1) connection and caring, (2) resources, (3) trans-
formative potential, and (4) disaster management. Table 13.1 displays 
the four domains and their relationship to the eight community resil-
ience attributes.

The CART process engages community stakeholders in collecting and 
using assessment data to develop and implement strategies for building 
community resilience. Participants may include a homogeneous or hetero-
geneous mix of community leaders, neighborhood members, selected pro-
fessionals, and/or representatives of community organizations convened 
by local partners that sponsor a CART application. The CART survey and 
other assessment information are used to generate a community profi le 
refl ecting the perspective of the participants. The profi le provides infor-
mation useful in developing strategies for building community resilience. 
The CART process is displayed in Figure 13.1.

The CART survey instrument, which has evolved through key infor-
mant input and fi eld testing, includes 21 community resilience items 
that assess resilience across the four domains. Standard demographic 

Community 
Resilience 

1. Generate a Community Profile 
CART Sponsors and Partners 
CART Assessment Survey  

Key Informant Interviews 
Data-Collection Framework 

Other Assessments 

2. Refine the Profile 
Community Work Groups 
Community Conversations 

Neighborhood Infrastructure Maps  
Community Ecological Maps 

Stakeholder Analysis  
SWOT Analysis 

Capacity and Vulnerability Assessment 
Additional Assessment 

3. Develop a Strategic Plan 
Community Planning Groups 

Goals & Objectives 
Strategies & Action Plan 

4. Implement the Plan 
Community Leaders and Groups 

Dissemination & Adoption 
Evaluation & Refinement 

Community 
Members & 

Relationships 

FIGURE 13.1 The CART process. The solid lines show data and informa-
tion fl ows. The dotted lines show potential changes in, or effects of, the CART 
 intervention on community resilience characteristics.
Source: Pfefferbaum, R. L., Pfefferbaum, B., & Van Horn, R. L. (2011). Communities 
Advancing Resilience Toolkit (CART)©. Oklahoma City, OK: Terrorism and Disaster 
Center, University of Oklahoma Health Sciences Center.
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questions are included along with items assessing the personal relation-
ship of respondents to their community. Additional, customized, com-
munity- and organization-specifi c questions are developed in conjunction 
with community partners. The survey can be administered via interview 
(in person or over the telephone), in written form (distributed at meetings 
or through postal mail), or online.

Questions available for interviews and community conversations 
explore the perceived meaning of community and the four community 
resilience domains within the context of the participating community. 
Key informant interviews and community conversations also provide 
opportunities for participants to review and interpret survey fi ndings. 
Interpretation of fi ndings is important because the meaning of survey 
results may differ across communities and across CART participants.

CART is designed to strengthen and empower communities, not to 
compare or rank them. It provides a structure and avenues to information 
to guide analysis of community concerns from a resilience perspective. 
CART stimulates communication, critical refl ection, analysis, and action. 
Community member participation in the CART process, while time- and 
labor-intensive, contributes to the development of human and social capi-
tal, both of which are essential to community resilience. The collaboration, 
skill building, resource sharing, and purposeful action that are part of a 
successful CART application contribute to the transformative potential of 
a community.

More information about CART is available at the website: http://www.
oumedicine.com/tdc.

Study Exercises

1.  CART was originally built on the eight community resilience attributes 
(B. Pfefferbaum et al., 2007; R. L. Pfefferbaum et al., 2008). Discuss how 
implementing the CART process also can contribute to the expansion 
of the eight attributes within a specifi c community.

2.  Note that communication is an attribute associated with each of the 
four CART domains. Information and communication is also one of the 
four adaptive capacities from which resilience emerges (Norris et al., 
2008). Explain what the role of communication is in each of the four 
CART domains.

3.  CART employs a community-based participatory approach to commu-
nity resilience assessment and intervention, which fosters collabora-
tion between investigators and those being studied. Community-based 
participatory action research builds on the strengths of a community, 
using relationships to generate mutual understanding, enhance inter-
actions, and stimulate collective problem solving (Norris, Sherrieb, & 
Pfefferbaum, 2011). Discuss why this would be a suitable approach for 
building community resilience.
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4.  The CART survey can be administered by interview (over the telephone 
or in person), online, or in written format (delivered in person or via 
postal mail). Consider the costs and benefi ts of each approach. What 
factors or characteristics should be considered to determine which 
method is most likely to engage local community members? Why are 
those factors relevant?

Case Study 13.2: Community Emergency Response Teams (CERTs)

CERTs are part of disaster preparedness and response in many com-
munities across the country. The CERT Program, one of fi ve Citizen 
Corps partner programs, is administered by the Federal Emergency 
Management Agency (FEMA). CERT members are trained to care for 
themselves, their families, and their neighbors and coworkers in the 
event of a major disaster. Training consists of 21 clock hours of a FEMA-
approved curriculum in which CERT members learn about a variety of 
hazards that may impact their local area and through which they acquire 
disaster response skills associated with fi re safety, light search and res-
cue, disaster medical operations, disaster psychology, and team work 
(Citizen Corps, n.d.).

Individuals who are on-site when a disaster strikes are often inclined 
to, and do, assist others until professional responders arrive. Their ability 
to do so is enhanced when they are trained for this role and are organized 
into teams. Standardized training and teamwork facilitate the integration 
of CERTs into formal response and recovery activities and in mitigation 
and preparedness efforts before new disasters strike (Citizen Corps, n.d.). 
CERT training encourages people to assume personal responsibility for 
preparedness, response, and recovery. CERT training also empowers indi-
viduals and communities at a time when local resources may be over-
whelmed by circumstances.

Ideally, CERT members continue to learn and work together over time, 
with teams providing a basis of support integrated within a community. 
CERT members often complete supplemental training and perform ser-
vice projects in communities and workplaces. For example, some CERT 
members receive training and participate in Points of Dispensing (POD) 
exercises under the direction of their public health department. These 
exercises help prepare a volunteer workforce to assist in the distribution 
of mass amounts of vaccine or antibiotics in response to public health 
crises.

CERTs are about people helping people, making a difference, and doing 
the greatest good for the greatest number. CERTs are about readiness. They 
are a positive and proactive component of disaster preparedness. CERTs 
can save lives and property, help communities remain intact, and has-
ten recovery for areas hit by disaster. CERTs can transform a potentially 
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dangerous, anxiety-ridden environment into one characterized by capac-
ity and a realistic sense of control.

More information about CERTs is available at the website: www.citi-
zencorps.gov/cert.

Study Questions

1.  Local CERT programs can contribute to the personal and family resil-
ience of team members, as well as to the resilience of the community 
in which teams operate. Distinguish between personal and community 
resilience and explain what the role of CERTs would be in fostering 
each.

2.  How do CERTs contribute to the four properties of resilient systems 
described by Bruneau and colleagues (2003): robustness, redundancy, 
resourcefulness, and rapidity?

3.  Which of the four adaptive capacities described by Norris and col-
leagues (2008) are addressed by CERTs: economic development, 
social capital, information and communication, and community 
competence? In what ways might CERTs build these capacities in a 
major metropolitan area? In a rural community? In an impoverished 
neighborhood?
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14
Evaluating the Community-Engaged 
Organization

Roland Bernard Welmaker, Sr., Arletta T. Brinson, and 
Adrienne C. Smith

LEARNING OBJECTIVES

What you can learn by studying this chapter:

Why an organization should be evaluated ■

How to establish an evaluation framework ■

How to construct an evaluation Logic Model ■

How to prepare an evaluation report and why ■

How to fi t the evaluation into the planning process ■

This chapter will introduce the reader to evaluation as a component of 
the planning process. It will provide a defi nition of evaluation and 

answer the question, why we evaluate. Further, this chapter will address 
the following areas: how to design an evaluation framework; the use 
of Logic Models; steps in the evaluation plan; preparing the evaluation 
report; and fi tting the evaluation into the planning process.

DEFINITION

Organizational evaluation is an assessment of an orgnanization based 
upon data, its structure, activities, and/or interactions that provide a 
foundation upon which to measure performance, outcomes, and impact 
within the purview of intended and unintended results. In the evolving 
community-engaged organization (CEO), evaluation is a crucial part of 
the planning process because it is used to provide the information neces-
sary for informed decisions to shape future decisions and directions.

WHY EVALUATE

CEOs are very often nonprofi t entities established to provide needed local 
programs and/or services. Like any effective organization, CEOs should 
be guided by a vision; have a structure conducive to their vision, mission, 

Murphy_PTR_CH14_27-07-12_299-314.indd   299Murphy_PTR_CH14_27-07-12_299-314.indd   299 8/7/2012   9:12:59 PM8/7/2012   9:12:59 PM
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goals, and objectives; and develop a plan that provides for their sustain-
ability and continuing development. Activities centered around the devel-
opment of community organizations are viewed as attempts to increase 
organizational capacity and effectiveness, whereas assessment and evalu-
ation activities are necessary components to maintain the organization’s 
fi delity to vision and purpose.

Organizations are assessed and evaluated to become more effective, 
effi cient, and attractive to funders, and to provide increased accountabil-
ity. Fully and competently executed evaluations build a case for future 
investments in the organization or in a particular program of the organiza-
tion. A well-executed evaluation can be summarized as “a means to help 
organizations get the information they need to develop and execute effec-
tive strategies as evaluation is essential to improving and maintaining the 
quality of all programs, services, and organizations” (Rasing, 2010).

Broadly speaking, evaluations are also undertaken to determine:

Where opportunities and challenges have occurred1. 
What accounted for successes and failures2. 
What lessons were learned3. 
How past lessons learned were applied4. 

Specifi cally, organizational evaluations can be used to:

Provide information about organizational effectiveness for current and 1. 
future funders regarding the institution’s benefi ts to the community 
and participants
Strengthen organizational operations2. 
Provide pathways to strengthen staff capabilities and performance3. 
Determine baselines and/or historical trends in organizational effi -4. 
ciency and provide a rationale for improving or maintaining those 
effi ciencies
Strengthen strategies that will improve participant outcomes5. 

Evaluation for the CEO is just as crucial as it is for any type of organi-
zation that wishes to increase its effectiveness and effi ciency. Evaluation 
is used to assess organizational strengths and weaknesses as they relate 
to the organization’s ability to implement its strategies and to assess the 
discrete activities performed to meet organizational missions, goals, and 
objectives.

FRAMING THE EVALUATION

Dedicating time to frame the evaluation—its scope, the questions to be 
answered, how to fi t the evaluation into the organization’s planning 
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process and into program activities—is non-negotiable. The framework 
for the evaluation is crucial to its success.

The framework, or at least the rudimentary beginning of one, must 
be established before an external evaluator is determined or an internal 
evaluator is identifi ed. Without the framework, you will not know what 
qualifi cations you need in an evaluator or have a basis for opting for an 
internal or an external evaluator.

Critical to any project is the scope, that is, what is going to be covered 
and what is going to be omitted, what is in-bounds and what is out-of-
bounds. By placing boundaries, the evaluation does not attempt to assess 
everything that may arise during the measurement phase of the evalua-
tion. Otherwise, without boundaries the evaluation could never reach a 
conclusion. The scope is used to align administration, stakeholders, staff, 
and participants as to what to expect (the breadth and depth) in the evalu-
ation reports.

Evaluations that are designed to answer research questions are the easi-
est for stakeholders, administration, and staff to understand and utilize. 
The framing of the research questions at the start of the evaluation is again 
a means of communicating all the parameters for which the organization 
will be held accountable.

The evaluation framework should be viewed as the foundation that 
makes an evaluation a “living” document, in other words used and 
referred to when making operational and/or programming decisions and 
not stored on a shelf until the next time an update is due to a funding 
agency. The Centers for Disease Control and Prevention (CDC) has an 
excellent website (www.cdc.gov/eval/framework/index.htm) devoted 
to program evaluation framework. The WF Kellogg Foundation also has a 
popular evaluation handbook that may be downloaded from www.wkkf.
org/knowledge-center/resources/2010/W-K-Kellogg-Foundation-Eval-
uation-Handbook.aspx.

THE EVALUATOR

Evaluations are time consuming, deal with sensitive questions, and 
requires the evaluator to make unbiased assessments of data/information 
provided organizationally. It is best if the evaluator is a skilled and impar-
tial outside entity. However, often that person (or group of persons) for 
economic reasons has to be an existing member of the organization’s staff. 
There are inherent advantages and disadvantages, regardless whether the 
evaluator is external or internal.

The advantages of an outside evaluator reside in that person’s indepen-
dence and degree of freedom from normal organizational infl uences and 
pressures. That person also brings a fresh perspective to the activities, inter-
actions, and personalities of the organization. A disadvantage of an outside 
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evaluator can be the cost, especially during tight budget times. Also, the 
outside evaluator may not be as well versed in the organization’s climate—
its needs, purposes, issues, desires, and so on. The advantage of the inside 
evaluator may be the cost factor and intimate knowledge of organizational 
nuances and operations. However, the inside evaluator may be hampered 
by previously drawn conclusions, established biases, or real and/or per-
ceived needs to provide certain conclusions. Lastly, many times internal 
evaluators feel the pressures of being an employee and, thus, potentially any-
one in their up-line/chain of supervision can unduly infl uence or outright 
dictate the evaluation fi ndings. The amount of time and internal resources 
that may be required to do a credible job may also be formidable. 

With either option, internal or external evaluator, the cooperation or 
support of staff will be required to conduct the evaluation. It is incumbent 
that evaluation procedures be established to provide the most bias-free 
process and to meet, within the budget available, the established scope of 
the evaluation. Evaluation elements are as follows:

Type of evaluation (i.e., formative or summative, or both; participatory 1. 
or not)
Research questions evaluation will answer2. 
Questions to ask3. 
Data-collection instruments to use (i.e., surveys, interviews, and/or 4. 
focus groups)
Assumptions, limitations, and constraints5. 
Data sources, numbers required, and selection methods (all or subset 6. 
of organization members; community key informers, program partici-
pants, etc.)
Data to collect (qualitative or quantitative)7. 
Data-collection techniques (phone, person-to-person, mail, and/or 8. 
electronic; individual and/or group settings; etc.)
Methods of data analyses (descriptive and/or inferential techniques)9. 

Evaluations, whether for the review of the entire community organiza-
tion or for its individual initiatives or programs, may be used to assess 
such processes or results as organizational performance, program deliv-
ery methods, desired program outcomes, fi nancial practices and per capita 
costs, community or participant perceptions and/or satisfaction, fi delity 
to organizational ideals, and adherence to standards or expectations.

The evaluator should develop a plan that organizes the evaluation within 
the scope and intent of the evaluation framework provided by the organiza-
tion. The plan will indicate how resources will be allocated, the relationship 
of evaluation tools to specifi c goals, objectives, outcomes, and/or questions 
that are to be answered, sources of information, tools, and activities to be 
undertaken, and plan for analyses. The evaluation plan calls for the iden-
tifi cation of evaluation goals, resources and capacity, required evaluation 
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activities, type of evaluation to be implemented, and data-collection and 
handling methods (CDC, 2007).

INFRASTRUCTURE OF THE ORGANIZATION

Evaluation of an organization differs from the evaluation of one or more 
of the organization’s programs or initiatives, fi rst and foremost, in that it 
asks the question “Is the current organizational structure conducive to effi -
ciently and effectively meeting the organization’s stated mission?” Thus, 
an organizational evaluation includes the assessment of the board, the 
staffi ng, and potentially even interactions with any other stakeholders.

In addition to mandates from grantors or other funders, the nature of 
the evaluation should be determined by the organization’s members from 
the board to the line personnel and/or volunteers, as each will have a role 
to play in the process and should have some type of positive buy-in into 
the process. The evaluation, whether with an internal or external evalua-
tor, will usually involve the participation of the organization’s staff mem-
bers, who often are responsible for collecting data for the evaluator, and 
are often either observed in the delivery of programmatic services and/or 
in interaction with other staff and program recipients.

Board members may also be called upon to provide personal insight into 
board activities, assessments of the organization in relation to their roles, 
responsibilities, and the achievement of goals and objectives. Frequently, 
organizational charters outline profi les of desired board members, state-
ments of vision and mission, types of activities to be accomplished by the 
organization, and community problems to be addressed. This part of the 
evaluation will delve into how the organization and the board are  organized 
as well as the board’s internal relationships juxtaposed to its purpose. It 
can assess the composition and performance of the board in fulfi lling its 
responsibilities. It is incumbent upon the organization to decide whether 
the evaluation is to include the infrastructure, and if so, to what extent.

NEEDS ASSESSMENT

The evaluation may need to reassess the impetus for the very formation 
of the organization. Usually, there is a needs assessment made of the 
community to be served. The needs assessment, whether formal or infor-
mal, would form the rationale, the foundation of the organization’s very 
existence.

The needs assessment is a composite of a series of analyses—that is, 
windshield surveys of the community, interviews of key stakeholders, 
individual interviews of community members, focus group sessions of 
stakeholders, and/or surveys of community members and concerned 
stakeholders—used by the organization to establish its vision, mission, 
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goals, objectives, and strategies. Analysis of the needs assessment would 
have included a SWOT analysis—Strengths, Weaknesses, Opportunities, 
and Threats—present at the time.

Evaluations of organizations should revisit this foundation by answer-
ing the following questions:

How have the community’s needs changed? Are those needs still within  ■

the purview of the organization’s mission?
What is the organization’s capacity to meet the current needs? What  ■

changes are required in organizational capacity to meet identifi ed needs?

Communities are always evolving; members move in and members 
move on. Remember, an organization that is 100% successful at address-
ing a community need will ultimately eliminate that specifi c need within 
that community.

Organizational capacity is measured in such terms as fi nancial require-
ments, funding sources, board expertise, board roles, board structure, 
staff expertise, and so on. One aspect of capacity may include the types 
of expertise and backgrounds desired of board members. Such expertise 
may include fi nance, fund raising, marketing, governmental department, 
local politician, clergy, community liaison, education, health care, and so 
on, to provide ready insight into community issues and contacts within 
the given greater community/profession represented.

PROGRAMS AND STRATEGIES

The second thrust of evaluation should be to assess the organization’s 
strategies—its efforts and methods to provide services to its community. 
Strategies are the assumptions and approaches an organization believes 
will lead to successful outcomes for the target population. Strategy dictates 
the course of action to be taken if a program derails. In a CEO evaluation, 
the evaluator should assess the “goodness of fi t” of the selected strate-
gies with respect to both the intended outcome and to the implementa-
tion of program activities. This assessment uses the “body of knowledge” 
for the selected outcome, the lessons learned, and other such collective 
intelligences to assess “fi t.” A real-life example of a strategy is the current 
educational trend to include the parents in the education process. This 
strategy is actualized by having the parents, students (of a certain age), 
and the school administration sign an agreement. As part of an organiza-
tional evaluation, the evaluator would investigate if the strategy is sound 
given the desired outcome, and then assess whether or not the activities 
follow logically from the strategy. Program evaluation would then assess 
whether or not the activities effectively impacted the short or long-term 
outcomes.
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Regardless of purpose, a well-crafted and well-implemented evalua-
tion will provide continuous and timely feedback, which can be used to 
enhance organizational performance and the probability of maximizing 
desired attributes and attaining stated goals and objectives. It can also lead 
to an external evaluator gaining a more comprehensive understanding of 
the community organization, the community, and the context in which the 
evaluation is occurring. The evaluation should be such that it addresses all 
aspects of the organization’s mission, functions, methods, and structure. 
It investigates the operational and program objectives/outcomes, answers 
any questions posed, and provides insight into any hypotheses that may 
have been offered or suggested.

Evaluations of organizational programs and strategies should answer 
the following questions:

How was success measured? Were the strategies used appropriate?  ■

Were the measures used appropriate given the stated strategy?
How successful have organizational strategies been in meeting past  ■

needs?
What changes are required in the strategies to meet identifi ed needs? ■

Were objectives met? ■

What were the outcomes—short term, intermediate, and long term? ■

LOGIC MODEL

Often, the evaluation plan is assisted through the use of a Logic Model 
(Table 14.1).

A Logic Model typically is a single-page document with columns read-
ing from left to right displaying the chain of logic moving from the planned 
work through to the intended results. Resources or inputs typically are the 
left-most column; however, a Logic Model may go deeper and include 

TABLE 14.1 Logic Model Defi ned

DEFINITION: A logic model is a planning tool to clarify and graphically display
what your project intends to do and what it hopes to accomplish and impact.

A logic model:
Summarizes key program elements
Explains rationale behind program activities
Clarifies intended outcomes
Provides a communication tool

Think of a logic model as a map that you develop to clarify and communicate
what your project intends to do and its presumed impact.

Source: National Network of Libraries of Medicine (2006).
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the underlying assumptions. The next column lists the programming 
activities and from each activity fl ows its related outputs, outcomes, and 
impacts. The difference between outputs and outcomes is that outputs are 
basically counts, such as the number of community education seminars 
offered. Outcomes might be that community members are more knowl-
edgeable about home buying as measured by a facts-based pre-/posttest 
comparison. The impact is the long-term result of the activity such as a 
more stable neighborhood as the result of an increase in the proportion of 
home owners to renters.

There is latitude in the rows of the Logic Model depending upon the 
model’s viewpoint (high-level view vs. detailed view). In one version, 
each row represents a “need” to be addressed by the organization’s pro-
gramming. Another version centers on the activities and connects each to 
their “logical” outputs, outcomes, and impacts (Table 14.2).

An Evaluation Logic Model, an alternative version, has as column 
headers the logical sequence resulting from following the research ques-
tions through data collection to analysis (Table 14.3).

EVALUATION PLAN

Evaluations occur for many purposes, including to answer questions or 
address issues related to governance, fi nances, operational and/or pro-
gram effectiveness, and so on. Therefore, it is important for the commu-
nity organization to identify its intended purposes for any evaluation to 
provide focus and appropriate oversight. The organization and the eval-
uator, as appropriate, establish the questions that need to be answered, 
objectives that need to be measured, outcomes needing assessment, 
grantor requirements, and so on. For whatever reason an evaluation is 
undertaken, it can be summarized in a Logic Model that may contain the 
following:

The questions to be answered and the goals and objectives to be 1. 
assessed
The concomitant processes and activities related to the questions and 2. 
objectives

TABLE 14.2 Logic Model Example

RESOURCES ACTIVITIES OUTPUTS OUTCOMES GOAL

Resources
dedicated to or
consumed by
the program

What the program
does with the inputs
to fulfill its mission

The direct
products of
program
activities

Benefits for
participants during
and after program
activities

Desired long-
term result of
the program

Source: National Network of Libraries of Medicine (2006).
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Instruments and standards upon which to measure success3. 
Appropriate analytical techniques to be used4. 
Timelines for each phase5. 
Persons responsible for implementation6. 

From the Logic Model, an evaluation plan is easily developed. Together, 
they become the roadmap for the evaluator to follow and upon which 
needed changes may be made and documented.

The evaluation plan should contain not only the elements of the Logic 
Model, but the specifi cs needed to implement the evaluation. The opera-
tive term here is plan. More time spent in developing a quality plan will 
result in an evaluation implementation process less fraught with prob-
lems that should or could have been foreseen. Such a plan will have 
specifi cs that will, in the context of the community organization and its 
community, speak to information/data needed, information sources, 
data-gathering methods, data-gathering instruments, data analyses, and 
reporting.

INFORMATION SOURCES

Data gathering will be dictated by the evaluation questions and objectives. 
For questions concerning perceptions related to organization operations, a 
combination of interviews and surveys may be desired. Questions that may 
be answered from documents should not be included in either interviews 
or surveys, but gathered from the actual fi les. Community organizations’ 

TABLE 14.3 An Evaluation Logic Model Example

Goal:  
Objective/Research  

Question 
Information  

Source 
Evaluation  

Activity 
Tool Analysis 

What are board  
members’ perceptions 
of community needs? 

Board members Interviews Interview  
protocol 

Qualitative  
assessments 

How successful has  
the organization been  
in meeting its  
objectives? 

1. Program 
 reports   
2. Annual reports 
3. Program data 
 files  
4. Community 
5. Board  

Review  
program  
objectives  
and data  
analyses;  
focus groups 
interviews  

Activity  
counts,  
inferential  
stats, as  
appropriate;  
focus group  
and  
interview  
protocols 

Qualitative  
assessments  
and statistical  
testing as  
appropriate 

Was the program  
successful? 

Program  
objectives/desired  
outcomes;  
participants;  
community 

Review of  
program  
surveys;  
focus groups 

Program data  
and activity  
information;  
focus group  
protocols 

Qualitative  
assessments  
and statistical  
testing as  
appropriate 
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program evaluations may fi nd data in enrollment/application forms, atten-
dance sheets, activity worksheets and summaries and pretests and posttests 
from program staff, participants, participant family members, community 
members, and the community at large. It is best to collect raw rather than 
previously summarized data. The evaluation plan should address, for each 
evaluation question, the anticipated source of information.

Choosing who to include in interviews/focus groups and surveys or 
what pieces from organization records will allow for the greatest possi-
bility of securing an unbiased look at the organization. Selection bias is 
introduced when participants are chosen by the organization, the evalu-
ator, or even by self-selection by participants. The best evaluation is per-
formed when the sampling that does occur results in a subgroup that 
mirrors the population studied as much as possible. If the evaluation 
cannot include all persons or records, then the best methodology is to 
develop a randomized process that eliminates any possibility of organi-
zation or evaluator bias in the selection process. One may wish to assign 
unique numbers to persons or records and use tables of random num-
bers, with an arbitrary beginning point, but a planned route through 
the table to identify a previously agreed upon number of participants or 
records.

All participants requested to participate should be provided informed 
consent forms. Minors, as well as their parents, should also be provided 
with informed consent forms. The informed consent provides an over-
view of the evaluation, guaranteed confi dentiality and anonymity, risk 
factors, and assurances of nonparticipation or withdrawal without pen-
alty or threat of retaliation.

DATA COLLECTION

Data collection is guided by the evaluation questions and/or outcomes 
that are to be asked and/or measured. Since evaluations are time con-
suming, and even sometimes viewed suspiciously by those staff and 
community members who do not have a buy-in into the process, informa-
tion gathering should be limited to only facts and perceptions that relate 
directly to the evaluation questions and/or outcomes.

Information comes in two formats—quantitative (numerical) and qual-
itative (nonnumerical). Evaluations for organizational development most 
often include both types and may require the use of such qualitative data 
as can be found in stakeholder (staff, program participants, community 
members, board members, and funders) interviews or focus group ses-
sions, surveys with open-ended questions, and organizational records 
(i.e., meeting minutes, charters, past plans, contracts, funded grants, 
intake forms, etc.). Each process is best when a protocol is developed for 
its administration. Numeric data may also be obtained from the same 
sources, but are less often sought through interviews or focus groups. 
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Additional considerations may be made to use not only paper surveys or 
personal interviews, but also web-based tools such as Survey Monkey or 
even handheld personal digital assistant devices to collect data.

DATA-GATHERING METHODS AND INSTRUMENTS

Data-gathering protocols should be developed to ensure consistent treat-
ment of subjects and records and the elimination of possible interviewer 
or survey administrator biases from occurring. The established protocols 
provide for scripts so that all interviewers and survey administrators say 
the same thing, in the same order, and hopefully in the same manner.

A basic warning about interviews and focus groups: The interviewers, 
session leaders, and survey administrators should follow their protocols 
(scripts) and not dominate the conversations. Interview questions should 
not seek responses in a predetermined favorable or unfavorable vein. They 
should not assume prior knowledge and should only include one thought or 
idea upon which to respond. Keep questions clear and simple and make sure 
they relate to the evaluation questions you wish to have answered. Focus 
groups should last for 1 hour or less, include no more than 10 persons and no 
more than six questions. The fi rst (key) question should lead into your topic, 
while the middle four speak directly to your objectives for conducting the 
focus group, and the last question is your summary of what you heard. 

Survey administrators should also make sure their instruments are 
easy to code for data entry. Data-gathering instruments should only ask 
those questions or elicit information from records that relate to the evalu-
ation purpose. Data are also gathered from other sources. Organizational 
records and fi les, reports, case management records, and so on may need 
to be accessed for the evaluation. If needed information can be found in 
fi les, which is a preferable source rather than putting the question in a 
survey or protocol for an interview or focus group.

Data handling is important to ensure that confi dential information 
is protected. Although data are collected from individuals, whether in 
groups or singly, they are reported as composite or group information to 
encourage continued sharing of personal perceptions and assessments. 
Further, data are seen by only those who must do so in order to enter it 
into the computer. Afterward, the data are kept in locked desk or cabi-
net drawers, separate from respondent names. Electronic data should be 
appropriately secured.

DATA ANALYSES

The plan for data analyses should include a descriptive section that 
draws a picture of the organization—including its history, composition, 
place in the community, achievements, future plans, and so on—and the 
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nature of the evaluation (why, how it is to be used, etc.). Data drawn 
from asking questions that relate to the purpose of the evaluation will 
result in information that can be successfully used to draw conclusions 
(Figure 14.1).

Initial analyses should be the descriptive analyses that relate pertinent 
basic information about the community organization—how many in the 
organization, how many programs, how much money in the budget, per-
centage of persons in the evaluation, groups, and so on. General descriptive 
information gathered from participants should also be presented here.

Evaluation questions and the accompanying data should be presented 
next. Quantitative data and any statistical analyses or qualitative data 
and their fi ndings are then presented. However, only after the fi ndings 
are presented should the evaluator attempt to present interpretations of 
the data. This would be followed by the implications of the fi ndings and 
recommendations.

Results of the evaluation are due to the person responsible for commis-
sioning the evaluation.

THE EVALUATION REPORT

The evaluation report of the developing organization is fi rst and foremost 
for the organization. Generally, the organization wishes to have the evalu-
ation done to assess its performance, to make sure it is not only on the 
correct path for solving problems, but is also doing a good job. Primarily, 
organizations wish to determine how to improve their efforts for their 
communities, how to be more successful in their programs, and how to 
become better advocates. It is most likely that the evaluator’s report will 
provide the framework that may be used to adjust strategies to accom-
plish goals and objectives.

Evaluation
Question or
Objective

Data from 
Records 

Information, 
Interview, 

Focus Group, 
and Survey 
Questions

Qualitative 
and/or 

Quantitative 
Data 

Analyses

Findings 
and 

Conclusions

FIGURE 14.1 Relationship of evaluation question to analyses.

Murphy_PTR_CH14_27-07-12_299-314.indd   310Murphy_PTR_CH14_27-07-12_299-314.indd   310 8/7/2012   9:13:01 PM8/7/2012   9:13:01 PM



14 Evaluating the Community-Engaged Organization  311

A suggested outline for the evaluation report follows.

Executive summary: A brief description of the organization and the  ■

evaluation framework, the evaluation plan, major fi ndings, and inter-
pretations (1 page).
Introduction ■

Evaluation framework ■

Evaluation plan ■

Findings regarding infrastructure and strategies ■

Conclusions, implications, and recommendations regarding infrastruc- ■

ture and strategies

PLANNING PROCESS

The traditional planning process is cyclical in that it may begin at a certain 
point, but it never really ends—at least not in the continuing organization. 
Beginning with the organization’s SWOT analysis or needs assessment, 
the organization develops its vision, goals, and objectives. Then strategies 
are developed and implemented for accomplishing the objectives. The 
implemented strategies are evaluated to provide feedback to the organiza-
tion. The feedback is used to reassess the organization’s performance in 
relation to previously identifi ed information found in the SWOT analysis 
or needs assessment and the cycle begins again. The evaluation leads to 
the restart of the planning cycle, and the evaluation has an impact on the 
process.

Case Study Exercises

Individually, or as a group, review the following case study and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each question. Your professor/instructor will 
provide you specifi c guidance on how you are to report your fi ndings for the 
class.

Case Study 14.1: Westside Community

The Westside Settlers has existed in this neighborhood for 42 years. 
Originally, most of its members lived in this historic community, but now 
the organization draws members from throughout the metropolitan area. 
Membership is open to community members at a reduced rate.

To implement its community service-related initiatives, a CEO, Westside 
Cares, was formed over 20 years ago. Its purpose was to encourage the 
revitalization of the community through the provision of daycare services, 
after-school tutorials and homework help, health literacy and awareness 
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programs, parenting support groups, a teen center, career development 
seminars, and fi nancial literacy programming.

Westside Cares’ structure calls for a board of 11 directors led by the exec-
utive board and the chairpersons of each of the continuing committees. 
The majority of the executive board members must be from the leadership 
of the Westside Settlers. Westside Cares’ bylaws have been established to 
detail membership, offi cers, terms of offi ce, standing and ad hoc commit-
tees, programmatic concerns, and other structural and directions of ser-
vice guides. Westside Cares has an operating budget of about $200,000 
and a program budget, developed through grants and donations, that has 
been as low as $25,000 and as high as $300,000.

There has never been an evaluation of the organization and you, the 
evaluator, have been called upon to assess Westside Cares’ effectiveness.

Study Questions

1.  Given that there has never been an evaluation and that you are dealing 
with two organizations, what would you recommend to be the direc-
tion of the evaluation? What are the major areas you would want your 
evaluation to cover? Justify your decisions.

What do you need to do to establish your evaluation framework—
in terms of understandings, directions, data/information, and so on. 
Describe the roles you will assign to whom to assist you in complet-
ing this evaluation. Estimate the resources needed to complete this 
evaluation.

What criteria are you going to use to measure Westside Cares’ effec-
tiveness? What types of data might you examine, and from what 
sources might you acquire these data? How do you envision this fi rst-
ever evaluation will be utilized?

2.  Create a Logic Model for Westside Cares’ overall programming. 
Additionally, create a Logic Model for one of the specifi c programs (i.e., 
the parenting support group). Ensure that your Logic Model addresses 
the underlying desired outcomes (vs. the programs).

How should these Logic Models be integrated into the planning 
p rocess? Into daily operations? Budgeting? Assessment?

Will the Logic Model need to be revised for these different uses/
audiences or will one size fi t all? Justify your decision.

3.  After completing your evaluation of Westside Cares, you must pres-
ent information to both the board of the Westside Settlers and again 
to the board of Westside Cares. However, you have discovered dur-
ing your evaluation that six of the Westside Cares board members are 
overly partial to the day care center, which, based upon your evalua-
tion assessment, has not proved to be contributing to the organization 
reaching its desired outcome(s).
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How will you report your evaluation fi ndings? Please answer for 
two scenarios: one as an internal evaluator and one as an external 
evaluator.

Given this situation, what recommendations would you make with 
regard to Westside Cares’ strategic planning process? Would you make 
any recommendations to Westside Settlers? Justify your decisions.

4.  You have been a member of the Westside Settlers for over 5 years and 
have lived in the Westside community for almost 7 years. You have 
recently been appointed Program Director for a new to-be-determined 
Westside Cares’ initiative.

What type of information will you seek to learn from the evaluation 
report and how will you use this information as you begin planning 
this new initiative?
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15
Organizing Communities for Public Health 
Practice–2050: A Futuristic Perspective

Frederick G. Murphy, Rafael Flores, and Lynda Murphy-Freeman

LEARNING OBJECTIVES

What you should learn by studying this chapter:

To defi ne communities of the future (COF) ■

To become aware of the feral city ■

To describe the framework for determining healthy and unhealthy  ■

communities
To identify what types of community capital make up a community of  ■

the future
CEOD and COF ■

This chapter will use the term community leaders (CLs) and public 
health practitioners (PHPs) interchangeably. It will emphasize just how 

myopic thinking can be the detriment of any public health progress in cit-
ies of the future and will seek to identify and defi ne mandatory methods 
and strategies the CL and PHP must employ in order to engage, organize, 
and develop effective public health visions, and to work as broad-based 
thinkers and planners for public health practice.

It is predicted that 60% of the world’s population will live in an urban 
environment by the year 2030, as opposed to 47% in 2000. Furthermore, 
the majority of this growth will occur in underdeveloped communities. 
More than 58 cities will boast populations of more than 5 million people. 
This report focuses on megacities, cities with more than 10 million inhab-
itants. However, subsequent research indicated that much smaller cities 
could also become feral, and so the population threshold was reduced 
(Brunn, Williams, & Zeigler, 2003).

Communities are highly impacted by a 21st century where urban 
renewal and rebuilding is rapid and ramped. This urban renewal is 
accompanied by an aggressive migration of middle class and affl uent 
populations into historically deteriorating inner city areas, which often 
results in displacing lower income residents whose families have resided 
there all their lives.
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Ironically, this renewal brings with it the increasing interconnection of 
people and places as a result of advances in environmental reconstruc-
tion, transport, e-communication, and other information technologies that 
cause political, economic, and cultural convergence.

Through policies and structural transformations in city governments—
cities such as Atlanta, Baltimore, Boston, Detroit, Chicago, Cleveland, Los 
Angeles, New Orleans, New York, Philadelphia, Pittsburgh, and many 
other major U.S. cities—a phenomenon is occurring in which low-cost, 
physically deteriorated neighborhoods undergo physical renovation and 
an increase in property values, along with an infl ux of wealthier residents 
who may displace the prior residents, many of which are population 
groups of disparity status. Unfortunately, this process of renewal and revi-
talization of the inner cities, in most cases results in uprooting of the urban 
poor by raising rents and taxes and making it impossible for them to stay. 
Low-income neighborhoods are potentially attractive neighborhoods, 
with solid housing stock and well laid out streets in close proximity to 
the city center, and are being discovered by developers, investors, artists, 
and other professionals. Block-by-block these neighborhoods are rapidly 
changing as newcomers go about fi xing up old buildings. As galleries and 
cafés open, curb stores and “mom ‘n’ pop” groceries close. City services 
improve and the infrastructure is revitalized. In the fi nal phases, wealthier 
and more educated groups begin to migrate in and dominate the once 
predominately low-income and African American communities. Thus, the 
sequence: Reassessments of property values, revision of actuarial tables, 
and explosive tax bases and insurance premiums all have a coercive impact 
on the traditional residents of the community. From a strictly economic 
viewpoint, an increase in the tax base, improvement in site infrastructure, 
and lowering of crime refl ect positively on city offi cials as property values 
rise, followed by property taxes and rents (Florida, 2002).

These socioeconomic changes take place in stages, ranging from policy 
changes to actual displacement, and are viewed by outsiders and the ben-
efi ting parties as progressive. But for those who are being displaced and 
disparaged, they see no benefi t; for them the taste is bittersweet.

Some scholars and socioeconomists report that the current trend of 
upscale population groups moving into poverty-stricken inner city neigh-
borhoods drives comparatively few low-income residents from their 
homes. They argue that, although some are forced to move by rising 
costs, there isn’t much more displacement in renewal neighborhoods than 
in nonrenewal ones. Further, they conclude that living in a renewal or 
renewed neighborhood actually makes a poor resident less likely to move, 
primarily because of quality-of-life incentives such as more jobs, safer and 
better maintained streets, better sanitation and utility services, and the 
like (Freeman, 2005). Still other scholars, who oppose such views, argue 
that such postulation understates the extent of displacement. However, 
most agree that in many cases, interesting questions are raised concerning 
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why, in the face of higher living costs, many poor people (low-income 
African Americans), attempt to stay put. Are they fi ghting to maintain 
their traditional sense of family, culture, neighborhood, and community 
values (Hampson, 2005)?

Key CLs who many times helped to jump-start the neighborhood’s 
comeback, fi nd themselves also having to relocate during the so called 
renewal and redevelopment process. In numerous instances, these resi-
dents are “key CLs,” ousted as a result of their own successful efforts to 
negotiate and bring about renewed and empowered neighborhoods. For 
such residents, “cultural resilience” is discovered to be nothing more than 
a conceptual pipe dream, shattered by the loss of traditional community 
values as well as loss of traditional environmental and territorial bound-
aries. Further, many communal institutions also suffer as a result of the 
displacement brought on by radical inner-city change.

The psychology of displacement, as an intricate part of any renewal 
process, speaks to the usurping of environmental, cultural, and territorial 
attachment. For decades, in the case of African Americans, community has 
provided attachments and a sense of identity, familiarity with commu-
nity, and cultural membership. The disorientation and alienation brought 
on by displacement leads to adverse psychological, physical, economic, 
and social effects. The defi nition of the term “place” is linked to what can 
be termed the critical three: attachment, familiarity, and identity. For the 
African American community, displacement initiates the unraveling of 
these critical three, precipitating the public health illnesses of territorial 
and psychological disorientation and alienation. As underlying aspects of 
displacement, the “critical three” can have a synergistic impact. One only 
needs to review the public health trauma brought on by relocation during 
Hurricane Katrina, producing chronic long-term physical and mental ill-
nesses (Fullilove, 1996).

Urban renewal and redevelopment projects are not new phenomena; 
they are, in most cases, akin to the concept of displacement. For example, 
Georgia’s state fl ower, the Cherokee Rose, is said to represent the suf-
fering of the Cherokee Indians in the 1880s, who were forcibly removed 
from their land and marched to reservations in the West. About 4,000 
Native Americans died in this dislocation. In more modern times, urban 
renewal was noted in the 1970s. Motivated by high gasoline prices, sub-
urban sprawl, and a new taste for old architecture, middle-class popula-
tions began moving into neighborhoods that had gone out of fashion a 
generation or two earlier. Such nondiscriminatory negative occurrences 
may emerge as a result of natural disasters, urban renewal projects, seg-
regation, isolation, and forced territorial settlement.

An historical review of programs, which were developed to rebuild 
distressed public housing and to address the social and economic needs 
of the original residents, discovered higher than average disease rates, 
mostly chronic illness, existing especially among African American 
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women. As national, state, and local leaders of the 21st century attempt 
to rewrite the relocation process, policies must ensure that displaced 
individuals, and their families, have access to basic human needs includ-
ing food, housing, transportation, and access to medical facilities for 
appropriate health care (Harris & Kaye, 2004).

Such regulatory changes drive lifestyle, behavioral, and cultural pat-
terns such as who lives in the community, how one lives and works there, 
who buys and sells there, and what artifacts are used to symbolize the 
community (Form-Based Codes Institute, 2004).

Flores and Morrill highlight this clearly in their work in the City of 
Seattle, Washington. Unlike cities in which African Americans are sig-
nifi cant in number, Seattle—and Washington State—has, by any mea-
sure, relatively small minority populations. Indeed, African Americans 
are not the largest population in Washington by any means. In contrast 
to the 190,267 African Americans reported by the 2000 Census in a state 
whose total population (5,894,121) is less than that of the City of Chicago, 
the census reported the countable number of Latinos in the state of 
Washington was 441,509, with 29,719 living in Seattle. Gentrifi cation is 
defi ned as: an upward shift in income, house values, education and occupa-
tional levels—in other words, in class, which almost always means increasing 
inequality and a widening gap between the more and the less successful. This 
latter consequence is what distinguishes “gentrifi cation” from “revital-
ization.” Revitalization, on the other hand, is defi ned more positively as: 
a renewed pride and investment in a community, mainly on the part of residents, 
without a big class shift. These two processes—gentrifi cation and revital-
ization—often are synchronous and are not necessarily entirely negative 
processes (Morrill, 2004).

In a real-world gentrifi cation example in a community in Seattle, Flores’s 
(2010) documentary titled 23rd & Union is the story of an African American 
young man who murders an Ethiopian restaurant owner because he 
struggles to cope with the pressures of gentrifi cation and racial profi ling 
in Seattle’s Central District. It further highlights and describes the impact 
gentrifi cation and racial profi ling can create, resulting in alienation and 
increased criminal behavior. The documentary points out that gentrifi ca-
tion displaces working-class and middle-class citizens, exacerbating racial 
profi ling and segregation. This displacement particularly alienates men of 
color and fosters a territorial complex that leads to adverse psychological 
effects and violent behavior against marginal communities who are part 
of the gentrifying process.

DEFINING THE FERAL COMMUNITY

Let’s imagine for a moment a great metropolis covering hundreds of 
square miles. Once a vital component in a national economy, this sprawl-
ing urban environment is now a vast collection of blighted buildings, an 
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immense Petri dish of both ancient and new diseases, a territory where 
the rule of law has long been replaced by near anarchy in which the only 
security available is that which is attained through brute power. The city’s 
social services are all but nonexistent, and the vast majority of the city’s 
occupants have no access to even the most basic health or security assis-
tance. There is no social health safety net. Enter the state of public health 
in the feral community.

For some countries, especially those facing massive development chal-
lenges, accomplishing health equity throughout inner-city communities 
would be no mean feat. The health care cost would be extremely high, and 
CEOD for public health practice operation would leave more to be desired 
than a reclaimed and functioning population center.

Indeed, the majority of threats posed by a feral community would be 
viewed as both nontraditional and transcommunity. Chief among the 
nontraditional threats is the potential for pandemics and massive envi-
ronmental degradation, and the near certainty that feral cities will serve as 
major transmission points for all manner of illicit diseases and disasters. 
Although it has been noted, city-born pandemics would not be new. The 
toxic environment of a feral community potentially would pose uniquely 
severe threats. A new illness or a strain of an existing disease could eas-
ily breed and mutate without detection in a feral community. Since feral 
communities would not be hermetically sealed, it would be quite easy 
to envision a deadly and dangerously virulent epidemic originating from 
such places. For example, the severe acute respiratory syndrome (SARS) 
outbreak of 2003 seems to offer an example of a city (Guangdong, China) 
serving as a pathogen incubator and point of origin of an intercontinental 
epidemic. In the case of SARS, the existence of the disease was rapidly 
identifi ed, the origin was speedily traced, and a medical offensive was 
quickly mounted. Had such a disease originated in a feral community or 
city, it is likely that this process would have been much more complicated 
and taken a great deal more time. As it is, numerous diseases that had 
been believed to be under control have recently mutated into much more 
drug-resistant and virulent forms.

Globally, large communities are already placing signifi cant environ-
mental stress on their local and regional environments. A feral commu-
nity—with minimal or no sanitation facilities, a complete absence of 
environmental controls, and a massive population—would be in effect a 
disease-breeding ground. Yet, this community is still globally connected. 
It possesses at least a modicum of commercial linkages, and some of its 
residents have access to the world’s most modern communication and 
computing technologies. It would, in effect, be a “feral city.”

The very term “feral city” is both provocative and controversial. 
Yet, this description has been chosen advisedly. The feral city may be 
a phenomenon that never takes place, yet its emergence should not be 
dismissed as impossible. The phrase also suggests, at least faintly, the 
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nature of what may become one of the more diffi cult security challenges 
of the new century.

The putative “feral community” is (or would be): a metropolis with a 
population of more than a million people in a state, the government of which has 
lost the ability to maintain the rule of law within the city’s boundaries yet remains 
a functioning actor in the greater international system.

A feral community experiences massive levels of disease and creates 
enough pollution to qualify as an international environmental disaster 
zone. Most feral communities suffer from massive urban hypertrophy, 
covering vast expanses of land. The community’s structures range from 
great buildings, extravagant new houses, and condominiums, symbolic of 
wealth, environmental renewal, and gentrifi cation, to ghetto’s and mas-
sive unemployment. Yet, even under these conditions, these communities 
continue to grow, and the majority of occupants do not voluntarily leave 
(Florida, 2002).

Yet, throughout history, major communities have endured massive 
challenges without “going feral.” How could it be determined that a com-
munity is at risk of becoming feral? What indicators might give warning? 
Is a warning system possible? The answer is yes.

Norton et al. (2010) offers such a model, a taxonomy consisting of 12 
sets of measurements, grouped into four main categories. In it, measure-
ments representing a healthy community are the color “green,” those that 
would suggest cause for concern are “yellow,” and those that indicate 
danger, a potentially feral condition, “red.” In Table 15.1, the upper blocks 
in each category (column) represent positive or healthy conditions, those 
at the bottom unhealthy ones.

From this model, we have substituted the term “COF” to give a view 
from the perspective of the public health practice. Let’s take a look at some 
of key aspects.

Health Leadership

The fi rst category assesses the ability of the state to govern the city. A 
community “in the green” has a healthy, stable leadership—though not 
necessarily a democratically elected one. A democratic community lead-
ership is perhaps the most desirable, but some communities governed 
by authoritarian regimes could be at extremely low risk of becoming 
feral. City governments “in the green” would be able to enact effective 
health policies, direct resources, and control events in all parts of the 
community at all times. A yellow indication would indicate that com-
munity health care leadership enjoys such authority only in portions of 
the community, producing what might be called “patchwork” leader-
ship or “diurnal leadership.” Health care authorities would be unable 
to practice at all equitable public health in a “red” community or would 
practice in name only. An entity within the community claiming to be 
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an offi cial representative would simply be another actor competing for 
resources and power.

Health Economy

The second category involves the community’s economy. Communities 
“in the green” would enjoy a productive mix of outside health resources, 
service and manufacturing activities, and a robust tax base. Communities 
afforded a “yellow” rating would have ceased to attract substantial out-
side health investment, be marked by decaying or growth in disease, and 
suffer from ever-growing defi cits. 

Health Service

The third category is focused on community services. Communities with a 
“green” rating would not only have a complete array of essential services 
but would provide public education, health service, and cultural facilities 
to their populations. These services would be available to all sectors of the 

GOVERNMENT ECONOMY

Health 
(“Green”)

Enacts effective legislation, 
directs resources, controls 
events in all portions of the 
community all time. Not 
corrupt.

Robust, signifi cant foreign invest-
ment. Provides goods and 
services. Possesses stable and 
adequate tax base.

Marginal 
(“Yellow”)

Exercises only “patchwork” 
or “diurnal” control. Highly 
corrupt.

Limited/no foreign investment. 
Subsidized or decaying indus-
tries and growing defi cits.

Going Feral 
(“Red”)

At best has negotiated zones 
of control; at worst does not 
exist.

Either local subsidence industries 
or industry based on illegal 
commerce.

SERVICES SECURITY

Health 
(“Green”)

Complete range of services, 
including educational and 
cultural, available to all city 
residents.

Well regulated by professional, 
ethical police forces. Quick 
response to wide spectrum of 
requirements.

Marginal 
(“Yellow”)

Can manage minimal level 
of public health, hospital 
access, portable water, and 
trash disposal.

Little regard for legality/human 
rights. Police often match/sty-
mied by criminal “peers.”

Going Feral 
(“Red”)

Intermittent to nonexistent 
power and water. Those 
who can afford to will pri-
vately contract.

Nonexistent. Security is attained 
through private means or 
paying.

TABLE 15.1 The Health and Unhealthy Communities—A Framework
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community without distinction or bias. Communities with a yellow rat-
ing, while lacking many opportunities, would be able to maintain minimal 
services such as of public health and sanitation. Trash pickup, ambulance 
service, and access to hospitals would all exist. Such a community’s water 
supply would pass minimum safety standards. In contrast, communities 
in the “red” zone would be unable to supply little more than intermittent 
power and water, and some not even that.

Security and Emergency Service

Security is the subject of the fourth category. “Green” communities, while 
obviously not crime free, would be well regulated by professional, ethi-
cal police emergency service, able to respond quickly to a wide spectrum 
of threats. “Yellow” cities would be marked by extremely high inequity 
crime rates, disregard of whole families of “minor crimes” due to lack 
of police resources, and criminal elements capable of serious confronta-
tions. A “yellow” community’s police emergency service would have little 
regard for individual rights or legal constraints. In a “red” community, 
the police force has failed altogether or has become merely another health 
service group seeking power and wealth. Citizens must provide for their 
own protection, perhaps by hiring independent security health care per-
sonnel or by paying protection to criminal organizations.

Corruption

A special, overarching consideration is corruption. Communities “in the 
green” are relatively corruption free. Scandals are rare enough to be news-
worthy, and when corruption is uncovered, self-policing mechanisms 
effectively deal with it. Corruption in communities “in the yellow” would 
be much worse, extending to every level of the city administration. In yel-
low communities, “patchwork” patterns might refl ect which portions of 
the community were able to buy security and health services and which 
were not. As for “red” communities, it would be less useful to speak of 
leadership corruption than of criminal and individual opportunism, 
which would be unconstrained.

Further—and it should come as no surprise—massive communities in 
the developing world are at far greater risk of becoming feral than those 
in more developed communities. Not only are support networks in such 
regions much less robust, but as a potentially feral city grows, it consumes 
progressively more resources. Efforts to meet its growing needs often in 
succeed maintaining the status quo or, more often, merely slowing the rate 
of decay of government control and essential services. All this, in turn, 
reduces the resources that can be applied to other portions of the commu-
nity, and it may well increase the speed of urban hypertrophy.

Feral cities, as and if they emerge, will be something new on the interna-
tional landscape. Cities have descended into savagery in the past, usually 
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as a result of war or civil confl ict, and armed resistance groups have oper-
ated out of urban centers before. But feral cities, as such, will be a new 
phenomenon and will pose security health threats on a scale hitherto not 
encountered. It is questionable whether the tools, resources, and strate-
gies that would be required to deal with these threats exist at present. 
The feral community/city may be a phenomenon that never takes place, 
yet its emergence should not be dismissed as impossible. The phrase 
also suggests, at least faintly, the nature of what may become one of the 
more diffi cult public health challenges of the new century. However, 
given the indications of the imminent emergence of feral cities, it is time 
to begin creating the means for addressing public health inequities in an 
effective way.

CEOD AND COF

In a global sense, as mentioned in the section above, many of the chal-
lenges and opportunities that are coming to defi ne the early part of the 
21st century are at their most visible in the communities in which a grow-
ing proportion of the world’s population now lives.

The question(s) then become: What are the principal challenges and 
trends that are infl uencing PHPs of all disciplines, and what are strate-
gies for delivering an effective public health environment for citizens of 
all classes? What are the key elements of any inner-city community that 
is divided into a number of different and important components? What 
forms the basis for developing a strategic public health agenda that will 
take a community forward? These questions focus on key elements and 
cover people, knowledge, natural resources, technical infrastructure, 
fi nances, political aspects, and cultural values that a community embod-
ies. Using these elements, then, let us examine how, in future decades, 
PHPs of all stripes can engage, organize, and assist community residents 
to organize and develop their understanding of each element. Further, let 
us see how they can ensure that they engage and develop communities to 
make the best use of the resources they possess, and develop those which 
may be in shorter supply, for the public health good of the community.

There are six different, but key, types of resources or capital that COFs 
will have, more or less, that should be organized, studied, and cultivated 
by the PHP in the CEOD process. These include the following.

Intellectual and Social Capital

The CLs and the PHPs must identify the key people, knowledge, and skill 
levels of the community targeted.

Intellectual capital is identifi ed by the community leadership as one of 
if not the most, important assets a community possess. In the knowledge 
economy, it is the people in the community—their skills, capabilities, and 
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knowledge—that can make a critical difference in the community’s ability 
to successfully adopt health initiatives.

How do communities measure and map their intellectual capital? 
Measuring intangible assets is very diffi cult and the evidence suggests 
that, to date, very few communities have specifi c initiatives in place to do 
so. However, it is clear that in the future many CLs will be trying to develop 
policies that will make their communities attractive to the skilled and 
entrepreneurial people that will help their communities to succeed in the 
economic uncertainties of the 21st century (see section on Gentrifi cation). 
One of the key drivers of a community’s attractiveness is the extent to 
which people feel connected to one another, in other words, the degree 
of social capital that exists. This simply means ensuring that the appro-
priate people, skills, and capabilities are developed, with the community 
leadership demonstrating that they understand how these qualities can be 
captured and allowed to prosper.

Social capital is diffi cult to defi ne but expresses itself in the quality of 
informal and formal relationships that characterize communities. The 
degree of social capital in communities is linked closely to low levels of 
crime, to educational achievement, and to physical and mental health. 
In COF, PHPs and CLs will face the challenge of ensuring that divisions 
and segregation are not allowed to develop between rich and poor and 
between different cultures. Engaging all residents equitably therefore is a 
major challenge for COF.

Inclusive Capital

One positive means the PHP can use to develop opportunities for par-
ticipation and consultation is through the development of community 
coalition boards, which can become an essential component for building 
inclusiveness. This inclusiveness would call for tapping into: community 
residents, elected offi cials, business persons, educators, health profession-
als, and any other individuals that could serve as assets to the communities 
public health process. Each of these individual resources would work for 
the betterment of the community’s health and would be accountable and 
transparent in their dialogue with other CLs. All would work to achieve 
the commitment of the whole community on its journey into the future 
improvement of the community’s health status. In COF, the public health 
professional will need to develop new partnerships with different stake-
holders, and engage in new forms of partnership that go beyond simply 
listening to the views of others. Community residents become more than 
just voters or customers—they are engaged as coproducers in the policies 
that will shape the community’s health initiatives and, subsequently, its 
future health status.

Channels for “real-time” interaction in COF will also expand sig-
nifi cantly through various forms of social media. More than simply 
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providing information, social media provides a platform for genuine 
dialogue between communities and community residents in a way that 
traditional channels could not easily accommodate.

Inclusiveness also calls for communities to develop accountability, which 
will be a key aspect of the strategies that COF adopt to engage their resi-
dents and partners. They must do this by disclosing their own targets and 
recording their performance against them, and by creating collaborative 
forums with specifi c interest groups (e.g., business) and by arranging their 
community services around the needs and priorities of their residents.

Cultural Capital

The CLs and the PHPs must seek to identify cultural values, behaviors, 
and public expressions. The competition within and among COF will be 
strong. A community will comprise a complex array of attributes that 
provide it with a unique identity. Communities that succeed in attract-
ing visitors, residents, and businesses do so by creating a “brand” that 
encapsulates the qualities that only that community offers, and generates 
powerful and memorable positive associations.

In building a brand, a community has to be aware of how it is seen by 
the outside world. What are the culture qualities it is seen to have? What 
is the lifestyle associated with the community? A PHP seeking to design 
and implement health initiatives may very well need to understand, and 
to address, what cultural capital needs are in the community, how they are 
presently viewed and, from that understanding, develop the steps needed 
to move their health initiatives forward.

There is one single plan for creating a successful community brand. 
However, there are many existing strategies available that can help a com-
munity draw attention to their qualities. Therefore, community leadership 
of the future, wishing to embark on this journey, would need to ask critical 
questions. For example, they need to consider what will attract the atten-
tion of the world to their community and, more importantly, what will 
keep it there.

Environmental Capital

The CLs and the PHPs must identify natural/environmental resources 
in the targeted community. Environmental issues are near the top of all 
agendas for COF, especially as quality of life becomes an important source 
of competitive advantage. Community leadership will always focus on 
providing a clean and safe environment for their residents, therefore, the 
quality of life that a community offers is a fundamental aspect of its ability 
to prosper and improve its overall public health status. Offering its resi-
dents a clean, green, safe, and attractive environment will be high on the 
list of priorities for leadership.
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Balancing economic development with environmental impact will be a 
signifi cant challenge for all COF. Pollution, in all its forms, is a major prob-
lem for most communities, and so leadership must seek to have policies 
developed that incorporate economic and environmental consideration.

Pursuing and developing sustainability necessitates a joined-up 
approach to decision making. This means that environmental consider-
ations must be an integral part of policy development across the spectrum 
of the community. Planning, transport, fi nance, and economic policies 
all need to refl ect the environmental health goals. The pace and extent 
of change that COF will have to cope with requires them to become par-
ticularly adept at program and project involvement and management. 
To do so effectively means they will need to take on the right skills that 
can guide and support change within their communities. It means they 
will have to infl uence environmental health policies and be encouraged 
to take responsibility for the quality of the environment in which they 
live. Engaged residents become a prerequisite for success in developing 
sustainable environmental improvements.

Technical Capital

The CLs and the PHPs must identify, establish, and rely on social media, 
man-made capital, and existing community infrastructure.

The enormous complexity of communities in the future means that the 
demands on their infrastructure will be relentlessly challenging. Not only 
will the “basic” needs of a transport, housing, water, and energy be under 
strain, but new demands for effective methods of communication will 
make the supply of, for example, broadband and electronic networks an 
increasingly important element of infrastructure provision. To cope with 
these challenges, COF will need to adopt an integrated approach to their 
public health planning. Rather than planning for the separate provision 
of health-intervention programs and clinical medical care, for example, 
a more holistic view will need to be adopted that seeks to measure the 
combined impacts of different types of health education, medical educa-
tion, and primary care treatment. This integrated approach also means 
that COF will need to look to establish partnerships and new forms of 
collaboration that allow them to deliver infrastructure requirements in 
new ways. Public–private partnerships to deliver a public health infra-
structure must become a common feature of many COF, allowing them to 
share the health community’s vision, and provisions, with partners from 
all sectors.

The pressure on COF to operate more effi ciently and, at the same time, 
improve their services to residents must be increasingly responded to by 
the adoption of technological solutions. Improving processes and work-
fl ows within the community’s administration itself will be a key focus for 
COF. Using new technology to improve communications and the fl ow 
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of data within a COF will be made possible through the application of 
e-information solutions that can connect across the traditional boundar-
ies to allow more effective collaboration, resulting in better service for its 
community residents (see the chapter on CEOD and social media).

Financial Capital

The PHP must identify money and other assets necessary for community 
CEOD. Growing demands, combined with diminishing revenue bases, 
will mean that COF will need to be creative and fl exible in their fi nancial 
strategies and increase partnerships with the private sector.

The COF face a number of common fi nancial challenges. Budgets will 
be under intense pressure from a host of competing demands. At the 
same time, community residents will continue to demand better services 
but will be reluctant to pay more for them. The familiar dilemma of hav-
ing to do more with less is one that all COF will face. In order to respond 
to this challenge, COF will have to be innovative in how they establish 
accounting policies and analyze their fi nancial position. They will need 
to become more sophisticated in this area, learning skills by themselves 
while also partnering with skilled professionals that can introduce them 
to fi nancial disciplines and performance management methodologies. 
Further, they will need to adopt entrepreneurial approaches to the way 
that they fi nance and provide services. They will need to understand 
the true costs of the services and products that they supply in order to 
evaluate whether alternative provision (such as shared services) may 
be more effi cient. Some COF may be more effective in certain areas than 
others. Thus, they should seek opportunities to “trade” or “barter” with 
other communities—selling those services that they perform most effi -
ciently and buying into those where it makes fi nancial sense to do so.

Again, new forms of partnership will be critical. Many CLs will dis-
cover the advantages of working with the private sector to fund the provi-
sion of services and infrastructure in innovative ways. Taken together, the 
demands on COF fi nances will call for planning that sets out to achieve 
the health-related goals and tasks that are realistic, and establishes how 
the funding and investment they require can be most effectively put in 
place. By consulting and examining the experience of others, they will be 
able to begin developing the fi nancial structures that will allow them to 
meet their present and future needs.

Organizing all of this capital together requires strong leadership. The 
PHP as a leader, will need to develop a style of leadership that is both 
highly consultative and yet directional. They will need to inspire and ful-
fi ll the dreams and visions of the COF in order to help share with the 
people and organizations that their health efforts are targeting. A value-
based approach is one that COF leaders will be increasingly seeking to 
adopt. Therefore, this value-based leadership will need to operate on the 
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basis of a number of specifi cs including shared values that are commu-
nicated clearly throughout the community, along with those that refl ect 
positively on the institutions and organizations from which the PHP lead-
ership originates. The agendas of these agencies will, primarily, guide the 
daily thoughts and actions of PHP because they are in fact who pays the 
PHP salary!

In the CEOD process, identifying and organizing these key elements 
effectively means taking a holistic approach into COF, since each one 
these elements depends on the other. So then, the necessity of taking a 
holistic approach becomes an essential component of the overall CEOD 
process. PHPs involved in the CEOD process should fi rst project their 
planning for the future and do some forecasting to see just how their 
methods and strategies can adapt to these six dynamics existing in their 
target communities.

This process is one of community health navigation into the commu-
nity’s future. To make sure that communities reach their intended health 
destination, both the practitioner and community residents need to be 
aware of their starting position. This requires the PHP to facilitate by ask-
ing some important strategic questions, identifying community strengths, 
and working toward eliminating areas of weakness. Once the PHP has 
identifi ed where they are, they will need to decide where they want to be with 
the community health initiative they seek to launch. And to do this, they 
will need to understand the signifi cant trends that will infl uence the direc-
tion in which the community’s future unfolds. In addition to understand-
ing these trends, the PHP will need to identify the signifi cant challenges 
that lie ahead when creating the strategic plan for the community health 
initiative.

These COF will be highly complex units. The PHP will need to respond 
to the ever-increasing demands of many different groups (i.e., fi nancially, 
culturally, educationally, socially, etc.) and work within and manage the 
allocation of resources needed to address the differences, and often com-
peting, health-related claims.

Developing the capabilities to ensure that COF manage their capitals 
effectively means engaging with the people, helping to organize the com-
munity processes, and identifying resources, skills, and property that are 
needed to manage and achieve their overall community health goals. 
Without effective organization and performance management, COF will 
not be able to create a culture of continuous disparity reduction and health 
improvement.

STRATEGIC SOCIAL ANALYSIS

When navigating into the future with community residents, the PHP 
requires an open mind and leadership. A cynical attitude among some 
experienced leaders is that the future is simply a recycling of old ideas and 
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concepts under different and new names. The “old wine in new bottles” 
adage! This philosophy and approach says that the future is behind us. 
There is nothing new to come, and no expectation of real change in the 
future. But, change is real and the demands of the future are pressing on 
all, and leaders, such as the PHP, must have the vision and the dreams that 
will empower and inspire community residents about improving their 
health status and their overall quality of life.

Rapidly changing modern societies are creating a need for strategic 
development that offers constant innovation and renewal of processes 
and people’s attitudes. It is important that leaders of COF are able to see 
things in a new way, incorporating the good ideas of the past with new 
and innovative methods appropriate for the future. Strategic social analy-
sis (SSA) can be defi ned as: the gleaning of intelligence learned from the past 
but, most importantly, understanding the likely direction of the future. The SSA 
intelligence is an area of vital importance related to what we call “intel-
ligent communities (ICs).”

An IC has to be able to see what happens through time, that is: it (1) 
analyzes, (2) reaches conclusions, and (3) defi nes its present reality. ICs learn to 
develop their strengths and eliminate their weaknesses. It is through these 
three processes that vision, ideas, and strategy are created. Consequently, 
this is how the IC will create and prepare for the future. It is essential that 
COF have the power to work through and implement all of these three 
processes. Some communities, for example, will remain in the analytical 
phase and never move on to formulating and implementing their visions 
and dreams.

PHPs, in many instances, will be like the navigators of a ship. In this 
way, PHPs have been assigned to knowledgably navigate the waters, and 
have taken on the leadership role of the community health initiative. 
The crew and passengers include community residents, employees, and 
other consumers. For the PHP, the fi rst concern is strategic positioning of: 
where are we right now? The next consideration is destination: where are 
we going? Then: what are our health visions or dreams for the community? 
Finally, there is route and speed: how quickly and by which path will 
we reach our destination? To create a vision and a dream takes time, 
but there is no time, however, in most health initiatives; time is of the 
essence. The reality in most health initiatives—whether it be community 
health-intervention programs, community-based research, or primary 
care services—is that time sensitivity is a real life factor. The PHPs’ navi-
gation process demands they consider today, now, both their position as 
professionals and the communities they serve. They must quickly ana-
lyze what kind of approach will be used to reach the future vision of 
community, while simultaneously meeting the goals and objectives set 
forth in the grant application or the research protocol or primary care 
regimen. Following are four different factors a PHP can consider when 
navigating in relation to the community to be served.
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Inactive: No interpretation of trends, ignoring all present and future 
trends

 Reactive: Responding to the agenda of others as set by the community, 
institution, or agency for which they are employed

 Proactive: Making detailed plans for the future and setting trends based 
on exiting knowledge, incorporating community needs, and institu-
tional agendas

 Interactive: Shaping and responding to changing trends over time

The PHP leaders of tomorrow need the right approach to the journey as 
they try to understand and adapt their course according to trends forecast 
for the future. When conditions change, leaders will need to respond imme-
diately. They may have to sail against the wind for a while, but then change 
again. During this process, the leader needs to develop a “mental GPS” 
based on intelligence gathered from a wide variety of sources. This intro-
duces another term for the PHP, coined “knowledge navigation (KN)” that 
is a relevant term in this context. This KN is a way of working, and is only 
an option, if there is a clear-cut appreciation of the direction to take—which, 
in turn, requires a strong vision linked to both committed leadership and 
a well-managed institutional organization. To achieve this, leaders have to 
analyze both from the outside in (global trends and tendencies) and from 
the inside out (visions for the communities and its organization).

DEFINING MEGA TRENDS

A mega trend (MT), in it broadest sense, can be defi ned as: any event or 
occurrence that affects the majority of areas of civil, business, and public life. It 
creates consequences everywhere and for everyone, not least for commu-
nities themselves. Some examples of MTs include the following.

Globalization or Glocalization

The global economy is becoming truly integrated. Today’s simultaneous 
global and local focuses create a new framework of ideas and opportunities. 
Global companies and economies work in local competition within global 
structures. This is sometimes called “glocalization.” When a big company 
either arrives or leaves a community, it affects many areas of life for that 
community and its residents. New international networks and cooperation 
among communities can create signifi cant strategic advantages.

Individualism

Individualism has become an increasingly important social trend. We see 
it in marketing, with developments like “one-to-one” and relationship 
marketing instead of strategies that focus on groups. Persons of the future 
will be known as the “I generation,” which means they will be people who 
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are individualistic, informal, informed, interactive, and yet international 
in their thinking and behavior. This phenomenon will have an important 
impact on the dialogue between COF and their demanding residents. 
Community leadership will need to think of their citizens as “consumers,” 
and ensure that public health and social services match the standards of 
the very best in the private sector.

Merging

Many areas of life in COF will merge together in new ways, similar to 
what is taking place between larger communities such as countries and 
nations (e.g., European Union); between technologies like Hi-Tec, Bio-Tec, 
and medicine; between cultures and values; between work and leisure; 
and between the public and private sectors in public–private partnerships 
(PPP). The COF will begin to redraw boundaries through redistricting, 
sharing, and separate use of utilities and services, causing shifts in voting 
power and other resources available.

Accelerated Communication and Social Media

Speed is increasing in all areas of life. This is often driven by information and 
communication technology (ICT) and the search for growth. The COF will 
want online access to all public and private services, and the “democratic 
dialogue” will increasingly demand rapid exchange of information. Access 
to high-speed information will have direct implications for the delivery of 
all services including administration, education, health care, transportation, 
and more. In the COF there will be more and more of the science and tech-
nology in the delivery of health care, regardless of health sector.

Urbanization

The United Nations Habitat Report 2004 predicted that by 2030 around 
60% of the world’s population will live in the inner city, thus, the term 
“metropolitanization.” This term refers to the growing infl uence of large 
cities on the economic health and prosperity of wider regions and, in some 
cases, entire nations.

Migration

Urbanization is also linked to increased global migration. There is no doubt 
that increased migration in COF will present major challenges around social 
cohesion, integration, health promotion, and employment. However, it 
also presents great opportunities as COF seek to capitalize on “knowledge 
migration.” One negative aspect of knowledge migration is the expertise 
and experience that is lost when companies relocate or outsource parts of 
their businesses. A positive aspect to be considered is how knowledge and 
skills of immigrant communities can be harnessed to improve COF. Often 
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migrants bring a wealth of skills to their new communities, but sometimes 
their qualifi cations and training are not recognized by their destination 
country. For example, they may not be eligible to work in their profession 
or sector without certain licensure or retraining. As a consequence, many 
high-skilled immigrants often end up in low-paid jobs in their new commu-
nities. Migration patterns and trends in COF will impact on employment 
rates, and also on issues of health and social cohesion and inclusiveness. 
While migration issues have been ongoing for many centuries, in COF, this 
issue will intensify. This will mean that the strategic health and social agen-
das of tomorrow will call for a unique interpretation of these trends and, 
subsequently, their impact on the community in practical terms.

In COF, these issues will be highly complex and changes will occur rap-
idly. The following are examples of some of the challenges that will have 
a signifi cant impact on COF:

Aging population ■  will cause increased fi nancial burdens on health and 
welfare systems
Economic restructuring  ■ will bring increased unemployment, and the end 
of “lifelong” working
Disasters ■  including natural catastrophes, terrorism, and epidemics 
(HIV/AIDS, Avian Flu)
Crime ■  (not least economic), safety and security
Migration and immigration ■  (people and knowledge)
Segregation ■ , disparity, inequality, and poverty
Social cohesion and equality ■

Sustainable ■  development and economic growth from both the local and 
global perspective

The COF will recognize the challenges in ensuring that they can attract 
and foster the people, skills, and capabilities they need to prosper in the 
knowledge economy. These leaders must become facilitators of change. 
Each community will learn from its past and historical heritage. However, 
lessons available from other successful communities will be studied and 
adopted as well (Radovanovic, 2003).

For the visionary “Dream Communities,” one of the most important 
aspects for the future is organizing and building community coalitions 
and boards. An IC will need to create the context and forums where 
knowledge individuals can exchange their ideas and engage their cre-
ativity (Figure 15.1).

Community leadership and PHP will need to be oriented toward the 
future, to sense and analyze what will be most important tomorrow. To 
fi nd out what to expect in the future, they will need to gather data that 
enable them to create scenarios and estimate future trends. Every com-
munity will need to engage leadership to motivate its citizens and create a 
spirit, with as many persons as possible becoming contributors, and taking 
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“ownership” of the community. Intelligent leadership will seek to engage 
community residents for them to take on specifi c development roles. The 
trick is to join them together, foster collaboration, and assist them in creat-
ing a corporate identity.

The well-known military leader General Von Klausewitz defi ned strat-
egy as the “art of knowing how to win a war” and so communities will 
need to have visions and dreams before they try to implement initiatives. 
Therefore, the COF will need to develop it Unique Selling or Strategic Points 
(USP) for achieving its goals and objectives.

FUTURE TRENDS IN CEOD

One key to the success for COF is the ability of PHPs to create public trust 
and enhance their accountability, while simultaneously encouraging dia-
logue between residents and leadership, and fi nding new forums for col-
laboration between CLs, community residents, and health care providers 
and their respective institutions.

The problem with good ideas and strong vision is that in order to fully 
realize them involves a lot of hard work. The PHPs and CLs alike must turn 
vision into reality. Thus, action is critical. Vision without action is mean-
ingless. They will need to provide the circumstances in which residents 

Financial
Capital 

Intellectual and Social Capital

Culture and
Leisure Capital 

Environmental
Capital 

Technical
Capital 

Inclusive Capital

21st Century CEOD 

FIGURE 15.1 Intelligent communities (ICs) of the future.
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can fulfi ll their potential. Further, they must create visions that show 
“multimutual benefi t(s),” where both they and the community eventually 
receive benefi ts. These benefi ts need to be communicated to residents in 
such a way that inspires all to take ownership in what the community can 
achieve. Examples of multimutual benefi ts for strong visions in a commu-
nity could include (1) motivating people by giving hope and belief for the future, 
(2) providing both the PHP and the community with direction; (3) developing 
inspiration for new challenges, (4) agreeing on a common description of a desir-
able future, and (4) providing a strategic position in marketing, communicating, 
and branding the community.

Further, three major trends are emerging that, taken together, provide 
the tools to bring all the players together and the mutual benefi ts for COF. 
These trends include:

Transparency1. 
Including new forms of participants2. 
Development of partnership3. 

Let’s examine how these identifi ed trends can help the PHP to fortify 
some of the public health initiatives they seek to implement in communi-
ties they target (Figure 15.2).

Trend 1: Transparency

The push for transparency comes from a number of different sources. The 
“Information Age” or “Social Media Age” powered by the Internet has 
created unparalleled access to information about almost everything and, 
increasingly, transparency is a vital building block of trust and relation-
ship building between community individuals and organizations. Trust 
and accountability are inextricably linked and so the creation and main-
tenance of trust is a key challenge for CLs that want to be accountable to 
their residents, the economy, and society. Transparency is dependent on 
two-way communication that fl ows between PHP leaders and the people 
who live and work in communities to be served.  Trust-based relation-
ships are more effective and effi cient. To create trust, the PHP leader must 
provide community residents and other stakeholders with information 
about fi nancial results, and also about how plans, goals, and decisions are 
made and results achieved—good as well as bad. Accountable leadership 
reports regularly to community members about performance.

The two-way communication that strongly supports the trust-based 
relationship process permits the PHP to more fully engage with commu-
nity members, and enables them to present their views and listen to the 
views of community residents.

More than simply providing information, PHPs as CLs should use tech-
nology to enhance their accountability by giving residents direct access 
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and creating ready dialogue with them. This accountable state refl ects and 
accommodates residents’ needs and concerns by using methods such as 
e-communication-based complaint management and opinion research 
methods and surveys. However, dialogue with citizens is not enough: 
PHP leaders must be responsive to residents’ input. They must accept a 
new relationship that sees information fl owing from them to residents and 
then back again to reinforce their leadership role. Rather than being orga-
nized from the point of view of the administration and its requirements, 
community residents and their needs become the organizing principle for 
services and information. Resident-centricity is a key trend in the devel-
opment of transparent and accountable community trust. It is a trend that 
COFs all over the world will respond to.

Freedom of information is also an important basis for creating commu-
nity empowerment and for helping to facilitate transparency. Thus, the 
accountability state takes community empowerment seriously. It informs 
community residents about overall performance comparing its original 
plans to the actual results achieved. In the accountable state, transparency is 
a fundamental element of building trust.

Economy

PoliticsSociety

CEOD
of the
Future

Major trend 1:
Transparency

Major trend 3:
Partnership

Major trend 2:
Participation

Interaction

Interaction Interaction

FIGURE 15.2 Interactions among politics, society, and economy with the three 
major trends to optimize CEOD capital.
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Trend 2: Participation Interaction and Empowerment

Whenever major community residents’ issues are at stake, concerned citi-
zens should be able to participate formally and informally through what 
is called deliberative assemblies.

Deliberative assembles create constructive interaction opportunities, 
which allow the PHP to interact more fully with community residents and 
subsequently gain a more grassroots understanding of the problem from 
“on-the-ground level.” Residents are seen as active participants and as 
coproducers in decision making. Therefore, successful CLs of the future 
must promote public policies that regard its residents as more than sim-
ply consumers of public services. They must view residents holistically, as 
important participants in the implementation and realization processes of 
public health practices. In this way, residents feel that they are taken seri-
ously and encouraged to play a more active and responsible role.

As mentioned earlier, the Internet has ushered in a whole new way of 
communicating and sharing information. Smart e-communication, based 
on advanced Internet technology, can simplify the participation process. 
The digitalization of politics with the online presence of parties and insti-
tutions (e.g., national assemblies), and discussions with politicians (e.g., 
candidate domains), play an important role in enhancing community 
residents’ democratic participation. E-communication can simplify con-
tact between community residents and the PHP, create easier access to rel-
evant information, promote transparency, and speed-up access to health 
information.

The COF will routinely seek to engage the communication platform—
such as mobile telephones—to increase community residents’ participa-
tion and engagement. This allows residents to participate in debates and 
policy decisions via their mobile phones and to interact with administra-
tors and CL through the use of SMS and MMS messaging. The benefi ts 
of social media participation through the Internet and so on include the 
permanent availability of information, the possibility of visualization and 
interactivity, fast updating and feedback, and low-access barriers.

However, the PHP must be aware that in some disparity and underpriv-
ileged communities, e-participation can become a disadvantage, because 
of little or no access to Internet services. In order to avoid such individuals 
from becoming even further disadvantaged by the digital divide, the PHP 
needs to take steps and make investments to provide e-literacy skills train-
ing and create means for technology access to community residents. Thus, 
in some cases, where disparity, depravity, and inequity are at high rates, 
use of e-commerce may slow public health innovation, so the planned 
use of various forms of communication should be assessed thoroughly 
and utilized prudently and carefully based on access within the prevail-
ing cultural context. Community residents need to have an effective voice 
within their communities. They should also be empowered with suffi cient 
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autonomy to make their own decisions, take ownership, and be entitled to 
participate adequately in the decision-making processes at all levels.

Let’s take a brief look at some basic guidelines and how each can be 
used by a PHP to ensure that community residents have access to and can 
participate in community-based health initiatives.

Interaction: The declining attractiveness of traditional forms of com-
munity participation needs to be addressed with new and active forms of 
interaction. For example, the PHP should seek to combine representative 
inclusion with forms of direct participation. Balancing and calibrating the 
different forms of participation is a key success factor for optimizing par-
ticipation and ownership.

More is not always better or effective participation: Participation 
should be made more effective through a focus on higher quality and less 
quantity, with residents getting maximum benefi t from a minimal input of 
their time. Residents have a right to understand the health issues facing 
their communities and to have an ongoing voice in helping to decide how 
those issues are dealt with by the PHP. Through partnerships, community 
residents can have input into the decisions about important questions that 
affect them where they live.

Empowerment: Communities should be empowered with suffi cient 
competencies and resources to fulfi ll their tasks and should have the abil-
ity to participate in and infl uence the decision-making process at all levels 
of public health planning and implementation.

Trend 3: Partnerships

In COF, increased demands on public health services caused by, among 
other things, an aging population, coupled with decreasing revenues 
as the tax base declines, mean that communities will need to have 
direct input into fulfi llment of all their public health service obliga-
tions. Dwindling resources and more demanding residents, who take an 
increasingly consumerist attitude to the health services their community 
provides, means that new ways of fi nancing and providing public health 
services must be found. The COF will have to look beyond their tradi-
tional role and develop collaboration and partnerships with the private 
sector and with other community groups. Community leadership and 
PHPs have to fi nd ways to attract people and businesses that will allow 
their cities to compete in the global economy. A thriving local economy 
benefi ts everyone who lives and works in the community, and so the 
community leadership must have a direct interest in fi nding ways to 
work with the private sector and city government to achieve mutually 
benefi cial outcomes. This will call for innovative/new forms of partner-
ship in which the community, public, and private sectors fi nd new ways 
to work together. To create these new forms of working is an imperative 
for all communities in the future. Figure 15.3 describes the variables that 
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must overlap in order for meaningful partnerships to occur in the CEOD 
model for COF.

A modern community will need a renewal of “civic pride,” a vital ele-
ment in COF. This means that community residents will have to be mobi-
lized in the common interest and will have to be motivated to engage in 
activities that generate wide sociohealth benefi ts. As COF become more 
fragmented as a result of greater mobility (i.e., gentrifi cation, etc.), the PHP 
has a role to play to encourage residents to participate in the public inter-
est. Community residents must seek formal and informal partnerships in 
order to improve their own situations. They must seek partnerships that 
focus on improving their environment and the health status of their com-
munity, all the while learning to formulate goals and proposals of their 
own, which can be discussed in detail at joint meetings attended by local 
politicians and other leaders.

Initiatives to create new forms of partnership like these introduce a 
broader view to aspects of future community life and are often capable 
of reaching innovative and creative solutions. By empowering commu-
nity residents to get involved in the resolution of social and public health 
issues, these initiatives encourage self-reliance and responsibility. Of 
course, these partnerships have to be piloted with professionalism and 
suitable caution. Risks have to be managed and effi ciency and effective-
ness of the arrangements evaluated carefully, especially in projects that 
demand large investments of both time and money. However, many cases 
prove that investments in new forms of partnership can provide “value 
for money” and tangible benefi ts. Partnerships between players from the 
public, the private sector, and the communities can enhance the success 
of COF. Let’s now take a look at some of the criteria needed to determine 
meaningful community partnerships.

FIGURE 15.3 Practices, values, and attitudes underpinning successful CEOD 
partnerships.
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 Effi ciency: Cooperation with social groups facilitates the implementation 
of policy.

 Legitimacy: The involvement and backing of community residents and 
leadership create broad agreement and backing for decisions.

 Addressing complexity: Through partnerships with different community, 
economic, and social groups, problems can be viewed holistically and 
futuristically.

 Motivation: The motivation for traditional political participation has 
declined. Partnerships, however, offer strong incentives to benefi t COF 
and also to infl uence political health-related decision making.

 Political engagement: Democracy is strengthened by the PHP and COF 
cooperating with the different interest groups.

 Innovation: Innovation is also a key to responding to community resident 
concerns about new forms of partnerships.

Many different models have emerged around the world and intelligent 
capital is strengthened when PHP leaders work with community residents 
to fi nd the right model for their circumstances.

SUMMARY

How can these major trends (transparency, participation, and partnership) 
best be promoted? They need to be communicated within the society, the 
economy, and the politics of the community. Tasks and responsibilities 
need to be allocated to the community at large and at diverse levels. Broad 
discussion of their impact on each major set of stakeholders will help to 
entrench and foster the development of bilateral and trilateral relation-
ships. In order to engage all three elements in the pursuit of transpar-
ency, participation, and partnership, it is important to show the benefi ts 
that each will receive. The PHP and community leadership needs to ask 
themselves how transparent they are now, and what potential they see for 
greater transparency? They need to ask if communication fl ows are truly 
two-way or if they are dominated by an outfl ow that smothers the input 
from or listening to the voices of community residents. Community resi-
dents and the PHP need to develop their understanding of different forms 
of democratic participation and see how they might work in the specifi c 
context of the communities served or to be served. New and innovative 
platforms for engagement and dialogue—such as the social media—also 
need to be examined and made to work in the unique conditions and con-
text of each individual community.

The infrastructure of COF will exceed the simple provision of transport 
and utilities—although they will still represent a considerable challenge 
in their own right. Infrastructure will also include information transfer, 
technology, and communications that link COF with institutions, health 
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care services, other communities and businesses. The COF will expect 
fast, responsive services, and will want to be able to transact their deal-
ings online, effi ciently and effectively. In combination, these pressures will 
mean that COF will have to fi nd new ways to develop their infrastructure 
in an integrated manner. They will have to develop new partnerships, col-
laborations, and ways of working that can help them to deliver infrastruc-
ture solutions that are effi cient, environmentally sustainable, and cost 
effective.

Case Study Exercises

Individually, or as a group, review the following case studies and respond to the 
questions posed at the end of the study, as appropriate. Be sure to focus on the 
why, how, and what emphasized in each question. Your professor/instructor will 
provide you with specifi c guidance on how you are to report your fi ndings for the 
class.

Case Study 15.1: Exploring a Healthy COF

Review the description and scenarios provided below for COF and develop 
responses to the questions listed at the end of the study.

Based on the discussion of healthy and unhealthy communities in the 
chapter picture a community that emerges as a mosaic, and like an artist’s 
mosaic it can be expected to contain more than one color. Some healthy 
communities function with remarkable degrees of corruption. Others, 
robust and vital in many ways, suffer from appalling levels of criminal 
activity. Even a community with multiple “red” categories is not necessar-
ily feral—yet. It is the overall pattern and whether that pattern is improv-
ing or deteriorating over time that gives the overall diagnosis.

It is important to remember a diagnostic tool such as this merely pro-
duces a “snapshot” and is therefore of limited utility unless supported by 
trend analysis. Remember, situations can exist in all the categories. For 
example, an urban center with an overall red rating—that is, a feral city—
might boast a tiny enclave where “green” conditions prevail. On the other 
hand, quite healthy communities could experience both cycles of decline 
and improvement. For this exercise, here are some specifi c examples of 
green, yellow, and red communities:

Healthy Community: Tax Base: New York. To some it would seem that 
New York is an odd example of a “green” community. One hears and 
recalls stories of corruption, police brutality, gentrifi cation, crime, pollu-
tion, neighborhoods that resemble war zones, and the like. Yet, by objective 
indicators (and certainly in the opinion of the majority of its citizens), New 
York is a healthy community and in no risk of “going feral.” Its health care 
system is highly reputable and of high quality, its police force is well regu-
lated, well educated, and responsive. The community is a hub of national 
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and international investment. It generates substantial revenues and has 
a stable scope of health care services, including a wide range of educa-
tional and cultural opportunities. Does this favorable evaluation mean 
that the rich are not treated differently from the poor, that services and 
infrastructure are uniformly well maintained, or that there are no inequi-
ties or disparities in economic opportunity or race issues? Absolutely not. 
Yet, despite such problems, New York remains a viable municipality.

The Yellow Zone: Mexico City. This sprawling megalopolis of more than 
20 million continues to increase in size and population every year. It is 
one of the largest urban concentrations in the world. As the seat of the 
Mexican government, it receives a great deal of state attention. However, 
Mexico City is now described as an urban nightmare.

Mexico City’s air is so polluted that it is routinely rated medically as 
unfi t to breathe. There are square miles of slums, often without sewage or 
running water. Law and order is breaking down at an accelerating rate. 
Serious crime has doubled over the past 3 to 4 years; it is estimated that 
15.5 million assaults now occur every year in Mexico City. Car-jacking 
and taxi-jacking have reached such epidemic proportions that visitors are 
now offi cially warned not to use the cabs. The Mexico City police depart-
ment has 91,000 offi cers—more men than the Canadian army—but graft 
and corruption on the force are rampant and on the rise. According to the 
Mexican senator, Adolfo Zinser, police offi cers themselves directly con-
tribute to the city’s crime statistics: “In the morning they are policeman. In 
the afternoon they’re crooks.” The city’s judicial system is equally corrupt. 
Not surprisingly, these aspects of life in Mexico City have reduced the 
willingness of foreign investors to send money or representatives there.

Johannesburg: As in many South African communities, police in 
Johannesburg are waging a desperate war for control and it is not clear 
whether they will win. Though relatively small in size with only 2.9 
million offi cial residents, Johannesburg nevertheless experiences more 
than 5,000 murders a year and at least twice as many rapes. Over the 
last several years investors and major industry have fl ed the city. Many 
of the major buildings of the Central Business District have been aban-
doned and are now home to squatters. The South African National Stock 
Exchange has been removed to Sandton—a safer northern suburb. Police 
forces admit they do not control large areas of the city; offi cial advisories 
warn against driving on certain thoroughfares. At night, residents are 
advised to remain in their homes. Tourism has dried up, and conven-
tions, once an important source of revenue, are now hosted elsewhere 
in the country.

The city also suffers from high rates of air pollution, primarily from vehicle 
exhaust but also from the use of open fi res and coal for cooking and heating. 
Johannesburg’s two rivers are also considered unsafe, primarily because of 
untreated human waste and chemicals leaching from piles of mining dross. 
Mining has also contaminated much of the soil in the vicinity.
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Like those of many states and cities in Africa, Johannesburg’s problems 
are exacerbated by the AIDS epidemic. Nationally, it is feared that the 
number of infected persons may reach as high as 20% of the population. 
All sectors of the economy have been affected adversely by the epidemic, 
including Johannesburg.

Study Questions

 1. Determine what kind of cultural community of the future you envi-
sion for your community? Thoughts: Can you imagine the kind of 
cultural community you want to live or work in?

 2. How will our country be unifi ed as a cohesive whole, if people sepa-
rate into many different cultural groups?

 3. In order to be a part of the American dream, must I assimilate?
 4. Are there structural problems in our government or economic system 

that serve to divide cultural groups? How can they be changed?
 5. Should I put my community building and civic energies into my own 

cultural community, rather than the mainstream culture? Where can I 
have the biggest infl uence?

 6. Can oppression be stopped by legislation, or does each person have 
to overcome their individual prejudice, or both?

 7. Why do immigrants have to hold onto their own cultures and lan-
guages when they come to the United States?

 8. If my group is excluded from the American dream, what can I do?
 9. How do I protect my children from being targeted by racism or sex-

ism and other forms of discrimination if I live in a diverse society? 
Shall I send them to an Afrocentric school, or a female-only school, or 
another appropriate school?

10. What do you think about these questions? Which issues do you struggle 
with? What other issues are important to you or your cultural group?

11. What other issues do you think are important to consider? What are 
your next steps?

Case Study 15.2: Gentrifi cation of COFs: Fact or Fiction

This case study is based on research conducted to develop the real-life 
documentary and short fi lm entitled: 23rd & Union. This fi lm explores 
the events behind the murder of an Ethiopian restaurant owner at the 
hands of a young African American who was struggling to cope with 
the pressures of gentrifi cation and racial profi ling in Seattle’s Central 
District. The fi lm’s premise is based on the idea that gentrifi cation and 
racial profi ling can produce displacement, mental illness, disorientation, 
and alienation. Accordingly, the fi lm suggests that, in extreme cases, 
alienation can lead young men of color to commit hate crimes against 
immigrants and gays.
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Social media is a tool that scholars and social activists have been 
increasingly utilizing in an attempt to survey the community and try to 
bridge the gap between cultures, academia, and the general public. The 
role that 23rd & Union has played in promoting public dialogue about gen-
trifi cation in Seattle and its various ramifi cations is a useful case study to 
approach the discussion about the potential advantages that social media 
offers for promoting community engagement and planning public health 
practices in the future.

Since its premiere in 2011, “23rd & Union” has commanded consid-
erable interest and attention. For one, it has been the subject of various 
radio, newspaper, and blog discussions. In addition, it has won several 
awards at various fi lm festivals and has also toured the United States, 
Lesotho, Mozambique, Swaziland, and South Africa—places where the 
social issues portrayed in the fi lm have prevailed in similar forms. More 
recently, it has been featured on the University of Washington’s TV chan-
nel. The exposure that the fi lm has received is signifi cant, considering that 
it was made with a shoestring budget; it has been marketed as an indepen-
dent academic tool and has no major distribution deal.

One of the primary tools the director used to increase both commu-
nity engagement and the marketing potential of such an academically 
oriented social media project was the creation of a soundtrack that 
bridged the gap between independent artists in Seattle’s music scene 
and the local fi lm industry. Another approach to community engage-
ment the director utilized was a grassroots campaign staffed by vol-
unteers that canvassed the city and passed out fl yers announcing the 
initial community screening. Finally, the Internet and all related social 
media outlets (Facebook, MySpace, and Twitter) were among most 
effective tools to enhance community engagement and augment public 
participation.

For this case study the director of 23rd & Union speaks about (1) the 
production techniques and strategies he adopted to make the fi lm, and 
(2) the obstacles he encountered when engaging the community. After 
refl ecting on the director’s remarks, design a short social media project 
that you can utilize to expose the general population to relevant informa-
tion and public health practices, thereby enhancing academia’s engage-
ment with the community. When designing the project, remember to 
consider the various emerging forms and strategies of social media that 
can increase the appeal of these issues to the public, attract individuals 
to participate in a larger social forum, and connect local issues to a global 
dialogue.

Study Questions

As a group discuss and respond in writing to the questions listed below. Identify 
problems, arguments, and solutions that address the concepts of feral cities and 
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gentrifi cation. Discuss the degree to which they refl ect, or not, on the public health 
of the community and the role of the PHP.

 1. How can racial profi ling become a function of gentrifi ed areas?
 2. Is the alienation produced by gentrifi cation a public health concern?
 3. Can alienation and disorientation produced by displacement be alle-

viated? If so, how?
 4. Does municipal legislation directly impact the needs of displaced 

families?
 5. Do lending companies discriminate against African American 

families?
 6. How are small businesses affected by or contribute to the effects of 

gentrifi cation?
 7. What can be done to combat the negative effects of gentrifi cation?
 8. How do you think it feels to live in a gentrifi ed community?
 9. Is gentrifi cation only a class issue?
10. Is gentrifi cation of communities a bad practice?
11. Why could there be tension among immigrants, gays, and African 

Americans in gentrifi ed areas?
12. How can “cultural differences” contribute to the alienating effects of 

gentrifi cation?
13. How can senior citizens and young men of color be affected by 

gentrifi cation?
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AARP, 266
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employment for people with 
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procedural steps for, 146 – 147
summary statement, 147 – 148

Axelrod, David, 248
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Behavioral Risk Factor Surveillance 
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behavior
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measures, 34
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beliefs, 54 – 57
Belmont Report, 46 – 47
benefi cence, 48 – 50
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blogging, 248, 249, 252, 254, 262 – 263, 

268. See also microblogging
bonds

affi nity, 144
assurance, 145
defi ned, 144
harmony, 145
obligation, 145
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cancer, 198
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technical, 326 – 327

cardiovascular disease, 197 – 198
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(CHIPRA), 93
chronic disease, environmental 
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251 – 252, 257, 265
Health Security Act and, 251, 257

Clinton, Hillary Rodham, 247
cohesion, 288
collaboration, 17 – 19
communication, 283, 285

accelerated, 331
cross-cultural, 101

communities
activities, initiating, 8
boundaries, defi ned, 32 – 33
capacity, 155
centers, 3
characteristics of, 33 – 36

identifying, 19 – 20
community leaders (CLs), 315, 317, 

323 – 327, 333, 336
competence, 285
of concern, 195 – 197, 200 – 201, 202
consent, 59
defi ned, 32, 132
dream, 332. See also communities of 

the future
empowerment, 155, 164, 237–238
engagement, 161 – 164, 287 – 288
faith-based, 131 – 151
feral, 318 – 320
forums, 15
of the future (COF), 323

intelligent, 332, 333
healthy, 321, 340 – 342
history of, 3
impact on servant leadership, 72
intelligent, 329
intervention

designing, 19
maintaining, 20 – 22
program components, 
leadership, 332, 337

mapping, 2
mobilizing, 237–238
needs assessment, 36 – 37

data collections methods 
for, 37 – 38

organizations, 3
participation, 7 – 8, 287 – 288
as patient, 120, 127
rural. See rural communities
unhealthy, 321

Communities Advancing Resilience 
Toolkit (CART)©, 291 – 294

community action model 
(CAM), 159 – 161

community-based organizations 
(CBOs), 156

evaluation of. See organizational 
evaluation

public health role of, 156
community-based participatory 

research (CBPR), 121 – 123, 
140 – 141, 161

relationship with environmental 
health framework, 202
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Community Coalition Board (CCB)
collaboration, 17 – 19
community intervention

designing, 19
maintaining, 20 – 22
program components, 

identifying, 19 – 20
to contact health needs assessment, 

working with, 12 – 17
assessment method, 

choosing, 13 – 14
interviewers, training for, 16 – 17
survey methods, 14 – 16

developing, 8 – 10
engagement, 17 – 19
inclusion, 17 – 19
members, identifying, 9
ownership, 18
recruitment process, 9 – 10
stages for sustainability, 22 – 24
structure, formalizing, 10 – 12

community ecology (CE)
creating, 2 – 5

Community Emergency Response 
Teams (CERTs), 294 – 295

Community Engagement, 
Organization, and Development 
(CEOD)

academic – community partnerships 
for, 117 – 128

culture of, 86 – 88
ethical practices in, 57 – 69
faith-based community in, 131 – 151
future trends in, 333 – 339
public health practitioners and 

cultural sensitivity, 107
top-down approach to, 11 – 12

community gatekeepers, establishing 
relationships with, 5 – 6

Community Health Centers 
(CHCs), 126

community health workers (CHWs)
certifi cation for, 166
core competencies of, 164 – 166
as leader of community 

engagement, 161 – 164
role of, 157 – 159
as social capital, 166 – 170
training for, 166

community resilience
adaptive communities of, 284 – 285

community competence, 286
economic development, 285
information and 

communication, 285
social capital, 285

attributes of
commitment, 280 – 281
communication, 283
connectedness, 280 – 281
critical refl ection, 283
disaster management, 283 – 284
nurturance, 281
participation, 281
resources, 282
roles and responsibilities, 282
shared values, 280 – 281
skill building, 283
structure, 282
support, 281

conscious awareness of, 289 – 290
defi ned, 277, 278
economic resources, 

developing, 286 – 287
as emergent process, 278 – 279
holistic wellness approach to, 289
human agency, role of, 280
and personal resilience, differences 

between, 279 – 280
properties of, 284
public health, role of, 275 – 276
risk and resource inequities, 

addressing, 286 – 287
social supports, enhancing, 288
strategies of, 286

Community Service Act of 1990, 124
competence, 60 – 61

cultural, 81, 101 – 103, 181
comprehension, 62
confi dentiality, 57 – 58
confl ict of interest, 61, 66 – 67
Connecticut Health Foundation, 262
consent, 58 – 59

community, 59
informed, 59, 136
to sharing of information, 59

contextualization, 88 – 89
convenience sampling, 16
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Corpus Christi, TX, environmental 
concerns in, 203

corruption, 322 – 323
credentialing, 166
credibility

building, 6 – 8
of intervention, 18

cultural awareness, 80
cultural capital, 325
cultural competence, 81, 101 – 103, 181
cultural framing, dimensions 

of, 142 – 144
cultural humility, 102
cultural identity, 80
cultural knowledge, 80
cultural resilience, 317
cultural sensitivity, 80 – 81, 107
culture, 78 – 89

categories of, 79 – 80
of CEOD, 86 – 88

building and context, 88 – 89
futuristic vision of, 87 – 88

defi ned, 78 – 79, 138, 144
demographic challenge to, 90 – 91
impact on servant leadership, 72
learning, 82 – 86
and religion, 138 – 140
subculture, 80

data
analysis, 17, 309 – 310
collection, 308 – 309

for community needs 
assessment, 36 – 37

designing, 39 – 42
primary, 37 – 38
qualitative, 37
quantitative, 37
secondary, 38

-gathering protocols, 309
handling, 309

Dean, Howard, 247
Delphi technique, 38
Democracy In Action, 254
demographic challenge to 

culture, 90 – 91
demography, 3
designated driver, 257
diabetes, 157 – 158, 198, 217 – 223

direct mailing surveys, 16. See also 
surveys

disasters, 277
management of, 283 – 284, 289, 291
social supports, enhancing, 288

disclosure, 60
displacement, 317
distributed campaigns, 254
divine command theory, 136, 138
do no harm, 48 – 49

economic development, 285
economic resources, 

developing, 286 – 287
education, 23

authentic, 102
banking concept of, 101 – 102
for health, 141 – 142
organization as, 100 – 103

educational partnerships, 124 – 126
empowerment, 155, 164, 

237–238, 337
engagement, 17 – 19, 71 – 72

formal, 4
informal, 4

environmental capital, 325 – 326
Environmental Equity Working 

group, 105
environmental health, 194

challenges to, addressing, 200 – 202
environmental impact 

assessment, 200
environmental justice, 194 – 195
Environmental Protection Agency 

(EPA), 194, 195
Toxic Release Inventory (TRI), 201

ER, 255
Eric B. Chandler Health Center, 126
ethical public health practice, 

principles of, 51 – 53
beliefs, 54 – 57
values, 54 – 57

ethical responsibilities, 67 – 69
ethics

defi ned, 46, 136
distinguished from religion, 135 – 138
history of, 46 – 51

ethnically based service providers 
(EBSPs), 103
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ethnicity, 33 – 34, 39, 51, 90, 95, 99, 100, 
103, 143, 195 – 197, 212, 232. See 
also race/racism

etiquette, 16
Evaluation Logic Model, 306, 307. See 

also Logic Model
evaluator, 301 – 303
excess deaths, 196 – 197
expert, positioning yourself as, 261

Facebook, 248, 249, 252, 254, 260, 
263 – 264, 343

face-to-face interviews, 15
faith, 134 – 135

-based community, 131 – 151
horizontal, 132, 140, 150 – 151
vertical, 132, 140, 150 – 151

familiarity, and “place,” 317
Federal Communications 

Commission, 253
Federal Emergency Management 

Agency (FEMA), 294
Federally Qualifi ed Health Centers 

(FQHCs), 126
feral community, 318 – 320
fi nancial capital, 327 – 328
fl ash photography, 259
Flickr, 254
framing, 257 – 259
Franklin County Health 

Department, 25 – 26
freedom of information, 335
funders, responsibility of, 68
fundraising, 24

gender distribution, 33
gentrifi cation, 318

of COEs, 342 – 344
globalization, 330
glocalization, 330
grant funding, 24
Grey’s Anatomy, 255
grossly unethical behavior, 67
group identifi cation, 143
group survey administration, 16. See 

also surveys

Hamilton County Child Fatality 
Review Team (CFRT), 230

“Harry and Louise” campaign, 
251 – 252, 265

Hart-Cellar Act of 1965, 92
health

defi ned, 52, 131, 142, 193
disparities, 196 – 197, 212 – 213

eliminating, 232
economy, 321
education for, 141 – 142
inequalities, 35
insurance, 98. See also Medicaid; 

Medicare
leadership, 320 – 321
policy, 211, 213
poor health, causal factors 

for, 35
service, 321 – 322

health belief model (HBM), 167 – 168
health care divide, 

bridging, 158 – 159
health care reform, role of media 

in, 250 – 263
health equity, advancing, 227 – 239

background, 229
communities, empowering and 

mobilizing, 237–238
data for decisions, using,  237
feedback, monitoring, evaluating 

and providing, 238
health and development connection, 

facilitating, 238
health disparities, eliminating, 232
Infant Vitality Surveillance Network, 

role of, 233–236
obstacles to, 238
problem description, 229 – 230
public health policy, role 

of, 230 – 232
shared priorities, identifying, 238
social policies, evaluation of, 236

Health Insurance Association 
of America (HIAA), 251, 
252, 265

Health Reform Law of 2010, 98
Health Security Act, 251
Heckler Report on Minority 

Health, 232
heroes, 79
holistic wellness approach, 289
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iADAPT, 171 – 173
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1996, 92, 98

immigrants
assimilation, 93 – 94, 98 – 100
health status of, 94 – 98
illegal, 108n4
Mexican American, 99, 102, 109n13
undocumented, 108n4, 108n6
West Indian, 103 – 107

immigration policy, 92 – 93, 108n5
inclusive capital, 324 – 325
inclusiveness, 17 – 19
Index of Activities of Daily Living, 35
individualism, 330 – 331
Infant Vitality Surveillance Network 

(IVSN), 227, 233 – 236
health equity in, 236–237
and Maternal Health Improvement 

Initiative, 228 
information, 61 – 62, 285

consent to sharing of, 59
freedom of, 335

information and communication 
technology (ICT), 331

informed consent, 59, 136
institutionalization, 23
intellectual capital, 323 – 324
intelligent communities (ICs), 329
interpersonal relationships, 

building, 7
intervention

credibility of, 18
failures, reducing, 18

interviewers
termination of, 17
training for, 16 – 17

interviews, 39

face-to-face, 15
involvement, 71 – 72

Johnson Country Health Center, 126
justice, 50 – 51

social, 227

Kaiser Family Foundation (KFF), 266
Kaiser Health News, 265, 266
Kenner, Robert, 256

Food, Inc., 256
KFF/MTV partnership

Staying Alive campaign, 269 – 270
knowledge

cultural, 80
navigation (KN), 330

Kowalcyk, Barbara, 261

language, 34
leadership

community, 332
formal, 3
informal, 3
servant, 69 – 72
trust, 72 – 73

listening, 4
relationship, 6

literacy, 34
locus of control, 170
Logic Model, 305 – 307. See also 

Evaluation Logic Model
defi ned, 305

Louisiana’s Offi ce of Youth 
Development (OYD), 42

marketing, 23 – 24
marriages, overcoming interfaith 

confl ict to, 148 – 150
strategies for solutions, 

formulating, 149 – 150
Martin Luther King Jr. Health 

Center, 126
mass media, 249 – 250
Maternal Health Improvement 

Initiative, 228
Matthew Walker Health Center, 126
McCarran Walter Act of 1952, 92
media, 247 – 271

advocacy, 257
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analyzing, 264 – 265
blogging, 262 – 263
building communities, 264
controlled by corporations, 253 – 254
distributed campaigns in, 254
effective use of, 260 – 261
Facebook, 263 – 264
focus on reporting, 259 – 260
framing, 257 – 259
as health-promotion tool, 256
mass, 249 – 250
medium, 265
message

accuracy of, 268
to audience, 262
effectiveness of, 268
rhetoric, 266 – 267
sending, 265 – 266

microblogging, 262 – 263
MySpace, 263 – 264
news, 255, 257
power of, 250 – 253
prosumption, 250
public’s agenda, getting issues 

on, 255 – 256
responding to, 268 – 269
seismic shift in, 249
social, 248, 253 – 254, 331, 343
user-generated content, 250
working with partners, 264

Medicaid, 92, 93, 279
Medicare, 98
medication adherence, 158
Medic Mobile, 251
mega trend (MT), 330 – 333

defi ned, 330
Meharry Medical College, 126
merging, 331
message

accuracy of, 268
to audience, 262
effectiveness of, 268
rhetoric, 266 – 267
sending, 265 – 266

metropolitanization, 331
Mexican American immigrants, 99, 

102, 109n13
microblogging, 262 – 263. See also 

blogging

migration, 331 – 332
mobileactivistas, in Argentina, 270
mobile health, 250 – 251
morbidity data, 34
mortality data, 34
mosquito research, 118
Mothers Against Drunk Drivers 

(MADD), 212, 257, 261
“Rating the States” program, 257

MSNBC
Rachel Maddow Show, 253

MTV/KFF partnership
Staying Alive documentary, 269 – 270

Mutual assistance associations 
(MAAs), 103

MySpace, 263 – 264

National Child Traumatic Stress 
Network, 291

National Community Health Advisor 
Study (1998), 165

National Healthcare Disparities Report 
(NHDR), 232

National Health Interview Survey 
(NHIS), 38

National Institutes of Health (NIH), 255
National Service-Learning 

Clearinghouse, 125
National Stakeholder Strategy for 

Achieving Health Equity for 
Reducing Health Disparities, 232

nativism, 93 – 94
needs assessment, 303 – 304
New Jersey’s Smoke Free Air Act of 

2005, 211
New Routes to Community 

Health, 264
news media, 255, 257
Nottingham Health Profi le, 35
Nurse Jackie, 255

Obama, Barack, 247, 248
distributed campaign, 254
on investments in domestic 

programs, 216
policy on health care reform, 252

Offi ce of Management and 
Budget, 177

Offi ce of Minority Health, 232
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organizational evaluation, 299 – 313
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data collection, 308 – 309
data-gathering methods and 
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defi ned, 299
elements of, 302
framing, 300 – 301
information sources, 307 – 308
infrastructure, 303
logic model, 305 – 306
needs assessment, 303 – 304
planning, 306 – 307, 311
programs and strategies, 304 – 305
reasons for, 299 – 300
report, 310 – 311

organizational links, creating and 
strengthening, 288

orientation, 16
Owen County Health 

Department, 188 – 189
ownership, 18

participants, responsibility to, 68
participation interaction, 336 – 337
partnering, 23 – 24
partnerships, 337 – 339
patient, community as, 120, 127
Patient Protection and Affordable Care 

Act of 2010, 98, 211
personal resilience and community 

resilience, differences 
between, 279 – 280

Personal Responsibility and Work 
Opportunity Reconciliation Act 
of 1996. See Welfare Reform Act 
of 1996

Pew Center, 108n4, 108n6
Pew Forum on Religious and Public 

Life, 139
Pew Internet, 262
phone surveys, 15. See also surveys
planning skills, teaching, 19
political theories, 213 – 215
population, 3

characteristics of, 33 – 36

Principles of the Ethical 
Practice of Public Health, 
Version 2.2, 53

privatization, banishing, 267
program evaluation, 185 – 186
ProPublica, 266
prosumption, 250
public’s agenda, getting issues 

on, 255 – 256
public health. See also health

capacity of, 156 – 157
community-based organizations, 

role of, 156
as health of relationships, 133 – 134
policy, impact on health 

equity, 230 – 232
role in community 

resilience, 275 – 276
Public Health Leadership Society 

(PHLS), 53
Public Health Code of Ethics 

Committee, 53
public health practitioners (PHPs), 

2, 12 – 15, 45 – 46, 74, 202, 
203, 315, 323 – 330, 332, 333, 
336, 337

credibility, building, 6 – 8
inactive, 330
interactive, 330
interviewer training workshop, 

organizing, 16 – 17
proactive, 330
reactive, 330
relationship with community, 5 – 6
role as helpee, 7
role in policy formulation, 231

public policy, 211
public – private partnerships, 326

Quadrennial Homeland Security Review 
Report (QHSR Report), 284, 289

quality of life measures, 34
questionnaires

self-administered, 16
Quillen School of Medicine, 126

race/racism, 39, 73, 89, 90, 92, 95, 100, 
101, 103 – 105, 108n1, 139, 143, 
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RAND Corporation, 109n9
random sampling, 39
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Refugee Relief Act of 1953, 92
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culture and, 138 – 140
defi ned, 135
distinguished from ethics, 135 – 138
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Report of the Secretary’s Task Force 

of Black and Minority Health 
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research partnerships, 120 – 121
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revitalization, defi ned, 318
right

defi ned, 46
to know, 45

Riis, Jacob, 258 – 259
How the Other Half Lives, 94, 259

risks/benefi ts
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systematic, 64 – 65
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Robert Wood Johnson Foundation, 
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Robert Wood Johnson School of 

Medicine, 126
rural communities, 178 – 185
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goals and objectives of, 183 – 184
health interventions, strategies for 

implementing, 182 – 183
needs assessment, 179 – 180
networking, 181
provider planning meetings, 182
roles and responsibilities of, 181 – 182
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safety, 16
Sandler Foundation, 266
Satcher, David, 232
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Food, Inc., 256
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defi ned, 329
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technical capital, 326 – 327
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training, 23
translation, 17
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transparency, 334 – 335
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transtheoretical model (TTM), 168 – 170

stages of change, 20 – 22
trust, 6 – 7, 19, 45 – 46
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and leadership, 72 – 73

Turner, Ted, 253
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vision-casting, 70
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West Indian immigrants, 103 – 107
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See also surveys
World Health Organization (WHO)

community, defi nition of, 32
health, defi nition of, 52, 193
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