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Foreword
Increasingly, community involvement and collaborations have become the foundation of public health action.
The Centers for Disease Control and Prevention (CDC) has seen the need to broaden the understanding of the
key principles of community engagement, and is pleased to offer Principles of Community Engagement to public
health professionals and community leaders interested in engaging the community in health decision-making and
action. This document represents the first time that the relevant theory and practical experience of community
engagement has been synthesized and presented as practical principles, or guidelines, for this important work.

Principles of Community Engagement contains definitions of key concepts and insights from the literature that
support and influence the activities of community engagement. The principles, a set of nine fundamental guiding
ideas, form the core of the document and hold true for efforts across public health disciplines regardless of the
initiating organizations. A series of case examples, taken from real-life experiences, link these principles to the
major components of the community engagement process.

You can use this document to improve communication, promote a common understanding, and strengthen
community partnerships to fulfill shared public health goals. We hope you will find Principles of Community
Engagement useful in your role as leaders in addressing today’s critical health issues.

Edward L. Baker, M.D., M.P.H.
Assistant Surgeon General
Director
Public Health Practice Program Office

For further information on community collaboration, visit the Public Health Practice Program Office Internet site at
www.cdc.gov/phppo/ or contact Michael Hatcher at Mail Stop K39, 4770 Buford Highway, N.E., Atlanta, GA., 30341-
3724 or email mth1@cdc.gov.
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Executive Summary
Community involvement and collaborations are cornerstones of public health action. In recent years, a number
of programs, such as PATCH, APEX/PH, and Healthy Cities, have guided community mobilization activities.
However, there remains a need to broaden our understanding of the key principles that underlie successful
community engagement in public health.

As a result of this, the Centers for Disease Control and Prevention (CDC) established the Committee for
Community Engagement in October 1995. The Committee was composed of representatives from across CDC
and the Agency for Toxic Substances and Disease Registry (ATSDR). It considered a growing body of literature
reflecting relevant concepts and the practical experiences of those involved in engaging individuals and
organizations in communities across the country. From these foundations the Committee synthesized a list of key
Community Engagement Principles. These Principles form the core of Principles of Community Engagement.
They hold true for community engagement activities across public health disciplines and apply regardless of the
initiating organizations. They are the practical guidelines upon which all engagement efforts should be based.

Principles of Community Engagement provides public health professionals and community leaders with a
science base and practical guidelines for engaging the public in community decision-making and action for
health promotion, health protection, and disease prevention. The material provided here can help public health
professionals and community leaders improve communication, promote common understanding, and strengthen
coordination, collaboration, and partnership efforts among themselves and community members and institutions.
This book is also designed to help CDC programs and their partners guide community involvement in activities
that affect or change health-related behaviors, including needs and asset assessment, planning, resource
allocation, advocacy, outreach, program development, implementation, and evaluation.

It should be noted that this document was intentionally prepared for public health professionals and community
leaders within organizations, rather than a more grass-roots audience. Therefore, those initiating the engagement
effort may be outside the community they are trying to engage. Individuals involved in implementing
engagement activities need to recognize their own role in the process and be responsive to the needs of the
targeted community, as defined by that community. A community engagement process is more likely to be
successful when true equality of community leadership is intended and applied, as opposed to an authoritative or
top-down approach.

Community engagement is defined as the process of working collaboratively with groups of people who are
affiliated by geographic proximity, special interests, or similar situations with respect to issues affecting their
well-being. Engagement principles can be used by people in a range of roles, from the chief executive of an
organization or program funder who needs to know how to support community engagement, to the frontline
health professional or community leader who needs hands-on, practical information on how to mobilize
members of a community.

In practice, community engagement is a blend of science and art. The science comes from sociology, political
science, cultural anthropology, organizational development, psychology, social work, and other disciplines with
organizing concepts drawn from the literature on community participation, community mobilization,
constituency building, community psychology, cultural influences, and other sources. The art comes from the
understanding, skill, and sensitivity that is used to apply and adapt the science in ways that fit the community
and the purposes of specific engagement efforts. The results of these efforts may be defined differently and
encompass a broad range of possibilities (e.g., coalitions, partnerships, collaborations), but they all fall under the
general rubric of community engagement and are treated similarly in this document.

Organization Of Principles of Community Engagement
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The book is divided into three parts. Part 1 defines concepts of community and community engagement, and
looks at why these are important in decision-making and action for health promotion, health protection, and
disease prevention. It draws on organizing concepts found in the literature on community organization and
development and on community participation. Part 2 summarizes the key principles of community engagement
as derived from the literature and from practice, and as developed by the CDC/ATSDR Committee for
Community Engagement. Part 3 links these principles to different aspects of the community engagement process.
This linkage is illustrated through eight case examples showing how these approaches to engaging the
community around specific health issues reflect the principles. Finally, an Appendix offers an extensive
bibliography of available references to help readers learn more about the principles and concepts relevant to
their communities. It includes all the references cited in the book as well as additional sources of information.

This document is a guide for understanding the principles of community engagement needed for developing and
implementing a plan of action involving communities. Community processes can be difficult and labor intensive.
They require dedicated resources — time, money, and people — to help ensure their success. While the case
examples in this document highlight community engagement successes, failures do exist. We hope that thoughtful
consideration of the community engagement principles, as well as the discussions that amplify them and the case
examples that illustrate them, will help public health professionals and communities form partnerships that will
lead to positive action on the pressing health issues facing us today, and ultimately, to improved health for the
men, women, and children who live in our communities.

For further information on community collaboration, visit the Public Health Practice Program Office Internet site at
www.cdc.gov/phppo/ or contact Michael Hatcher at Mail Stop K39, 4770 Buford Highway, N.E., Atlanta, GA., 30341-
3724 or email mth1@cdc.gov.
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Community Engagement: Definitions and
Organizing Concepts from the Literature
During the past two decades, researchers have provided evidence to support the notion that the social
environment in which people live, as well as their lifestyles and behaviors, can influence the incidence of illness
within a population (IOM, 1988). They have also demonstrated that a population can achieve long-term health
improvements when people become involved in their community and work together to effect change (Hanson,
1988-89).

In light of these developments, members of the disease prevention and health promotion communities have
expanded their efforts to create positive environments and strong community action, and to use public policy in
new ways that support community collaboration (WHO et al., 1986; Hanson, 1988-89). This thinking about
public health, an outgrowth of the social change movements of earlier decades and more recently re-emerging as
a dominant notion, stresses the importance of engaging the community in health decision-making and improving
community participation in health promotion, health protection, and disease prevention efforts (Fawcett et al.,
1993).

As a result of this renewed emphasis in public health efforts, health professionals and community leaders can
envision many new opportunities to engage people. For example, the use of community collaborations to prevent
violence, rather than relying solely on a law enforcement approach, is a newer strategy gaining widespread
acceptance. At the same time, though, those working in this field have to confront a number of pragmatic issues.
One is how to integrate this vision of community engagement into their organization’s daily efforts. Moreover,
the health professional, community organizer, or volunteer who sees promise in addressing the social
environment as a means of promoting health may find it necessary to convince others of the usefulness of a
particular community-level approach. This section of Principles of Community Engagement provides a place to
turn for preliminary answers and useful arguments. It briefly discusses the meaning of community and some of
the concepts that underlie our understanding of it. While not meant to be inclusive of all the available and
relevant science, this section provides an overview of some of the critical organizing concepts from the social
science literature that address community and community engagement.

The Concept of Community

The first step in considering the meaning of community is to understand that, fundamentally, it is a fluid concept.
What one person calls a community may not match another person’s definition. However, those interested in
working with a community must first have a clear picture of the entity they are trying to address. Understanding
the dimensions of the concept of community will enable those initiating engagement processes to better target
their efforts and work with community leaders and members in developing appropriate engagement strategies.

How, then, can communities be defined? We can answer this question from two viewpoints — a broader
sociological or systems perspective as well as a more personal, individual perspective. In either case, central to
the definition of a community is a sense of "who is included and who is excluded from membership" (IOM,
1995). A person may be a member of a community by choice, as with voluntary associations, or by virtue of their
innate personal characteristics, such as age, gender, race, or ethnicity (IOM, 1995). As a result, individuals may
belong to multiple communities at any one time. When initiating community engagement efforts, one must be
aware of these complex associations in deciding which individuals to work with in the targeted community.

From a sociological perspective, the notion of community refers to a group of people united by at least one
common characteristic. Such characteristics could include geography, shared interests, values, experiences, or
traditions. John McKnight, a sociologist, once said that if one were to go to a sociology department in search of a
single, simple definition of the word community, one would "...never leave. To some people it’s a feeling, to
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some people it’s relationships, to some people it’s a place, to some people it’s an institution" (CBC, 1994).

Communities may be viewed as systems composed of individual members and sectors that have a variety of
distinct characteristics and interrelationships (Thompson et al., 1990). These sectors are populated by groups of
individuals who represent specialized functions, activities, or interests within a community system. Each sector
operates within specific boundaries to meet the needs of its members and those the sector is designed to benefit.
For example, schools focus on student education, the transportation sector focuses on moving people and
products, economic entities focus on enterprise and employment, faith organizations focus on the spiritual and
physical well-being of people, and health care agencies focus on prevention and treatment of diseases and
injuries. In reality, these sectors are a few of the many elements that comprise the overall community system.

A community can be viewed as a living organism or well-oiled machine. For the community to be successful,
each sector has its role and failure to perform that role in relationship to the whole organism or machine will
diminish success. In a systems view, healthy communities are those that have well-integrated, interdependent
sectors that share responsibility to resolve problems and enhance the well-being of the community. It is
increasingly recognized that to successfully address a community’s complex problems and quality of life issues,
it is necessary to promote better integration, collaboration, and coordination of resources from these multiple
community sectors.

One useful way to describe the community and its sectors is through a technique known as mapping (Kretzmann
et al. 1993). As shown in the following diagram, someone interested in describing the bounds of a community
can map it by identifying primary, secondary, and potential building blocks, or human and material resources.
Each of these resources has assets that can be identified, mobilized, and used to address issues of concern and
bring about change.
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Again, from the systems perspective, another way to understand and describe a community might involve
exploring factors related to:

· People (socioeconomics and demographics, health status and risk profiles, cultural and ethnic characteristics)
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· Location (geographic boundaries)

· Connectors (shared values, interests, motivating forces)

· Power relationships (communication patterns, formal and informal lines of authority and influence, stake
holder relationships, resource flows)

(Adapted from VHA, 1993).

Similarly, we can define the community from a broader sociological perspective by describing the social and
political networks that link individuals and community organizations and leaders. Understanding the nature and
boundaries of these networks is critical to planning engagement efforts. For example, tracing individuals’ social
ties may help those who are initiating a community engagement effort to identify leaders within a community,
understand community patterns, identify high risk groups within the community, and strengthen networks within
the community (Minkler, 1997).

Beyond the collective definitions of community that researchers and organizers can apply, an individual also has
her or his own sense of community membership. The presence or absence of a sense of membership in a
community may vary over time and is likely to influence participation in community activities. This variation is
affected by a number of factors. For example, persons at one time may feel an emotional, cultural, or experiential
tie to one community; at another time, they might believe they have a contribution to make within a different
group. At yet another time, they may see membership in a third distinct community as a way to meet their own
individual needs (Chavis et al., 1990). Of course, they may also have this sense of belonging to more than one
community at the same time. Before beginning an engagement effort, it is important to understand that all these
potential variations and perspectives may exist and influence the work within a given community.

Concepts of Community Engagement

The CDC/ATSDR Committee for Community Engagement developed a working definition of community
engagement. Loosely defined, community engagement is the process of working collaboratively with and
through groups of people affiliated by geographic proximity, special interest, or similar situations to address
issues affecting the well-being of those people. It is a powerful vehicle for bringing about environmental and
behavioral changes that will improve the health of the community and its members. It often involves
partnerships and coalitions that help mobilize resources and influence systems, change relationships among
partners, and serve as catalysts for changing policies, programs, and practices (Fawcett et al., 1995).

In practice, community engagement is a blend of social science and art. The science comes from sociology,
political science, cultural anthropology, organizational development, psychology, social work, and other
disciplines with organizing concepts drawn from the literature on community participation, community
mobilization, constituency building, community psychology, cultural influences, and other sources. Several of
these concepts from the social science literature are presented here. The equally important artistic element
necessary to the process, however, involves using understanding, skill, and sensitivity to apply and adapt the
science in ways that fit the community and purposes of specific engagement efforts.

Insights from the Literature

Studies of participation in voluntary and community organizations have allowed social scientists and other
researchers to develop organizing concepts about communities and the ways in which they are mobilized (Florin
et al., 1990; Fawcett et al., 1995; Hanson, 1988-89; Thompson et al., 1990). Findings in the literature have
helped to shed light on why community engagement is useful and how we can engage people to most effectively
address public health issues. What follows are brief descriptions of some of the organizing concepts found in the
literature that guide approaches to successful community engagement. Additional resources on these and other
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concepts not included here may be found in the Bibligraphy.

Social Ecology

Social ecological theories provide insight into elements of individuals’ lives that contribute to health promotion.
Such theories seek to describe the concept of community in terms of a "dynamic interplay among individuals,
groups, and their social and physical environments" (Stokols, 1996, p. 286). Researchers in this area help to
integrate approaches to disease prevention and health promotion (which focus on modifying individual health
behaviors) with environmental approaches (which focus on the physical and social environment). From the
social ecology perspective, "the potential to change individual risk behavior is considered within the social and
cultural context in which it occurs. Interventions that are informed by this perspective are directed largely at
social factors, such as community norms and the structure of community services including their
comprehensiveness, coordination, and linkages, in addition to individual motivations and attitudes." (Goodman
et al., 1996, p. 34).

Social ecology theory as it informs health promotion suggests that community engagement efforts need to be
focused at multiple levels — (1) individuals; (2) social network and support systems; (3) the range of
organizations that serve and influence individuals and the rules and regulations that these organizations apply;
(4) the community, including relationships among organizations, institutions, and informal networks; and (5)
"public policy, regulations, ordinances and laws at the state and national levels" (Goodman et al., 1996, p. 35).

Several core concepts summarize the contributions of social ecology theories to community engagement efforts
(Stokols, 1996, p. 285-286):

· Health status, emotional well-being, and social cohesion are influenced by the physical, social, and cultural
dimensions of the individual’s or community’s environment and personal attributes (e.g., behavior patterns,
psychological dispositions, genetics).

· The same environment may have different effects on an individual’s health depending on a variety of factors,
including perceptions of ability to control the environment and financial resources.

· Individuals and groups operate in multiple environments (e.g., workplace, neighborhood, larger geographic
communities) that "spill over" and influence each other.

· There are personal and environmental "leverage points" that exert vital influences on health and well-being.

Cultural Influences

The literature on cultural influences suggests that health behaviors are influenced directly by elements of one’s
culture. As a result, social norms and other elements of community culture provide a potential tool for disease
prevention and health promotion. Culture involves "the integrated pattern of human knowledge, belief, behavior,
and material traits characteristic of a social group" (Braithwaite et al., 1994, p.409). Another way to understand
this concept is to think of culture as the "luggage" we always carry with us — "the sum of beliefs, practices,
habits, likes, dislikes, norms, customs, rituals . . . that we have learned from our families" (Spector, 1985, p. 60).
Cultural identity influences "the group’s design for living, the shared set of socially transmitted perceptions
about the nature of the physical, social, and spiritual world, particularly as it relates to achieving life’s goals"
(Airhihenbuwa, 1995, p. 5). Therefore, those who wish to work with community members should carefully
examine the differences and similarities in cultural perceptions, so that engagement activities are appropriate for
that particular cultural context. This appropriateness, often referred to as cultural sensitivity, means that
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programs are developed "in ways that are consistent with a people’s and community’s cultural framework"
(Airhihenbuwa, 1995, p. 7).

An individual’s culture influences his or her attitude toward various health issues, including perceptions of what
is and is not a health problem, methods of disease prevention, treatments for illness, and use of health providers.
As Spector (1985, p. 59) notes: "We learn from our own cultural and ethnic backgrounds how to be healthy, how
to recognize illness, and how to be ill . . . meanings attached to the notions of health and illness are related to
basic, culture-bound values by which we define a given experience and perceptions." Individuals initiating
community engagement activities should understand belief systems held by community members, especially if
they are different from their own. Cultural experiences also can influence how individuals and groups relate to
each other and to people and institutions of other cultures. Efforts to address these elements of a community
could concentrate on affecting the landscape of information and ideas in which that community operates.

Community Participation

Concepts concerning community participation offer one set of explanations as to why the process of community
engagement might be useful in addressing the physical, interpersonal, and cultural aspects of individuals’
environments. The real value of participation stems from the finding that mobilizing the entire community, rather
than engaging people on an individualized basis or not engaging them at all, leads to more effective results
(Braithwaite et al., 1994). Simply stated, change "... is more likely to be successful and permanent when the
people it affects are involved in initiating and promoting it" (Thompson et al, 1990, p. 46). In other words, a
crucial element of community engagement is participation by the individuals, community-based organizations,
and institutions that will be affected by the effort.

This participation is "a major method for improving the quality of the physical environment, enhancing services,
preventing crime, and improving social conditions" (Chavis et al., 1990, p.56). There is evidence that
participation can lead to improvements in neighborhood and community and stronger interpersonal relationships
and social fabric (Florin et al., 1990). Robert Putnam notes that social scientists have recently "...unearthed a
wide range of empirical evidence that the quality of public life and the performance of social
institutions...are...powerfully influenced by norms and networks of civic engagement." Moreover, "researchers
in...education, urban poverty,...and even health have discovered that successful outcomes are more likely in
civically engaged communities" (Putnam, 1995, p.66). For example, Steckler’s CODAPT model, for
"Community Ownership through Diagnosis, Participatory Planning, Evaluation, and Training (for
Institutionalization)," suggests that when community participation is strong throughout a program’s development
and implementation, long-term program viability, i.e., institutionalization, is more likely assured (Goodman et
al., 1987-88).

The community participation literature suggests that:

· People who interact socially with neighbors are more likely to know about and join voluntary organizations.

· A sense of community may increase an individual’s feeling of control over the environment, and increases
participation in the community and voluntary organizations.

· Perceptions of problems in the environment can motivate individuals (and organizations) to act to improve the
community (Chavis et al., 1990).

"When people share a strong sense of community they are motivated and empowered to change problems they
face, and are better able to mediate the negative effects over things which they have no control," Chavis et al.,
(1990, p. 73) write. Moreover, "a sense of community is the glue that can hold together a community
development effort" (Chavis et al., 1990, p. 73-74). This concept suggests that programs that "...foster
membership, increase influence, meet needs, and develop a shared emotional connection among community
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members" (Chavis et al., 1990, p. 73) can serve as catalysts for change and for engaging individuals and the
community in health decision-making and action.

Community Empowerment

The literature suggests that a critical element of community engagement relates to empowerment — mobilizing
and organizing individuals, grass-roots and community-based organizations, and institutions, and enabling them
to take action, influence, and make decisions on critical issues. It is important to note, however, that no external
entity should assume that it can bestow on a community the power to act in its own self-interest. Rather, those
working to engage the community can provide important tools and resources so that community members can
act to gain mastery over their lives.

Empowerment takes place at three levels: the (1) individual, (2) organizational or group, and (3) community
levels (Rich et al., 1995; Fawcett et al., 1995). Empowerment at one level can influence empowerment at the
other levels (Fawcett et al., 1995). At the individual level, it is generally referred to as psychological
empowerment (McMillan et al., 1995; Rich et al., 1995). Individual level empowerment can be described along
three dimensions: (1) intra-personal — an individual’s perceived personal capacity to influence social and
political systems; (2) interactional — knowledge and skills to master the systems; and (3) behavioral — actions
that influence the systems (Rich et al., 1995). This concept of psychological empowerment has been found to
relate to an individual’s participation in organizations, the benefits of participation, organizational climate, and
the sense of community or perceived severity of problem.

At the group or organizational level, the literature distinguishes between: (1) empowering organizations, which
"...facilitate confidence and competencies of individuals;" and (2) empowered organizations, which influence
their environment (Rich et al., 1995). The degree to which an organization is empowering for its members may
be dependent upon the benefits members receive and organizational climate as well as the levels of commitment
and sense of community among members (McMillan et al., 1995).

Community level empowerment (i.e., the capacity of communities to respond effectively to collective problems)
occurs when both individuals and institutions have sufficient power to achieve substantially satisfactory
outcomes (Rich et al., 1995). Individuals and their organizations gain power and influence by having information
about problems and "an open process of accumulating and evaluating evidence and information" (Rich et al.,
1995, p. 669). Empowerment involves "the ability to reach decisions that solve problems or produce desired
outcomes," requiring that citizens and formal institutions work together to reach decisions (Rich et al., 1995).

Capacity Building

Another set of organizing concepts that can help guide approaches to effective engagement involves the process
of capacity building. In essence, the literature on capacity building states that before individuals and
organizations can gain control and influence and become players and partners in community health decision-
making and action, they may need resources, knowledge, and skills above and beyond those they already bring
to a particular problem (Fawcett et al., 1995). Participation in community engagement efforts can offer people
the possibility of developing these skills.

The kind and intensity of capacity building that may be needed to sustain community engagement efforts is not
entirely known; too often, community leaders can be caught up in "selling" the engagement effort without an
accurate idea of the resources needed to actually support it over the long term (Florin et al., 1993). For example,
people and organizations in the community might need technical assistance and training related to developing an
organization, securing resources, organizing constituencies to work for change, participating in partnerships and
coalitions, conflict resolution, and other technical knowledge necessary to address issues of concern to the
community.

Coalitions
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Engaging the community will very often involve building coalitions of diverse organizations. A community
coalition can be defined as "a formal alliance of organizations, groups, and agencies that have come together to
work for a common goal" (Florin et al., 1993, p. 417). Coalitions are usually characterized as "formal, multi-
purpose, and long-term alliances" that "fulfill planning, coordinating and advocacy functions for their
communities" (Butterfoss et al., 1993, p. 316, 318). They can be helpful in a number of ways, including
maximizing the influence of individuals and organizations, exploiting new resources, and reducing duplication
of effort. While the literature reveals that coalitions have not been systematically studied and contains little data
to support their effectiveness, funding sources have been giving serious commitment to developing coalitions as
an intervention to address health issues (Butterfoss et al., 1993).

The concept of coalition has its roots in political science. In parliamentary democracies, for example, a coalition
government is formed by two or more parties when no single party has a sufficient mandate to represent the
majority. In addition, in almost all kinds of governments, informal coalitions exist among factions that share
general or specific policy or legislative objectives. The types of coalitions that might be necessary for
engagement efforts can be viewed the same way. The experience of political theorists suggests that:

· Coalitions require a perception of interdependence; each party must believe it needs help to reach its goals.

· There must be sufficient common ground and a clearly articulated mission or purpose so the parties can agree
over time on a set of policies and strategies.

· At the same time, coalition members typically have "primary" goals and perspectives that are distinct, if not
conflicting; they agree on some issues but disagree on others.

· Coalitions require continuous and often delicate negotiation among participants.

· The distribution of power and benefits among coalition members is a major focus of ongoing concern; each
member needs to believe that over time, he or she is receiving benefits that are comparable to their contributions
(see discussion on Benefits and Costs below). (AED, 1993)

Benefits and Costs

A critical set of organizing concepts involves analysis of the benefits and costs of community engagement. The
literature suggests that "participants will invest their energy in an organization only if the expected benefits
outweigh the costs that are entailed" (Butterfoss et al., 1993, p. 322). It appears that an individual’s desire to join
and continue a commitment to an engagement effort depends more on this benefit-cost ratio than on his or her
demographic characteristics (Wandersman et al., 1987). Potential benefits include: networking opportunities,
access to information and resources, personal recognition, skill enhancement, and a sense of contribution and
helpfulness in solving community problems. Costs can run the gamut from the contribution of time required, to
lack of skills or resources needed for participation, to basic burn out. By identifying the specific benefits and
barriers to participation in the engagement effort, community leaders can put the appropriate incentives in place.

The social exchange perspective investigates the benefits and costs of participation to help explain who
participates and why. The literature has long discussed health-related organizations as being involved in an
"exchange system" whereby they voluntarily share resources to meet their respective goals or objectives (Levine
et al., 1961). Similarly, social exchange occurs among community members, organizations, and others to
overcome potential costs in an engagement effort — "a social exchange takes place in organizations such that
participants will invest their energy into the organization only if they expect to receive some benefits"
(Wandersman et al., 1987, p. 538).

Community Organization
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The community organization literature provides insight on the kinds of engagement activities that may prove
useful. This and related concepts offer a path to engagement through a "process by which community groups are
helped to identify common problems or goals, mobilize resources, and in other ways develop and implement
strategies for reaching goals they have set" (Minkler, 1990, p. 257). Organizing activities are a way of activating
the community to encourage or support social and behavioral change (Bracht et al., 1990). This approach to
bringing about change at the community level is based on principles of empowerment, community competence,
active participation and "starting where the people are" (Minkler, 1990, p. 270).

Labonte and Robertson support the particular importance of "starting where the people are" by stating that "if we
fail to start with what is close to people’s hearts by imposing our notions of health concerns over theirs, we risk
several disabling effects..." (Labonte et al., 1996, p. 441). These include: being irrelevant to the community,
exacerbating the community’s sense of powerlessness, further complicating individuals’ lives, and possibly
channeling local activism away from broader challenges and into individual-level changes.

The community organization approach also reflects findings that individuals and communities: (1) must feel or
see a need to change or learn, and (2) are more likely to change attitudes and practices when they are involved in
group learning and decision-making (Minkler, 1990). An important element of community organizing is helping
communities look at root causes of problems while at the same time selecting issues that are "winnable, simple,
and specific," can unite members of the group, involve them in achieving a solution, and help build the
community or organization (Minkler, 1990).

Community organizing can be an empowering process for individuals, organizations, and communities. At the
individual level, community organizing activities provide individuals with the chance to feel an increased sense
of control and self confidence and to improve their coping capacities (Minkler, 1990). These have been shown to
have physical health benefits. Organizing activities also strengthen the capacity of communities to respond
effectively to collective problems. Individuals, organizations, and communities can be empowered by having
information about problems and "an open process of accumulating and evaluating evidence and information"
(Rich et al., 1995, p. 669).

Stages of Innovation
The concept of stages of innovation can be useful when dealing with the potential differences that might exist
within a community as it changes over time. All individuals within a community are not necessarily at the same
stage of readiness to change behaviors. This is an important notion to understand before and during a community
engagement effort. Rogers offered one of the earliest formulations of this idea with his 1962 work, Diffusion of
Innovations. In this book he states that all individuals do not adopt innovations at the same rate or with the same
willingness. Stages of innovation, in general, can help implementors of engagement efforts to match strategies to
the readiness of a community to adopt them. In applying these concepts to community development, for
example, desired outcomes are predicated upon the community working through a number of phases, including
raising awareness of the severity of a health problem, transforming awareness into concern for the problem,
establishing a community-wide intervention initiative, and developing the necessary infrastructure so that service
provision remains extensive and constant in reaching residents.

General Conclusions about the
Power and Userfulness of Community Engagement

There is a consensus in the literature that engaging and supporting the empowerment of the community for
community health decision-making and action is a critical element in health promotion, health protection, and
disease prevention. The impact of programs that target individual behavior change is often transient and diluted
unless efforts are also undertaken to bring about systematic change at multiple levels of society (Braithwaite et
al., 1994).
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Scholars have described several trigger activities that might begin the community engagement process. Some of
these trigger activities are tied to legislative or program mandates, while others involve special initiatives, such
as those of public health departments, grant makers, health service providers, or existing community groups and
coalitions. Once triggered, the community engagement process itself can take many forms. It can range from
cooperation, where relationships are informal and where there is not necessarily a commonly-defined structure,
to collaboration, or partnerships where previously separated groups are brought together with full commitment to
a common mission (Mattessich et al., 1992).

The organizational concepts from the literature discussed in this section of the document lead to a number of
general conclusions about what lies at the heart of successful community engagement efforts. These conclusions,
which follow here, provide a useful segue to the community engagement principles outlined in Part 2.

· Community engagement efforts should address multiple levels of the social environment, rather than only
individual behaviors, to bring about desired changes.

· Health behaviors are influenced by culture. To ensure that engagement efforts are culturally and linguistically
appropriate, they must be developed from a knowledge and respect for the targeted community’s culture.

· People participate when they feel a sense of community, see their involvement and the issues as relevant and
worth their time, and view the process and organizational climate of participation as open and supportive of their
right to have a voice in the process.

· While it cannot be externally imposed on a community, a sense of empowerment — the ability to take action,
influence, and make decisions on critical issues — is crucial to successful engagement efforts.

· Community mobilization and self-determination frequently need nurturing. Before individuals and
organizations can gain control and influence and become players and partners in community health decision-
making and action, they may need additional knowledge, skills, and resources.

· Coalitions, when adequately supported, can be useful vehicles for mobilizing and using community assets for
health decision-making and action.

· Participation is influenced by whether community members believe that the benefits of participation outweigh
the costs. Community leaders can use their understanding of perceived costs to develop appropriate incentives
for participation.

The following table, based on the social science literature and the above conclusions, offers a set of specific
factors that can positively influence the success of community engagement efforts. Planners and organizers of
these efforts may find it useful to keep the factors in mind as they work through the engagement process and
apply the principles detailed in Part 2.

Factors Contributing to the Success of Community Engagement Efforts
Environmental
· History of collaboration or cooperation in the community
· Collaborating group (and agencies in group) seen as leader in community · Favorable political and social
climate

Membership
· Mutual respect, understanding, and trust
· Appropriate cross-section of members
· Members see engagement in their self-interest — benefits of engagement as offsetting costs
· Ability to compromise
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Process/Structure
· Members feel ownership — share stake in both process and outcome
· Every level in each organization in collaborating groups participates in decision-making
· Flexibility of collaborating group
· Clarity of roles and guidelines
· Ability to sustain itself in midst of changing conditions

Communication
· Open and frequent interaction, information, and discussion
· Informal and formal channels of communications

Purpose
· Goals clear and realistic to all partners
· Shared vision
· Unique to the effort (i.e., different at least in part from mission, goals or approach of member organizations)

Resources
· Sufficient funds
· Skilled convener

(Based on a review of the literature and excerpted from Mattessich and Monsey, 1992)
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Principles of Community Engagement

In developing this document, the CDC/ATSDR Committee for Community Engagement drew on their
knowledge of the literature and on practice experiences as well as the collective experience of their
constituencies in the practice of community engagement. These practical experiences combined with the
organizing concepts from the literature, as discussed in Part 1, suggested several underlying principles that can
help guide community leaders in designing, implementing, and evaluating community engagement efforts. As
many have learned, community processes can be difficult and labor intensive. They require dedicated resources
to help ensure their success. CDC/ATSDR hopes that thoughtful consideration of these principles will help
community leaders to form effective engagement partnerships.
Each principle covers a broad practice area of engagement, often addressing multiple issues, and is organized in
three sections — items to consider before starting the engagement effort, what is necessary for engagement to
occur, and what to consider for the engagement to be successful. The nine principles are numbered and discussed
below.

BEFORE STARTING A COMMUNITY ENGAGEMENT EFFORT . . .

1. Be clear about the purposes or goals of the engagement effort, and the populations and/or communities
you want to engage.

The implementors of the engagement process need to be able to communicate to the community why
participation is worthwhile. Of course, as seen in the discussion under Coalitions and Community Organization
in Part 1, simply being able to articulate that involvement is worthwhile does not guarantee participation. Those
implementing the effort should be prepared for a variety of responses from the community. There may be many
barriers to engagement and, as discussed in Part 1's Benefits and Costs, incentives should be established to help
overcome these barriers. The processes for involvement and participation must be appropriate to meet the overall
goals and objectives of the engagement.

The impetus for specific engagement efforts may vary. For example, legislation may make community
involvement a condition of funding. Institutions or health professionals, on the other hand, may see community
organizing and mobilization as part of their mission or profession. In other instances, outside pressures may
demand that an entity be more responsive to a wide range of community concerns.

Community engagement goals also vary. For example, a community engagement effort could be focused on very
specific health issues, such as HIV/AIDS, tuberculosis, substance abuse, immunizations, or cardiovascular
disease. On the other hand, an effort might have a very broad focus, with either a direct or indirect impact on
health improvement and disease prevention in the community. Examples of broad efforts are those that:

are directed at overall community improvement, including economic and infrastructure development,
which will indirectly contribute to health improvement and disease prevention, or

ask community members to specify their health-related concerns, identify areas that need action, and
become involved in planning, designing, implementing, and evaluating programs to promote and protect
health and prevent disease.
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The level at which these goals are focused has implications for managing and sustaining the engagement. A
broader goal may enable community leaders to involve larger segments of the community, while a narrower
focus may keep activities more directed and manageable.

Similarly, there are several dimensions to participation by the community. Leaders of community engagement
efforts need to be clear about whether they: (1) are seeking data, information, advice, and feedback to help them
design programs; or (2) are interested in partnering and sharing control with the community. This second kind of
partnership includes being willing to address the issues that the community identifies as important — even if
those are not the ones originally anticipated.

It is equally important to be clear about who is to be engaged — at least initially. Is it a geographic community
and all of those who reside within its boundaries? Or, is it a specific racial/ethnic group, an income-specific
population, or an age group, such as youth? Is it a specific set of institutions and groups, such as faith
communities, schools, or the judicial system? Or, is it a combination? Answers to these questions will begin to
provide the parameters for the engagement effort.

2. Become knowledgeable about the community in terms of its economic conditions, political structures,
norms and values, demographic trends, history, and experience with engagement efforts. Learn about the
community’s perceptions of those initiating the engagement activities.

It is important to learn as much about the community as possible, through both qualitative and quantitative
methods from as many sources as feasible. As discussed in Part 1, many of the organizing concepts found in the
literature support this principle regarding community diagnosis. Social ecological theories, for example,
emphasize the need to understand the larger physical and social environment, as well as individual health
behaviors. An understanding of the community’s perceived benefits and costs to participating can influence
successful engagement. The concept of stages of innovation also highlights the need to diagnose where the
community is in terms of readiness to adopt new strategies.

This understanding of the community will help leaders in the engagement effort to map community assets (see
McKnight and Kretzmann’s technique described in Part 1), develop a picture of how business is done, and
identify the individuals and groups whose support is necessary. The information may also provide clues about
who must be approached and involved in the initial stages of engagement.

Many communities are already involved in coalitions and partnerships around specific issues such as HIV/AIDS,
substance abuse prevention, and community and economic development. It is important to consider how trying
to engage or mobilize the community around new issues may affect these pre-existing efforts.

It is also helpful for those initiating the process to consider how the community perceives them (or their
affiliations). Understanding these perceptions can help identify strengths that can be built upon and barriers that
may need to be overcome.

FOR ENGAGEMENT TO OCCUR, IT IS NECESSARY TO . . .

3 . Go into the community, establish relationships, build trust, work with the formal and informal
leadership, and seek commitment from community organizations and leaders to create processes for
mobilizing the community.

Engagement is based on community support for whatever the process is trying to achieve. The insights from the
literature on community participation and organization, as discussed in Part 1, illuminate this principle of
community engagement. The literature suggests that positive change is more likely to occur when community
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members are an integral part of a program’s development and implementation. Potential participants need to see
that respect for community members and opinion leaders is being fostered. For example, meeting with key
community leaders and groups in their surroundings helps to build trust for a true partnership. Such meetings
provide organizers of engagement activities with more information about the community, its concerns, and
factors that will facilitate and constrain participation. Once a successful rapport is established, the meetings and
exchanges with community members can snowball into an ongoing and substantive partnership.

When going into the community, some implementors find it most effective to reach out to the fullest possible
range of formal and informal leaders and organizations. They try to work with all factions, expand the
engagement table, and avoid becoming identified with one group. Alternatively, implementors of engagement
efforts may find that identifying and working with key stakeholders is the most successful approach. Therefore,
they engage with a smaller, perhaps more manageable, number of community members to achieve their mission.
The range of individuals and groups contacted for an engagement effort depends in part on the issue at hand, the
engagement strategy chosen, and whether the effort is mandated or voluntary.

It is essential for those engaging the community to adhere to the highest ethical standards. Past ethical failures
have created distrust among some communities and have produced great challenges for current community
organizers. If there is any potential for harm within the community through its involvement or endorsement of an
intended action, the community must be educated to those risks so that an informed decision is possible. Failure
to act ethically is not an option. Ethical action is the only hope for developing and maintaining the trust of
communities.

4. Remember and accept that community self-determination is the responsibility and right of all people
who comprise a community. No external entity should assume it can bestow on a community the power to
act in its own self-interest.

Just because an institution or organization introduces itself into the community does not mean that it is
automatically of the community. An organization is of the community when it is run by and controlled by
individuals or groups who are members of the community. This dynamic can be quite complex — communities
themselves may be composed of factions that contend for power and influence. It should be recognized that
internal and external forces may be at play in any engagement effort. As Principle #6 below discusses, a diversity
of ideas may be encountered and negotiated throughout the engagement process.

As strongly supported by the literature on community empowerment, issues, problems, and potential solutions
should be defined by the community. Communities and individuals need to "own" the issues, name the problem,
identify action areas, plan and implement action strategies, and evaluate outcomes.

People in a community are more likely to become involved if they identify with the issues being addressed and
consider them important, and feel they have influence and can make a contribution. Participation will also be
easier if people encounter few barriers to participation, find that the benefits of participating outweigh the costs
(e.g., time, energy, dollars), and believe the participation process and related organizational climate are open and
supportive.

FOR ENGAGEMENT TO SUCCEED . . .

5. Partnering with the community is necessary to create change and improve health.

The American Heritage Dictionary defines partnership as "a relationship between individuals or groups that is
characterized by mutual cooperation and responsibility, as for the achievement of a specified goal." Many of the
organizing concepts highlighted in Part 1, namely social ecology, community participation, and community
organization, speak to the relationship between community partnerships and positive change. We know from
discussions on empowerment that equity in these partnerships is more likely to lead to desired outcomes (see
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Principle #4). The individuals and groups involved in a partnership must feel that they each have something to
contribute and something to gain. Every party in such a relationship also holds important responsibility for the
final outcome of an effort.

6. All aspects of community engagement must recognize and respect community diversity. Awareness of
the various cultures of a community and other factors of diversity must be paramount in designing and
implementing community engagement approaches.

Diversity may be related to economic, educational, employment, and health status as well as to differences in
cultures, language, age, mobility, literacy, and interests. Engaging these diverse populations will require the use
of multiple engagement strategies.

Culture relates to traditions, values, and norms of a particular group of people. It may be rooted in family and
heritage (e.g., the culture associated with ethnicity and religion), or in affinity groups (e.g., clubs and
associations). We know from the literature on cultural influences that the processes, strategies, and techniques
used to engage the community around health promotion, health protection, and disease prevention must be
respectful of and designed to complement these traditions.

7. Community engagement can only be sustained by identifying and mobilizing community assets, and by
developing capacities and resources for community health decisions and action.

Community assets include the interests, skills, and experiences of individuals and local organizations. Individual
and institutional resources such as facilities, materials, skills, and economic power all have the potential for
being mobilized for community health decision-making and action. Community structures and members should
be viewed as resources for change and action. The Benefits and Costs discussion in Part 1 highlights the need to
make an exchange of resources available to ensure community participation. Of course, depending on the
"trigger" for the engagement process (i.e., a funded mandate vs. a more grass-roots effort), resources are likely to
be quite varied.

The literature involving Capacity Building and Coalitions stresses that engagement is more likely to be sustained
when appropriately nurtured. Engaging the community around health decision-making and action may involve
providing experts and resources to help communities develop the necessary capacities and infrastructure to
analyze situations, make decisions, and take action. This assistance may involve training in leadership,
facilitating meetings and discussions, and other skills-building activities.

8. An engaging organization or individual change agent must be prepared to release control of actions or
interventions to the community, and be flexible enough to meet the changing needs of the community.

Engaging the community is ultimately about community-driven action (see discussions under Community
Empowerment and Community Organization in Part 1). While balancing with the need to create a manageable
process, community action should include as many different elements of a community as possible in order to be
sustained. The community engagement process is also a way to facilitate behavior change that is acceptable to
the community. As a result, change will occur in relationships and in the way institutions and individuals
demonstrate their capacity and strength to act on specific issues. Coalitions, networks, and new alliances are
likely to emerge. Efforts will affect public and private programs, policies, and resource allocation. Those
implementing engagement efforts must be prepared to anticipate and respond to these changes.

9. Community collaboration requires long-term commitment by the engaging organization and its
partners.

Communities differ in their stage of development (see Stages of Innovation in Part 1). As discussed under
Principle #7 and supported by the literature on Coalitions and Capacity Building, community participation and
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mobilization frequently need nurturing over the long term. Building trust and helping communities develop the
capacity and infrastructure for successful community action take time. Before individuals and organizations can
gain influence and become players and partners in community health decision-making and action, they may need
additional resources, knowledge, and skills. For example, people and organizations in the community might need
long-term technical assistance and training related to developing an organization, securing resources, organizing
constituencies to work for change, participating in partnerships and coalitions, resolving conflict, and other
technical knowledge necessary to address issues of concern.

For further information on community collaboration, visit the Public Health Practice Program Office Internet site at
www.cdc.gov/phppo/ or contact Michael Hatcher at Mail Stop K39, 4770 Buford Highway, N.E., Atlanta, GA., 30341-
3724 or email mth1@cdc.gov.
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Applying Principles to the Community Engagement
Process
Introduction

Every organization in the health field has customers, clients, or constituents who influence how the work is
accomplished and received. As a result, conducting and managing community engagement activities are ongoing
and critical responsibilities of every organizational leader involved in health-related decision-making. The
community engagement process means working with and through constituents to achieve common goals. The
process demands that those implementing the engagement effort communicate with community leaders and
members who have diverse backgrounds, values, priorities, and concerns. It is at this point that the principles and
organizing concepts underlying community engagement come together with real-world activities.

Part 3 of Principles of Community Engagement illustrates the application of community engagement principles
through examples of eight successful community collaborations and a discussion of the principles they illustrate.
The case examples are brief descriptions of the project, based on the source materials listed, and their
development did not involve extensive interviews with the individuals involved in the particular engagement
effort. However, each of the case examples illustrates at least one principle; some embody many of them. They
are presented in an effort to highlight ways in which the principles can be used in community engagement.

On pages the following pages, the principles are repeated and the eight case examples are listed. A matrix is then
provided that shows the collaborations and the principles they embody. Part 3 closes with the case examples and
a more detailed discussion of the community engagement principles, incorporating elements of the case
examples.

Principles of Community Engagement

Before Starting a Community Engagement Effort . . .

1. Be clear about the purposes or goals of the engagement effort, and the populations and/or communities
you want to engage.

2. Become knowledgeable about the community in terms of its economic conditions, political structures,
norms and values, demographic trends, history, and experience with engagement efforts. Learn about the
community’s perceptions of those initiating the engagement activities.

For Engagement to Occur, It Is Necessary to . . .

3 . Go into the community, establish relationships, build trust, work with the formal and informal
leadership, and seek commitment from community organizations and leaders to create processes for
mobilizing the community.

4. Remember and accept that community self-determination is the responsibility and right of all people
who comprise a community. No external entity should assume it can bestow to a community the power to
act in its own self-interest.

For Engagement to Succeed . . .

5. Partnering with the community is necessary to create change and improve health.
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6. All aspects of community engagement must recognize and respect community diversity. Awareness of
the various cultures of a community and other factors of diversity must be paramount in designing and
implementing community engagement approaches.

7. Community engagement can only be sustained by identifying and mobilizing community assets, and by
developing capacities and resources for community health decisions and action.

8. An engaging organization or individual change agent must be prepared to release control of actions or
interventions to the community, and be flexible enough to meet the changing needs of the community.

9. Community collaboration requires long-term commitment by the engaging organization and its
partners.

Successful Community Engagement Efforts

The following pages present eight examples of successful community engagement collaborations. They
are:

· Identifying Community Leaders (Thurston County Public Health and Social Services Department and
APEX/PH; Olympia, Washington)

· The Church as a "Natural" Partner in Health Promotion (The Jackson County Health Advisory
Council; Jackson County, Florida)

· Community Self-Determination in Breast Cancer Research (National Breast Cancer Coalition;
Philadelphia, Pennsylvania)

· A "Good Research Agreement": Preserving Community Culture and Self-Determination (The Mohawk
Community of Akwesasne; Hogansburg, New York)

· National Cancer Institute: ASSISTing Change in Community Health (American Cancer Society
Affiliates, State Health Departments, and Community-Based Coalitions; Detroit, Michigan)

· The Community Makes it a "Safe Night" for Public Health (City of Milwaukee Health Department and
Milwaukee Violence Prevention Coalition; Milwaukee, Wisconsin)

· Community Care Network (The Hospital Research and Educational Trust, American Hospital
Association, the Catholic Health Association of the United States, and the Voluntary Hospitals Association;
Chicago, Illinois)

· Networks for Community Health (North Carolina Community-Based Public Health Initiative; Chapel
Hill, North Carolina)
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Note: The rationale for each _ is offered both within each case example abstract and in the narrative
section that follows the case examples.

Identifying Community Leaders
Thurston County Public Health and Social Services Department and APEX/PH

Olympia, Washington

The Assessment Protocol for Excellence in Public Health (APEX/PH) is a process used by local health
departments to examine and improve their ability to meet the health needs of their communities. APEX/PH
consists of three stages: an organizational capacity assessment, a community process, and a final "completing
the cycle" stage. The following is an example of how one public health agency responded to their APEX/PH-
identified deficiencies in community assessment and planning. Their solution was to identify community
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leaders whose input would enhance the credibility of their community health plans within the community.
Consistent with community engagement Principles #1 - #5, this approach recognizes the need to establish
relationships within the community and work with existing leadership to support the goals of a public health
initiative.

During the initial stage of their APEX/PH project, the Thurston County Public Health and Social Services
Department identified a need to strengthen their community health assessment and planning capabilities.
This issue was addressed in the second stage of the process with the establishment of a County
Community Health Task Force, whose members were selected through a modified "key informant"
process. Key informants are individuals who represent important constituencies through their knowledge
of or experience with the health issues being addressed. The agency convened a breakfast meeting with
community leaders, and asked participants to provide the names of appropriate individuals to participate
in the Task Force. In essence, participants were asked: "Whose name would you have to see on a health
plan to believe it was valuable?" Task Force members were then selected from among the recurring names
that appeared in the responses.

Before convening the Task Force, the agency collected comprehensive community data and published it in
a book entitled, Health Status of Thurston County. Results from the data book, as well as the perceptions of
the Task Force, were used to identify 15 health issues. The Task Force then used a variety of techniques,
including some modified versions of those described in the APEX/PH workbook to set priorities among
the 15 issues. However, the Task Force was uncomfortable with selecting the top three or five health issues
and decided to pursue all of the issues that had been identified.

The Task Force divided into three subcommittees — clinical, environmental, and social — each of which
developed plans to address specific issues within the 15. These subcommittees considered current efforts,
additional efforts needed, and how to evaluate results. The clinical subcommittee focused on the problems
of dental decay in children, immunization of preschool children, and overnutrition and obesity in school-
age children. The environmental subcommittee addressed air quality, water quality, food safety, and
preventable injury. The social subcommittee looked at issues of child abuse and domestic violence, and
alcohol and drug misuse and dependence.

In May 1995, the Thurston County Community Health Task Force published Strategies for a Healthy
Future detailing the health issues and the strategies devised to address each issue. The Task Force
members recruited a wide range of organizations to lead the implementation of the strategies. An
important outcome of this approach, according to one county official, was that "the community now feels
a responsibility to make a difference. They’re investing time and energy into moving toward
implementation. It’s not a health department work plan. It’s a community health plan — owned and
planned by the community — in which the health department participates."

Source:
Centra L, McDonald S. APEX in practice. In: National Association of County and City Health Officials
(NACCHO) Newsletter. Washington (DC): National Association of County and City Health Officials; 1997
March.

For general information on APEX/PH, please contact:
Carol Brown, Director, Data and Community Assessment, or
Liz Centra, APEX/PH Project Manager
National Association of County and City Health Officials
440 First Street, NW, Suite 450
Washington, DC 20001
Phone: 202/783-5550
Fax: 202/783-1583
e-mail: Lcentra@naccho.org
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The Church as a "Natural" Partner in Health Promotion
The Jackson County Health Advisory Council

Jackson County, Florida

Bringing health promotion activities to members of the community often requires mobilizing the community’s
existing assets, both people and institutional resources, as described in Principle #7. Planned Approach to
Community Health (PATCH) is a process developed by the Centers for Disease Control and Prevention (CDC)
that is specifically geared toward planning and implementing community-based public health strategies. PATCH
is founded on the principles of community support and participation in health promotion. Each element of
PATCH is characterized by local leadership and decision-making. Instruments can be modified to appropriately
reflect cultural diversity, as stressed in Principle #6. Through the use of PATCH, participants are able to learn
more about different aspects of the community (Principle #2). In Jackson County, Florida, as in many parts of
the country, public health agencies are turning to churches, which can be the most prominent social and cultural
institutions in a community. This approach recognizes Principle #3, which asks organizers of community
engagement to establish relationships and work with existing leadership structures. With their tradition of
community leadership and service, churches are seen as "natural" partners in achieving public health goals. The
initiative described below demonstrates how health-related programs have been organized and operated by
churches with the support of public health agencies and educators. It also fulfills Principle #5 by demonstrating
the value of creating true partnerships by integrating health promotion into the community's established
structures.

African Americans in rural Jackson County, Florida, are at greater risk for a variety of health problems than are
Whites in the county. This is indicated by higher death rates from heart disease, cancer and stroke, as well as a
greater number of low birthweight babies and other health problems. Twenty-five percent of the county’s
residents are African Americans. Officials from county health and social service agencies and public health
educators saw this disparity in health status as evidence that a targeted health promotion effort was needed. They
joined with church leaders, many of whom had a track record of success in mobilizing the community, to
formulate an initiative based on a culturally appropriate version of PATCH.

In Jackson County, the church was an obvious place to start for community health promotion. In addition to their
significant presence (more than 80 Protestant churches) in the county, churches are influential social and cultural
institutions within the African American community. The church is also seen as a community resource because
of its role as a meeting place and focal point in many rural regions and because of its traditional role in serving
the interests of the community.

One of the initial steps taken by Jackson County was to establish a Health Advisory Council, composed of 16
primarily African American Jackson County churches plus representatives of relevant agencies. Most of the
participating church leaders were also leaders in numerous local community organizations. After undergoing a
period of training and planning, the Council acquired the skills and resources necessary to encourage other local
churches to design, implement, and evaluate their own health promotion programs.

Participating churches were selected according to the following criteria: (a) a minimum of 75 active church
members; (b) commitment to the program by the church pastor; (c) willingness to establish a church health
committee of at least 8 members; and (d) commitment to participate in training, including training in data
collection. Each participating church established a health council responsible for planning a health promotion
program. These individual programs were based on (a) the health needs of the individual church’s membership
and (b) broader health priorities as determined by the Health Advisory Council with technical support from
agency staff.

The priorities identified by the Council were based on data from a community survey, the vital statistics for
Jackson County, and data on health-related behaviors among Floridians in general. Based on these combined
data, the Health Advisory Council determined that cardiovascular disease was a particular problem for non-
whites in the county and this problem was related to poor nutritional practices, lack of exercise, smoking, stress,
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obesity, and lack of medical attention. The Council recommended that these and other behaviors relating to heart
problems should be the focus of the church-based efforts.

The Council organized workshops to provide church participants with basic cardiovascular and health
information and to help them plan and operate church-based programs. Church leaders encouraged community
members to participate in health promotion activities conducted at the churches and other community gathering
places. Activities typically included blood pressure monitoring, direct health instruction, exercise programs, and
special programs in various aspects of health. A core of church leaders and members fulfilled a variety of
functions, from taking blood pressures to serving as peer facilitators. Program planners also emphasized the
integration of health promotion activities with existing church events, for example, by scheduling an activity
immediately after worship services.

To supplement and reinforce these activities, the Council placed in local libraries a variety of culturally-
appropriate educational resources that focused on nutrition, exercise, and mental health. Resources included
videotapes, training packets, games, manuals, and newsletters. The Council also disseminated information about
health promotion through radio announcements, church bulletins, and monthly newsletters.

According to an assessment of the impact of the church-based program, it appeared that community awareness
was raised with regard to health promotion, as indicated by the increases in program participants over the course
of several years. Although dramatic effects were not demonstrated, the programs also appeared to produce
improved nutritional behaviors of some people (e.g., decreases in consumption of fatty and high-sodium foods,
and increases in consumption of healthful foods) and decreases in blood pressure rates among some high-risk
individuals.

Sources:

Sutherland M, Barber M, Harris G, Cowart M. Health promotion in southern rural black churches: a program
model. Journal of Health Education March 1992;23(2):109-111.

Sutherland M, Barber M, Harris G, Warner V, Cowart M, Menard A. Planning preventive health programming
for rural blacks: developmental processes of a model PATCH program. Wellness Perspectives: Research, Theory,
and Practice 1989;6(1):57-67.

Turner LW, Sutherland M, Harris GJ, Barber M. Cardiovascular health promotion in North Florida African-
American churches. Health Values 1995;19(2):3-9.

For general information on PATCH, please contact:

Centers for Disease Control and Prevention
National Center for Chronic Disease Prevention and Health Promotion
Community Health Promotion and Integrated Programs
Phone: 770/488-5426
Fax: 770/488-5964

Community Self-Determination in Breast Cancer Research
National Breast Cancer Coalition

Philadelphia, Pennsylvania

The National Breast Cancer Coalition (NBCC) offers a model of community engagement in which members of
the community become their own advocates to mobilize resources on behalf of a public health issue. Here,
community is defined by a shared interest or experience, in this case being affected by breast cancer, rather than
a particular demographic characteristic. At NBCC’s foundation are a number of community-based support
groups, which reflects the desire to establish relationships within the community (Principle #3). The coalition,
very much in line with the concept of community self-determination (Principle #4), crafted new roles for women
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with breast cancer in determining the directions of research in their disease. The coalition also took steps to
provide members of their community with the capacity — the skills and knowledge — to participate in and
contribute to the public health and policy processes (Principle #7).

The NBCC was formed in May 1991 by 100 community-based breast cancer support groups. Its goal was to
overcome the nation’s lack of progress in combating breast cancer, a leading cause of cancer death among
women. The Coalition attributed the lack of progress in large part to the approaches taken by clinicians and
researchers, specifically their emphasis on treatment rather than on prevention and diagnosis. Reversing this lack
of progress became a focal point of the Coalition’s activities.

One central strategy, established during the Coalition’s first meeting, was to promote research on causes,
treatments, and potential cures. Although all but a few at the meeting were non-scientists, the Coalition
specifically wanted to see increased funding for research, expanded recruitment and training of scientists, and
improved coordination among breast cancer research activities.

As its first major initiative, the Coalition launched a signature campaign called "Do the Right Thing," which
produced 600,000 letters that the Coalition delivered to President Bush and Congress asking for increased breast
cancer research. This and the Coalition’s related efforts contributed to the decision for increased federal funding
for breast cancer research. The Coalition wanted to do more than just add money to existing research. It wanted
to change the research enterprise to make it more efficient, more effective, and more responsive to the needs of
women with breast cancer.

One of the first priorities established by NBCC was to increase consumer involvement in every aspect of breast
cancer research. Dr. Kay Dickersin, an assistant professor at the University of Maryland who was diagnosed with
breast cancer a decade ago, describes the Coalition’s rationale:

"We are the subjects of the research. Without us, the research could not take place. We are also the people to
whom the research is applied once something is learned. So to leave us out of the research process other than to
serve in research studies and to be the users of medical care, really makes no sense."

Dickersin believes a potential role exists for consumers in each step of the research process: in the initial
decisions about planning and designing a research project, in the review of the study by institutional review
boards and peer review groups, and on the ethical and administrative oversight committees for the study.

One of the most difficult barriers to consumer participation in the research design process is the difficulty in
communication between scientists and consumers. Researchers are resistant to involving non-scientists in their
projects, citing the lay person’s lack of scientific training and a concern that input from consumers will bias the
research. On the other side, consumers tend to be intimidated in scientific meetings and unwilling to assert their
views.

To address this "disconnect" between research and the community, the NBCC has undertaken an initiative aimed
at preparing consumers for participation in research. Called Project Leadership, Education, and Advocacy
Development (Project LEAD), this is a 4-day course designed to increase the influence of breast cancer activists
in scientific decision-making. The course includes a full day on basic science, which reviews DNA replication,
transcription, translation, cell cycle, cell signaling, genetic linkage, and other issues. It also covers epidemiologic
methods and statistics. Other activities include training in advocacy skills, including role-playing, to train
women with breast cancer to express their point of view in the context of a scientific meeting.

Having consumers involved in research is good for both patients and researchers, observes Dickersin, who adds:

"Patients are telling about what the disease means to them and the outcomes that are important. This has a
positive impact on research so that we are not just looking at it in terms of lab outcomes and survival, but other
outcomes important to human beings. The strong partnership with the consumer groups has increased the
validity and relevance of research as far as I am concerned."
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Source:

Dickersin, K. Presentation at: Institute of Medicine, Committee to Identify Strategies to Raise the Profile of
Substance Abuse and Alcoholism Research; 1996 March; Washington, DC.

A "Good Research Agreement": Preserving Community Culture and Self-Determination
The Mohawk Community of Akwesasne

Hogansburg, NY

Recognition of a community’s cultural norms (Principle #6) and the need for community self-determination
(Principle #4) are essential for gaining acceptance of a project initiated by an outside entity. Presented below is
an example of how one community has articulated its requirements and created a process to ensure that its
culture and interests are addressed in research projects that want to involve its members. It also reflects
Principle #3, the building of trust and strong working relationships between community members and
researchers. Principle #8 is implicit in the protocol that was created — the researchers must be prepared to
revise their approach, as requested by the community. The research protocol reflects a long-term commitment by
recognizing that the community’s interests continue beyond the time frame of any one particular project
(Principle #9). Although this example involves research, the concepts and process are relevant to virtually any
community-based initiative.

In response to an increasing number of environmental and other types of research projects being proposed in
their area, members of the Mohawk Nation community of Akwesasne in upstate New York established a protocol
for reviewing research proposals. The protocol is a blend of cultural philosophy and pragmatic response to
operational issues and concerns. In addition to presenting guidelines for conducting research that draw from the
community’s cultural ideals, the protocol outlines numerous requirements to ensure community participation in
all stages of research, from planning through dissemination of the results. The protocol also requires researchers
to describe the benefits and risks to individuals and the community as a whole, and to address such issues as
informed consent, intellectual property rights, and data ownership.

The review of research proposals is overseen by a community-based organization, the Akwesasne Task Force on
the Environment, whose mission is to "conserve, protect, and restore the environment, [and] natural and cultural
resources" within the Akwesasne territory. The Task Force reviews behavioral, social, and medical research
proposals as well as environmental studies. Their approval is required before any research can be conducted in
the community.

The review process is characterized by the Task Force as "a guide to improve relations between the community
of Akwesasne and scientists/researchers, and to promote collaboration within the framework of mutual trust and
cooperation." The ultimate objective is the development of "a good research agreement," which they have
defined as something that will "result in shared power, shared resources, and mutual understanding and will
ensure that studies proceed in a manner that is both culturally sensitive, relevant, and beneficial to the
participants and community of Akwesasne."

The following excerpts from the "Definitions" portion of the protocol illustrate the views of the community on a
variety of issues:

· Empowerment: "Empowerment is defined as a sharing of power and the result of a good research agreement
developed by both the community and the researcher. Each of the participants feel that their needs are being met
and that their credibility is increasing. Partnership and responsibility continue to grow as more and more respect
and equity enter the agreement....Empowerment also means that authorship must be shared between the
community and the researcher...."

· Equity: "Equity is defined as a sharing of resources. Both the researchers and the community must bring equity
to the agreement. Each of the participants in a good research agreement must evaluate this equity in relationship
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to the research. Finance or money is only one form of equity. Community knowledge, networks, personnel, and
political/social power are other forms of equity. Each of these commodities has value and must be shared
between the researchers and community if a good agreement is to be formulated. It will be necessary to review
equity over the duration of the agreement."

· Respect: "In order to develop a good research agreement, the researchers and the community must generate
respect for each other. Respect is generated by understanding each other’s social, political, and cultural
structures. The researchers and the community cannot assume they believe in the same things or share the same
goals and expectations....Definitions and assumptions must be clarified and questioned by each side. The
community and the researchers must listen to each other with clean, clear ears. Consensus and a mediation
process will be used to develop the procedures which can be honored by both the researchers and the
community."

The protocol identifies a number of specific areas of concern with regard to the collection and dissemination of
research data. In addition to requiring that researchers spell out the benefits and risks (including physical,
psychological, social, and cultural risks) that might result from the research, the protocol sets forth strong
confidentiality requirements and mandates that data be shared with the community before disseminating them
more widely. It also requires that members of the community be given priority in employment and training
opportunities associated with the project.

Finally, researchers are also required to undergo cultural sensitivity training and establish communication
strategies for keeping the community informed about the progress of the research project. The protocol indicates
that the community’s interests continue even after the project is concluded, with requirements for community
involvement in such things as commercialization of the research findings.

Source:
Akwesasne Task Force on the Environment, Research Advisory Committee. Protocol for review of
environmental and scientific research proposals. Hogansburg (NY): Akwesasne Task Force on the Environment,
Research Advisory Committee; 1996.

National Cancer Institute: ASSISTing Change in Community Health
American Cancer Society Affiliates, State Health Departments, and

Community-Based Coalitions
Detroit, MI

Although smoking is an individual behavior, tobacco use is increasingly seen as a broad public health issue
because of the significant influence of social and environmental factors in the initiation of smoking and the
decision to quit, and because of the effects of second-hand smoke on non-smokers. A national program to reduce
smoking, called ASSIST, is focusing primarily on the community as the most appropriate level for implementing
smoking control interventions. The program is based on a model which, consistent with Principle #5, stresses the
need to establish partnerships with community organizations and to provide resources that allow communities to
undertake their own public health strategies. This flexibility in meeting community needs (Principle #8) means
that local coalitions can determine their own interventions. A local ASSIST coalition in Detroit recognized the
need to be involved over the long term to ensure that positive public health actions occur (Principle #9).

The American Stop Smoking Intervention Study for Cancer Prevention (ASSIST) is a partnership of national,
state, and local organizations concerned with reducing the incidence of tobacco-related cancers. The program’s
objectives, which are directed toward both smokers and the general public, include policy changes, media
advocacy, and prevention activities at the community level. These prevention activities are designed to
encourage smokers to quit and to strengthen the norms and values that support non-smoking.

Each ASSIST program uses the same multi-level partnership model. Community-based coalitions that include
voluntary health organizations, such as local affiliates of the American Cancer Society and others who have a
history of involvement in cancer prevention and networks of volunteers implement smoking control strategies.
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At this local level, individual community members and grass-roots groups become involved in the process, and
are assisted by community-based, state, and national agencies and institutions (see the Detroit ASSIST Coalition
description, which follows). Individual ASSIST programs are administered by state health departments, which
offer experience in working in partnerships to achieve public health goals and a guaranteed continued presence.
At the national level, the National Cancer Institute provides funding, the smoking cessation and prevention
technology that has been developed from years of scientific study, and other technical assistance.

The following assumptions underlying the ASSIST program model reflect the partnership aspects of the
principles of community engagement:

· When a community affected by change is involved in initiating and promoting the development of that change,
there is an increased probability that the change will be successful and permanent. This involvement includes
participation by community representatives in defining the problem and in planning and instituting steps to
resolve the problem.

· Staff energies should be devoted to building capacity within the coalition and the site rather than to directly
carrying out interventions.

· ASSIST resources will augment the existing resources of coalition members and other community
organizations to accomplish ASSIST objectives. Rather than supplanting resources, ASSIST will stimulate and
enhance existing resources to expand beyond their current smoking control activities. Conversely, ASSIST staff
resources will be amplified by contributions of coalition members and other community organizations.

Community-based coalitions are the centerpieces of the ASSIST program because they are seen as the
"organizational structures best suited to mobilize larger communities for smoking control." The initial aim of
ASSIST has been to increase the capacity of existing community groups and organizations to serve as smoking
control agents, and to bring new organizations into the arena. Below is a brief overview of a coalition in Detroit,
where the ASSIST program has been building on the state’s previous tobacco control efforts.

The Detroit ASSIST Coalition

The Michigan ASSIST program supports seven local coalitions, including one in the Detroit area. The Detroit
coalition, which was established in 1992, describes itself as an "advocacy and information network through
which tobacco prevention and reduction [assistance]...can be provided to all sectors of the community." The
local organizations involved in the Detroit coalition include voluntary groups, local health departments,
academic institutions, religious groups, family groups, women’s groups, minority groups, health professionals,
and community service groups and neighborhood organizations.

A primary goal of the Detroit coalition is to ban tobacco advertising on billboards. The coalition is particularly
concerned about the use of billboards to appeal to young people and people in low-income communities. This
concern has been fueled by a city survey (conducted at the request of another community coalition), which found
that more than half of the 41,000 billboards in Detroit advertised alcohol or tobacco products and that billboards
are more common in low-income communities.

Members of the coalition are designated as leaders for specific advocacy strategies developed by the coalition.
These include updating the results of the billboard survey, garnering support for a ban from the business
community and government, and publicizing the issue in the media. The coalition reports that even with their
successes, a continuing need exists to engage groups and strengthen their involvement in tobacco control
activities. "While the project has been successful in maintaining a small core group who consistently participate
in the activities, recruitment and training efforts will be strengthened to bring the objectives to completion as
desired."

Sources:
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Kent County Health Department. Michigan tobacco reduction coalition newsletter. Grand Rapids (MI): Kent
County Health Department; 1996 July/August.

Michigan ASSIST Project. Michigan ASSIST Project: annual action plan. Michigan Department of Public
Health; 1996 July 31.

Michigan ASSIST Project. Michigan ASSIST Project: site analysis draft. Michigan Department of Public Health;
1992.

Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: executive
summary 1989 Michigan Tobacco Reduction Task Force Report. Lansing (MI): Michigan Department of Public
Health, Center for Health Promotion; 1990 January.

Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: a report of
the 1989 Michigan Tobacco Reduction Task Force. Lansing (MI): Michigan Department of Public Health, Center
for Health Promotion; 1990 January.

The Community Makes it a "SAFE NIGHT" for Public Health
City of Milwaukee Health Department and the Milwaukee Violence Prevention Coalition

Milwaukee, WI

Public health strategies for community engagement are being applied to violence prevention in Milwaukee,
Wisconsin, a city that experienced a more than 300 percent increase in violent death and injury from 1983 to
1993. The city’s health department responded to this alarming trend with SAFE NIGHT, an award-winning
model program that helps communities develop the capacity to reduce violence in their neighborhoods and
homes. The program incorporates Principle #7, which stresses capacity building for achieving community health
goals, and Principle #9, which emphasizes long-term commitment.

In 1993, following a decade of dramatic increases in violence-related deaths and injuries, the City of Milwaukee
Health Department and the Milwaukee Violence Prevention Coalition developed a model community-based
prevention program to help reduce violence. This program, called SAFE NIGHT, combines education on
relevant topics — such as risk factors, conflict resolution, and anger management — with family enrichment
activities and community organizing initiatives.

The SAFE NIGHT approach is based on three objectives, all of which reflect the principles of community
engagement:

· Enlist community support for forming an effective violence prevention tool.
· Use public health methods to help reinforce community efforts.
· Sustain prolonged violence prevention efforts with the community at large.

The SAFE NIGHT program has attracted strong support from citizen groups, police, hospitals, schools, and
businesses. Nearly 50 community-based organizations and neighborhood groups are involved. Communities
have taken ownership of the program, hosting violence prevention events weekly at numerous sites. In addition
to developing SAFE NIGHT, the health department provides many of the program’s capacity-building resources,
including organizer kits, training sessions, and linkages to businesses that donate services.

Using the SAFE NIGHT model, the health department and communities in Milwaukee have become effective
partners in controlling the local environment and reducing violence. To cite one example of its effectiveness:
SAFE NIGHT has been credited with sharply reducing the number of children admitted to the emergency room
with violence-related injuries at the city’s Children’s Hospital. Similar successes are expected as the program
spreads throughout the city and state.

Source:
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National Association of County and City Health Officials (NACCHO). J. Howard Beard Award winners honored
at the National Association of County and City Health Officials, Annual Conference. NACCHO News
1996;July/August:9.

Community Care Network
The Hospital Research and Educational Trust

Chicago, IL

As health care delivery increasingly focuses on community outcomes, local public health agencies and
community-based organizations have become critical links to hospitals and health care providers, particularly in
reaching the underserved and in the areas of prevention and health promotion. A national program is bringing
these groups together in partnerships that emphasize the health status of the community overall and
accountability to the community. This program reflects Principle #1, which recognizes that community
engagement goals can vary, Principle #2, which requires becoming knowledgeable about the community, and
Principle #3, which addresses the need to establish relationships with recognized and trusted community groups.
Individual communities are able to determine their own program goals and strategies within this national
program (Principle #4). The entire program is based on Principle #5, which states that community partnerships
are necessary to improve health.

The Community Care Network (CCN), a program operated by the Hospital Research and Educational Trust, has
created partnerships among local health care providers and community institutions, including public health and
social services agencies as well as other community-based organizations. Other national groups involved in CCN
include the American Hospital Association, the Catholic Health Association of the United States, and the
Voluntary Hospitals of America, Inc. The program is supported primarily by the W.K. Kellogg Foundation, with
additional funding from the Duke Endowment.

CCN, which was established in 1994, supports projects in 25 communities with diverse populations ranging in
size from fewer than 15,000 to more than 1 million. The health concerns of these communities often involve
issues of access, whether in terms of geographical access, availability, cost, or insurance coverage.

The goal of CCN is to integrate community-based organizations and perspectives into the local health care
system. Local public health and social services agencies play a central role in the CCN program because of their
position within the community. As one federal health official describes it:

"Local health departments have a significant and rich history in building coalitions to bridge any gaps or
deficiencies in services...; they have done so much work with hard-to-reach populations; they have been heavily
involved in community health education...; and they have experience in providing technical assistance. All this
has given them credibility within their communities."

This credibility is a key element in engaging community support for the kinds of health initiatives supported
under the CCN program.

Under CCN, the objective of improved coordination and management of service delivery is tied to a focus on the
health status of communities, not just that of patients or health plan enrollees, and to "community
accountability." Different CCN projects are implementing these concepts in different ways, and they typically
involve a variety of organizations. For example:

· To the CCN program in Broome County, New York, community accountability means establishing "formal,
accountable linkages among providers of health and human services, health planners, and educational system to
allow for coordinated case finding and service delivery across the continuum." This approach reflects the diverse
range of health concerns in the community, which is confronting high rates of AIDS, drug-related violence, heart
disease, teenage pregnancy, and health problems relating to poverty. The Broome Community Partners Uniting
for Healthy Families includes the local school district, health department, mental health agency, hospitals, and

5/5/26, 11:10 PM PART 3

https://web.archive.org/web/20100607080026/http://www.cdc.gov/phppo/pce/part3.htm 13/22



charitable health organizations.

· In Lancaster, Pennsylvania, the CCN program has identified lack of access to primary care as a major health
problem for the community. In this context, the program views community accountability in terms of providing
services to the entire population, but they are specifically targeting the uninsured and the underinsured. In
addition to health care providers and administrators, members of the Lancaster Community Care Network
include attorneys and state and local government officials.

· The principal health concerns in Riverside, California, include a high rate of teenage pregnancy and high
absenteeism from schools due to illness. Accordingly, to the Jurupa Community Partnership, accountability
means community outreach through school-based community cultural events and health fairs and other activities
that provide information about services and the CCN project. The original partnership, which included the social
services department, the YMCA, a nonprofit youth service organization, and an elementary school, will soon be
joined by a county health clinic and general hospital.

· The Rural Health Outreach Program in Arrington, Virginia, is placing lead responsibility for community
accountability with a Community Health Council that provides oversight of the program’s activities and will
track health outcomes. Institutional members of the program include community health and social services
agencies, county health and mental health agencies, a hospital, a university medical center, and a private
managed care organization. They will be focusing on the community’s high cardiovascular mortality rates due to
chronic diseases such as diabetes and hypertension, and on such barriers to care as cost and geographic isolation.

Although CCN is a relatively new initiative, it is well on its way to improving public health in the communities
in which it is currently operating. More broadly, it is providing an important new model for restructuring local
health and human services delivery into a coordinated health care network that places greater emphasis on
engaging the community.

Sources:
American Hospital Association, Hospital Research and Educational Trust, Catholic Health Association of the
U.S., VHA Inc. Special Issue: On structuring public health. CCN Vision 1996;1(3).

Hospital Research and Educational Trust. Background and resources for a community health status focus.
Chicago (IL): Hospital Research and Educational Trust; 1996 September.

Hospital Research and Educational Trust. The Community Care Network Demonstration Program: the
demonstration and finalist partnerships. Chicago (IL): Community Care Network Demonstration Program; 1996
July.

Sumaya CV. On structuring public health: Sumaya CV, MD, MPH, Administrator, Health Resources and
Services Administration. CCN Vision 1996;1(3):2-3.

Networks for Community Health
North Carolina Community-Based Public Health Initiative

Chapel Hill, NC

An initiative sponsored by the W.K. Kellogg Foundation has promoted stronger links among public health
educators, local health agencies, and community-based organizations in underserved communities. The goal of
the Kellogg program is to change public health education and practice to make them more responsive to
community needs. One state’s Kellogg initiative is described here. Its policies and activities reflect several of the
principles of community engagement: Principle #3, working with community leaders; Principle #4, community-
self-determination; Principle #5, partnerships with the community; Principle #6, respecting community
diversity; Principle #7, capacity building; and Principle #9, long-term commitment. Of special interest is their
approach to assessing the existing capacity of organizations to address health-related issues.
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For the past several years, 12 groups in North Carolina have been working together to address the public health
needs of underserved minority populations in several communities. The groups include community-based
organizations, local health agencies, and university departments. Known as the North Carolina Consortium, they
are funded by a grant from the W.K. Kellogg Foundation’s Community-Based Public Health initiative. The
Kellogg program is based on the following assumption:

"Since all health concepts must ultimately have local relevance, there is a need for public health professionals —
as well as for political, human services, and community leaders — to understand clearly the social, economic,
and cultural conditions which determine health status and the manners by which these affect life style, behavior,
and community decision-making."

The North Carolina Consortium is working to improve the health of targeted populations in selected
communities. The communities themselves are identifying the specific issues and concerns to be addressed,
while agencies and academic participants are providing technical assistance expertise. The consortium’s
approach is based on a non-traditional model of achieving social change, in which "implementation is more than
a matter of pooling academic, service agency, and community-based resources. It is one of allowing an
interorganizational network to set collaborative agendas and make collective decisions." Consistent with this
approach, all members of the consortium have agreed to the following guiding principles:

· Participating community-based organizations should provide strong community support.

· The policy-making body of each participating organization should approve any Consortium initiative.

· The Consortium will designate specific communities with which to work.

· All partners are committed to implementing the community-based process and to acquiring needed resources.

· Each partner is willing to make the changes necessary in order for the community-based health initiative to
become a reality.

The Consortium’s community-based strategies are being developed and implemented by four county coalitions.
Some of the coalitions already existed, while others were formed expressly for this effort. Like the umbrella
Consortium, these four coalitions consist of community-based organizations, health organizations, and university
participants. In planning the effort, the county coalitions were evaluated for their capacity to serve as the agents
of change. Specifically, they were evaluated in terms of their interorganizational networks, as described above.
This evaluation was critical to planning the initial objectives and activities of the different coalitions.

Each coalition was classified according to the level of network that existed among its members. Two coalitions
were found to be in the formative, or "exchange network," stage. At this level, groups engage in "mutually
beneficial exchanges" and other activities through which trust and common understanding are developed. In one
of these two coalitions, the health organizations were already strongly linked, but they needed to develop
relationships with the housing agency and residents council that were representing the community. The coalition
strengthened those relationships by first addressing some health-related housing problems before moving on to
more traditional health concerns. In the other coalition, the health initiative is being led by a community-based
organization. Their initial focus has been on gaining community support for the initiative, assessing the
community’s health-related priorities, and developing the community’s capacity for addressing issues of
concern.

The Consortium judged that the third county coalition had progressed from this early stage to the "action
network" stage in which organizations have some experience in jointly addressing a common problem but do not
have ongoing collaborations. The community-based organizations in the coalition were able to respond
collectively to a crisis, but they did not routinely work together. The initial challenge for this coalition was to
establish structures and processes that would ensure that a network would be in place and responsive to the
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community’s needs on an ongoing basis. Among other things, the coalition began to participate in the
"Community Voices" program developed by the Cooperative Extension program at North Carolina A&T State
University as a tool to develop a community leadership base. The program goal is to develop groups of
community leaders who can work together over time, both in identifying important issues and solving problems
related to those issues. Particular emphasis is placed on reaching groups of emerging community leaders who
traditionally have not been an active part of public decision-making in the communities.

The Consortium determined that the fourth coalition was at the advanced, or "systemic network," stage. At this
level, groups collaborate on all tasks rather than having each organization assigned to accomplish a task alone.
Decision-making power resides with the network. In this coalition, the participating community-based
organization was itself an umbrella for a network of over 40 smaller community groups, and it already had an
ongoing relationship with health agencies. It was clear that the coalition had the capacity to maintain a long-term
presence and undertake complex projects. Their primary activity has been to establish a resource center that
provides services in four main areas: community leadership development, economic development, health
promotion, and minority student career development. This center is the home for such projects as a training
program for community health advocates and a program in which hospitals and educators work together to
improve the educational performances of children with health problems, and to provide access to health services
for public school children in the area.

Funding from the Kellogg Foundation expired in September 1996, but the Consortium and coalitions are
continuing their efforts while seeking support from other sources.

Sources:
W.K. Kellogg Foundation. Program announcement: Community-based public health. Battle Creek (MI): WK
Kellogg Foundation; 1991.

North Carolina Community-Based Public Health Initiative. Overview of activities and projects 1992-1996.
Chapel Hill (NC): North Carolina Community-Based Public Health Initiative; 1996 May.

North Carolina Consortium Partners. Proposal to the W.K. Kellogg Foundation: Community-based public health
initiative to improve minority health in Wake, Orange, Chatham and Lee Counties in North Carolina. Chapel
Hill (NC): North Carolina Consortium Partners; 1992 April.

LINKING ENGAGEMENT PRINCIPLES TO PRACTICE

Before Starting a Community Engagement Effort. . .

Principle #1 emphasizes the need to articulate the purpose and goals of the engagement initiative. Its
implementation involves assessing an organization’s capacity for engaging the community and building or
leveraging community assets for health improvement. Community engagement, like any other initiative an
organization undertakes, needs to be implemented with a plan of action. The people and organizations engaged,
the strategy and approach used to gain their involvement, and the resources needed within the organization and
the community all depend on the purpose and outcomes desired.

Community engagement may or may not be a new way of doing business. If it is new, it may mean changing the
way an organization makes decisions about its programs and allocation of resources. It may also mean
developing partnerships, coalitions, and collaborative efforts with new people and organizations. Before action
can occur, the organizational leaders need to consider and develop a management strategy. Everyone initiating
the effort needs to be operating from the same level of understanding and from a similar framework.

A formal or informal assessment of an organization’s capacity for and approach toward engaging the community
involves looking at:

· The values of the organization (e.g., Does it perceive that it is important to involve the community in
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identifying community health issues and developing programs? Does it recognize that partnering and
collaborating with other groups or community-based organizations are important?)

· The intent of the organization (e.g., What is the best way to establish its position and select strategies to begin
community action? Are authoritative approaches or cooperative approaches more appropriate?)

· The operations of the organization (e.g., Is it already working with the community around specific programs or
issues? How? Are there existing collaborations with other institutions or agencies? Are community leaders or
representatives already involved in decision-making related to program planning, implementation, and
evaluation?)

· The resources and expertise available to support an engagement effort (e.g., What mechanisms will be in place
to ensure that relevant data on community needs will be used? What financial resources will be required? Which
staff are most skilled or already have strong ties to the community?)

In Thurston County, Washington, the health department used APEX/PH as a tool to assess their organizational
capacity and goals for engagement. In this case example, Principle #1 was clearly implemented through the
health department’s identification of the purpose for engaging the community. Their approach also helped
leaders of the engagement effort address Principles #2, 3, 4, and 5 with efforts to know the community, establish
relationships and trust, allow community control, and develop partnerships for change. The approach used in this
case was effective in gaining the community support necessary to strengthen community assessment and
planning within the county.

It is also interesting to note the Thurston County Community Health Task Force’s desire not to select priorities.
Priority setting is important, but it can be counterproductive for long-term community engagement. If
individuals feel that their interests are not part of the priorities of the group, they may leave the collaborative
initiative and valuable resources can be lost. The community organizer may then be faced with an even more
difficult challenge to regain participation from those segments of the community.

While the Community Care Network (CCN) initiative had an overall goal to integrate community-based
organizations and perspectives into the local health care system, the way this goal was carried out in different
parts of the country acknowledged different community needs. The goals and strategies in the CCN program in
Lancaster, Pennsylvania, differed from the program in Riverside, California, because of different community
needs and capacities. Therefore, this initiative adhered to Principle #1 in establishing a clear purpose and goals,
but also fulfilled Principle #2 by becoming knowledgeable about the community in its various implementation
strategies.

In articulating the purposes or goals of a community engagement effort, it can be valuable to think through a few
key issues:

· Know what is of interest and what accomplishments are expected by involving the community. For example, is
the goal a broad one, such as engaging the community in assessing the health status, identifying concerns, and
developing and implementing action plans, as undertaken by the Jackson County Health Advisory Council? Or is
it more narrow, such as engaging the community around specific health objectives (e.g., the National Breast
Cancer Coalition’s goal to foster progress in breast cancer research)?

· Have some idea(s) about how the community should be involved (e.g., as advisors or co-decision makers).

· Be clear on the community to be engaged, at least initially. Is it a geographic community, including all of those
who live within its boundaries? If so, what is the size of the target area — a housing project, neighborhood,
small town, city, or your organization’s entire service area? Is it a specific racial or ethnic group, income-specific
population, or age group? Is it a specific set of institutions or groups, such as neighborhood associations,
community-based organizations, faith communities, or schools? Or is it a combination?
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· Know the extent to which the focus of the community engagement efforts are flexible. As implementors learn
more about the community and issues of interest, you may find it more effective or appropriate to focus
engagement efforts on other populations or communities. Similarly, you may want to modify your goals based
on community input.

As discussed in Part 1, the social science literature and principles suggest that there are several dimensions to the
participation that comes with engagement. An organization’s leaders and staff as well as community leaders and
members will be more likely to become involved if they understand what it means to become involved and
believe their participation will be meaningful.

Principle #2 asks organizations and community leaders to develop an understanding of the community they wish
to engage. As this principle is operationalized, Principle #6 — recognition of community diversity — becomes
increasingly important. For example, in Jackson County, Florida’s community assessment, the local health
department and church leaders recognized the importance of modifying their PATCH instruments to make them
more culturally appropriate. In implementing Principle #2, public health agencies helped to develop a Health
Advisory Council whose members defined the assessment strategies and collected data to support programmatic
decision-making. They examined economic conditions, health status indicators, demographic trends, and
community norms and values to determine the needs of the African American community in Jackson County and
how best to meet those needs.

Applying Principle #2 includes one or, ideally, more than one of the following:

· Using census data, existing community profiles, and information from local planning groups and community
organizations to improve understanding of such matters as the educational, racial/ethnic, age, income,
employment, and health status of the population and to determine what is and is not known about the population.

· Becoming knowledgeable about the formal political structures and influences (e.g., city/county/ward/parish
responsibilities and leadership, neighborhood governance, and community planning councils).

· Identifying key community organizations and institutions, getting to know the formal and informal leadership
structure, and understanding the linkages among groups and the relevant health, human service, education
service systems as well as economic development initiatives.

· Developing an understanding of community/population norms and values and how they may influence
participation in engagement efforts, the community’s health decision-making process, and their health behaviors.

· Learning about past and current efforts to engage the community around health or related issues, understanding
what worked and did not work — and why — as well as how those efforts might influence a community’s
readiness or willingness to become involved again. Increasingly, groups and individuals in a community are
already involved in coalitions and partnerships around specific issues, such as HIV/AIDS, substance abuse
prevention, and community and economic development. It is important to consider how trying to engage or
mobilize the community around other issues may affect these pre-existing efforts.

This understanding will help organizers map community assets, develop a picture of how business is done, and
identify the individuals and groups whose support is necessary. Kretzmann and McKnight’s Building
Communities from the Inside Out can help identify and map community assets and resources (Kretzmann et al.,
1993). CDC’s PATCH also contains tools to help develop an inventory of collaborating groups and survey
opinions of community leaders and members.

Learning about communities involves talking with people, attending community meetings, reading community
newspapers, and obtaining information from current health providers and planners. It involves establishing
relationships and building trust. Consider whether to initiate this activity alone or in partnership with other
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institutions, public agencies, or organizations. In its use of the "key informant" process, the Thurston County
case example describes an innovative way to begin a partnership with the community.

For Engagement to Occur, It Is Necessary to . . .

As discussed in Principle #3, establishing relationships, building trust, and working with community leadership
are critical to create the processes for community engagement. In the Mohawk community of upstate New York,
the community established its own definitions of true community engagement through its development of a
research protocol. Any researcher seeking to work with their community must submit their proposals for review
by the Akwesasne Task Force on the Environment. Through this sense of mutual collaboration and benefit, the
needs of both the researchers and the community can be met.

The local health department in Thurston County, Washington, talked to community leaders to obtain their advice
on membership of a Task Force. The National Breast Cancer Coalition started with many local support groups as
its foundation. Church leaders were approached in Jackson County, Florida, to involve their congregations.
North Carolina’s Community-Based Public Health Initiative relied on four existing county coalitions to develop
and implement new strategies. All of these locations found partners that had mutual interest and their
collaboration offered mutual benefit.

In practice, work within communities is a continual effort of balancing benefits and sustaining cooperation and
accountability among participating groups. All interested individuals, groups, and organizations with like
interests must feel they have influence and can join a community collaboration. This is the foundation for trust
among community collaborators. If trust is not present, relationships are guarded and commitments are tentative.
Therefore, relationships must be built that are inclusive of the entire community. If participation, influence, and
benefits are limited among partners with compatible interest, then distrust is likely and potential community
assets may be lost. Being inclusive can create some organizing challenges. However, successfully overcoming
these challenges will provide a greater return on the investment made by a community leader through greater
involvement of community groups and the assets they bring to the process.

Inclusiveness can create a problem for a facilitator of a community engagement effort. The primary problem is
managing the decision-making process if there is a need for formal governance of the collaboration. If this is the
case, the community should be given an opportunity to shape the governance process and to provide input on
decisions to be made by the governing structure. Such an approach allows the community to influence decisions
through the governance structure they helped establish. Again, Thurston County, Washington, demonstrates how
communities can identify a leadership structure that is trusted.

Further, for engagement efforts to occur, it is important to show how working together will be of benefit to
community organizations and those served or represented by the organization. It is also wise to be prepared to
offer strategies to the collaborative process that can achieve a small success quickly and reinforce the benefit of
participation.

The acceptance of community self-determination, as articulated in Principle #4, is also clearly necessary. For
example, issues of equity and empowerment were central to the Mohawk Nation’s Protocol for Review of
Environmental and Scientific Research Proposals. Researchers cannot assume that they know what is best for
the community. Decision-making must occur on a partnership basis that results in shared power and mutual
understanding. The work of the National Breast Cancer Coalition is also based on the same principle of self-
determination and consumer rights. One of the Coalition’s major priorities was to increase consumer
involvement in every aspect of breast cancer research. Through capacity building and information dissemination,
the members of the Coalition have become important voices in decisions about research projects that affect them
directly.

The nationwide Community Care Network initiative, which links public and private sector resources in meeting
community health needs, is implemented in adherence to Principle #4. Individual communities are able to
develop and carry out their own program goals and strategies according to their self-identified health concerns.
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For example, one part of the country may focus on decreasing teenage pregnancy, while another forms
partnerships to address high cardiovascular mortality rates.

For Engagement to Succeed . . .

When it actually comes down to successfully agreeing upon and implementing the desired actions, several
principles (#5-9) are particularly important. Principle #5, development of true partnerships, means creating
relationships of mutual cooperation, benefits, and responsibility to ensure that results are achieved. For example,
the Detroit ASSIST coalition has been able to partner with diverse organizations to reduce tobacco advertising
on billboards.

Community diversity and its role in engagement (Principle #6) must also be an integral part of any approach.
The North Carolina Consortium reflects this principle with its respect for the diversity of its implementing
coalitions. Each of the four coalitions was in a different developmental stage — this diversity was an integral
part of defining goals and objectives and determining first action steps. While one coalition worked on
developing mutual trust and understanding, another coalition with more experience in working together was able
to undertake more complex projects.

Principle #7 — identifying and mobilizing community assets — is important whether in using existing expertise
to identify areas for community action or tapping into skills and resources to implement and refine these
strategies. The SAFE NIGHT violence prevention program in Milwaukee identified and mobilized the assets of
nearly 50 community organizations and neighborhood groups, while also providing them with capacity-building
training sessions, materials, and other resources.

As Principle #8 implies, community engagement is a long-term process that requires community leaders to
evaluate their roles over time. It is important that one remains flexible enough to meet the changing needs of the
community. For example, while the ASSIST initiative includes global objectives to reduce tobacco use, the local
partnerships mean that individual community coalitions can determine the most appropriate interventions for
their community.

Over time, it may be appropriate for an organization to move away from a position as a lead agency to a position
as one of many partners in a broader effort. In addition, organizations may find that they may no longer need to
reach out to involve the community because it may be coming to them with requests (or even demands) for
certain resources or programs. Organizational leaders should be prepared to respond. Such community action
may require a re-examination and revision of community engagement purposes and goals. Or, the organization
may find it is time to broaden community participation and engage new communities on new issues while
nurturing existing collaborations.

Principle #9 asks the engaging organization for a long-term commitment to the community. For example, the
Mohawk Nation’s protocol recognizes that the community’s interests continue beyond the time frame of the
particular research project. Researchers must be prepared to address issues after the research has been
completed, such as publication and commercial applications of the findings. SAFE NIGHT, Milwaukee’s
community-based violence prevention model, is also based on the idea that sustained efforts over time are
needed. Despite the end of their Kellogg Foundation grant, the North Carolina Community-Based Public Health
Initiative is continuing its coalition process, recognizing the need to sustain important efforts begun with the
community.

CONCLUSION

Principles of Community Engagement has attempted to provide readers with insights into important organizing
concepts found in the literature and in the experiences of community leaders. From these, we have drawn a set of
principles and shown how they have been applied in real-world community engagement efforts.

The contributors to this book hope it will help public health professionals and community leaders to gain greater
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insight into the science and practice that supports community engagement and mobilization. We know that an
understanding of the science will better prepare health professionals and community leaders to practice the art of
effective engagement in the diverse situations that communities face when they take action and make decisions
to improve health and quality of life.

REFERENCES

Akwesasne Task Force on the Environment, Research Advisory Committee. Protocol for review of
environmental and scientific research proposals. Hogansburg (NY): Akwesasne Task Force on the Environment,
Research Advisory Committee; 1996.

American Hospital Association, Hospital Research and Educational Trust, Catholic Health Association of the
U.S., VHA Inc. Special Issue: On structuring public health. CCN Vision 1996;1(3).

Centra L, McDonald S. APEX in practice. In: National Association of County and City Health Officials
(NACCHO) Newsletter. Washington (DC): National Association of County and City Health Officials; 1997
March.

Dickersin, K. Presentation at: Institute of Medicine, Committee to Identify Strategies to Raise the Profile of
Substance Abuse and Alcoholism Research; 1996 March; Washington, DC.

Hospital Research and Educational Trust. Background and resources for a community health status focus.
Chicago (IL): Hospital Research and Educational Trust; 1996 September.

Hospital Research and Educational Trust. The Community Care Network Demonstration Program: the
demonstration and finalist partnerships. Chicago (IL): Community Care Network Demonstration Program; 1996
July.

Kent County Health Department. Michigan tobacco reduction coalition newsletter. Grand Rapids (MI): Kent
County Health Department; 1996 July/August.

Kretzmann JP, McKnight JL. (Center for Urban Affairs and Policy Research, Neighborhood Innovations
Network, Northwestern University) Building communities from the inside out: a path toward finding and
mobilizing a community’s assets. Chicago (IL): ACTA Publications; 1990.

Michigan ASSIST Project. Michigan ASSIST Project: annual action plan. Michigan Department of Public
Health; 1996 July 31.

Michigan ASSIST Project. Michigan ASSIST Project: site analysis draft. Michigan Department of Public Health;
1992.
Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: executive
summary 1989 Michigan Tobacco Reduction Task Force Report. Lansing (MI): Michigan Department of Public
Health, Center for Health Promotion; 1990 January.

Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: a report of
the 1989 Michigan Tobacco Reduction Task Force. Lansing (MI): Michigan Department of Public Health, Center
for Health Promotion; 1990 January.

National Association of County and City Health Officials (NACCHO). J. Howard Beard Award winners honored
at the National Association of County and City Health Officials (NACCHO) Annual Conference. NACCHO
News 1996;July/August:9.

North Carolina Community-Based Public Health Initiative. Overview of activities and projects 1992-1996.
Chapel Hill (NC): North Carolina Community-Based Public Health Initiative; 1996 May.

5/5/26, 11:10 PM PART 3

https://web.archive.org/web/20100607080026/http://www.cdc.gov/phppo/pce/part3.htm 21/22



North Carolina Consortium Partners. Proposal to the W.K. Kellogg Foundation: Community-based public health
initiative to improve minority health in Wake, Orange, Chatham and Lee Counties in North Carolina. Chapel
Hill (NC): North Carolina Consortium Partners; 1992 April.

Sumaya CV. On structuring public health: Sumaya CV, MD, MPHTM, Administrator, Health Resources and
Services Administration. CCN Vision 1996;1(3):2-3.

Sutherland M, Barber M, Harris G, Cowart M. Health promotion in southern rural black churches: a program
model. Journal of Health Education March 1992;23(2):109-111.

Sutherland M, Barber M, Harris G, Warner V, Cowart M, Menard A. Planning preventive health programming
for rural blacks: developmental processes of a model PATCH program. Wellness Perspectives: Research, Theory,
and Practice 1989;6(1):57-67.

Turner LW, Sutherland M, Harris GJ, Barber M. Cardiovascular health promotion in North Florida African-
American churches. Health Values 1995;19(2):3-9.

W.K. Kellogg Foundation. Program announcement: Community-based public health. Battle Creek (MI): W.K.
Kellogg Foundation; 1991.

For further information on community collaboration, visit the Public Health Practice Program Office Internet site at
www.cdc.gov/phppo/ or contact Michael Hatcher at Mail Stop K39, 4770 Buford Highway, N.E., Atlanta, GA., 30341-
3724 or email mth1@cdc.gov.

5/5/26, 11:10 PM PART 3

https://web.archive.org/web/20100607080026/http://www.cdc.gov/phppo/pce/part3.htm 22/22

-------

https://web.archive.org/web/20100607080026/http://www.cdc.gov/phppo/pce/index.htm
https://web.archive.org/web/20100607080026/http://www.cdc.gov/phppo/pce/www.cdc.gov/phppo/
https://web.archive.org/web/20100607080026/mailto:mth1@cdc.gov


The Wayback Machine - https://web.archive.org/web/20091023065441/http://www.cdc.gov:80/phppo/pce/bib.…

Bibliography
Academy for Educational Development (AED). Handbook for HIV prevention community planning. Washington
(DC): Academy for Educational Development; 1994 April. Contract No.: 200-91-0906. Prepared for the Centers
for Disease Control and Prevention.

Academy for Educational Development (AED); Porter Novelli; Johns Hopkins University. Coalitions and public
health: a program manager’s guide to the issues. Washington (DC): Academy for Educational Development;
1993 April. Contract No. 200-91-0906. Prepared for the National AIDS Information and Education Program,
Centers for Disease Control and Prevention.

Airhihenbuwa CO. Health and culture beyond the western paradigm. Thousand Oaks (CA): Sage Publications;
1995.

Akwesasne Task Force on the Environment, Research Advisory Committee. Protocol for review of
environmental and scientific research proposals. Hogansburg (NY): Akwesasne Task Force on the Environment,
Research Advisory Committee; 1996.

Allen RF, Allen J. A sense of community, a shared vision and a positive culture: core enabling factors in
successful culture based health promotion. American Journal of Health Promotion 1987; winter:40-47.

Altman DG, Balcazar FE, Fawcett SB, Seekins T, Young JQ. Public health advocacy: creating community
change to improve health. Palo Alto (CA): Stanford Health Promotion Resource Center; 1994.

American Hospital Association, Hospital Research and Educational Trust, Catholic Health Association of the
U.S., VHA Inc. Special Issue: On structuring public health. CCN Vision 1996;1(3).

Arnstein SR. A ladder of citizen participation. AIP Journal 1969;July:216-224.

Benard B. Working together: principles of effective collaboration. Prevention Forum 1989;10(1):157-165.

Black TR. Coalition building: some suggestions. Child Welfare 1983;62(3):263-268.

Blum HL. Planning for health: development and application of social change theory. New York: Human
Science Press; 1974.

Boston University School of Public Health; Henry S. Cole and Associates, Inc. Learning from success: health
agency efforts to improve community involvement in communities affected by hazardous waste sites. Washington
(DC): Henry S. Cole and Associates, Inc.; 1996 July. Funding provided by the Centers for Disease Control and
Prevention; Agency for Toxic Substance and Disease Registry (ATSTR).

Bracht N, Kingsbury L. Community organization principles in health promotion: a five-stage model. In: Bracht
N (editor). Health promotion at the community level. Newbury Park (CA): Sage Publications; 1990.

Braithwaite RL, Bianchi C, Taylor SE. Ethnographic approach to community organization and health
empowerment. Health Education Quarterly 1994;21(3):407-416.

Braithwaite RL, Lythcott N. Community empowerment as a strategy for health promotion for black and other
minority populations. JAMA 1989;261(2):282-283.

Brown CR, (editor). The art of coalition building: a guide for community leaders. New York: The American
Jewish Committee, Institute of Human Relations; 1991.

5/5/26, 11:10 PM BIBLIOGRAPHY

https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/pce/bib.htm 1/7



B
utterfoss FD

, G
oodm

an R
M

, W
andersm

an A
. C

om
m

unity coalitions for health prom
otion and disease

prevention. H
ealth Education Research 1993;8(3):315-330.

B
utterfoss FD

, G
oodm

an R
M

, W
andersm

an A
. C

om
m

unity coalitions for prevention and health prom
otion:

factors predicting satisfaction, participation, and planning. H
ealth Education Q

uarterly 1996;23(1):65-79.

C
anadian B

roadcasting C
orporation (C

B
C

). Ideas: com
m

unity and its counterfeits [transcript]. Toronto
(C

anada): C
B

C
 R

adioW
orks; 1994 January.

C
enters for D

isease C
ontrol and Prevention (C

D
C

), N
ational C

enter for Prevention Services, D
ivision of

Tuberculosis Elim
ination. Forging partnerships to elim

inate tuberculosis. A
tlanta (G

A
): C

enters for D
isease

C
ontrol and Prevention; 1995.

C
entra L, M

cD
onald S. A

PEX
 in practice. In: N

ational Association of C
ounty and C

ity H
ealth O

fficials
(N

AC
C

H
O

) N
ew

sletter. W
ashington (D

C
): N

ational A
ssociation of C

ounty and C
ity H

ealth O
fficials; 1997

M
arch.

C
havis D

M
, N

ew
brough JR

. The m
eaning of com

m
unity in com

m
unity psychology. Journal of C

om
m

unity
Psychology 1986;14(4):335-340.

C
havis D

M
, W

andersm
an A

. Sense of com
m

unity in the urban environm
ent: a catalyst for participation and

com
m

unity developm
ent. Am

erican Journal of C
om

m
unity Psychology

1990;18(1):55-81.

C
om

m
unity em

pow
erm

ent, participatory education, and health - part 1. H
ealth Education Q

uarterly special
issue 1994;21(2):141-280.

C
om

m
unity em

pow
erm

ent, participatory education, and health - part 11. H
ealth Education Q

uarterly special
issue 1994;21(3):281-417.
D

ickersin, K
. Presentation at: Institute of M

edicine, C
om

m
ittee to Identify Strategies to R

aise the Profile of
Substance A

buse and A
lcoholism

 R
esearch; 1996 M

arch; W
ashington, D

C
.

D
ignan M

B
, C

arr P. Program
 planning for health education and prom

otion, 2nd edition. B
altim

ore (M
D

):
W

illiam
s and W

ilkins; 1992.

Faw
cett SB

, Paine-A
ndrew

s A
, Francisco V

T, Schultz JA
, R

ichter K
P, Lew

is R
K

, W
illiam

s EL, H
arris K

J,
B

erkley JY, Fisher JL, Lopez C
M

. U
sing em

pow
erm

ent theory in collaborative partnership for com
m

unity health
and developm

ent. Am
erican Journal of C

om
m

unity Psychology 1995;23(5):677-697.

Faw
cett SB

, Paine-A
ndrew

s A
, Francisco V

T, V
liet M

. Prom
oting health through com

m
unity developm

ent. In:
G

lenw
ick, D

S; Jason, LA
 (editors). Prom

oting health and m
ental health in children, youth and fam

ilies. N
ew

York: Springer Publishing C
om

pany; 1993.

Faw
cett SB

, Sterling TD
, Paine-A

ndrew
s A

, H
arris K

J, Francisco V
T, R

ichter K
P, Lew

is R
K

, Schm
id TL.

Evaluating com
m

unity efforts to prevent cardiovascular diseases. A
tlanta (G

A
): C

enters for D
isease C

ontrol and
Prevention, N

ational C
enter for C

hronic D
isease Prevention and H

ealth Prom
otion; 1995.

Florin P, M
itchell R

, Stevenson J. Identifying training and technical assistance needs in com
m

unity coalitions: a
developm

ental approach. H
ealth Education Research 1993;8(3):417-432.

Florin P, W
andersm

an A
. A

n introduction to citizen participation, voluntary organizations, and com
m

unity
developm

ent: insights for em
pow

erm
ent through research. Am

erican Journal of C
om

m
unity Psychology

1990;18(1):41-55.

5/5/26, 11:10 PM
BIBLIO

G
R

APH
Y

https://w
eb.archive.org/w

eb/20091023065441/http://w
w

w.cdc.gov/phppo/pce/bib.htm
2/7

I'•,: 
I.• : ·• 

I,. 

',, 

. ' 
•. •,:1./4 

'~ ~ . , 

·), 

. '; ·), 
I' 

'·' ,' 
I, 

,, 

·,·1 . 

. ~ ~ 

''; ·), 
I'•,: 

I.• : ·• 

I,. 

',, 

. ' 
•. •,:1./4 

'~ ~ . , 

. '; ·), 
I' 

,_. 
I, 

,, 

·,·1 . 

. ~ ~ 

''; ·), 
I'•,: 

'-' ,.-, 
I,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

. '; ·), 
I' 

,_. 
I,_ 

,, 

·,·1 . 

. ~ ~ 

''; ·), 
I'•,: 

'-' ,.-, 
I,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

. '; ·), 
I' 

,_. 

•I 'L. 

I' L•. 

:, 

i ' '· 

I'', 
.,_. ,.·, 

I 

' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\','. ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·,: 
.•· /.:··· ~ 

--~·.-:-:· ':, 
•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 

i ' '· 
' •,:•. 1. 

~: •, ,i I • ~ ~ 
. ·\','. ,, 

•I 'L . 

I'\ 

! ,,, 

:·,: 

I'', 
.,_. 

I, 

,, 

. ' 
.•,:•.14 

.•· /.:··· ~ 
. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

.·\·.: ,, 
•I 'L, 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 
--~·.-:-:· ':, 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'' 

.,_. 

·), 

·). 

·), 

·). 

·), 

·). 

·), 

·) . 

. ·I "L. 

I'\ 

I ,. 
!,1, 

\. 'J 
. I, I ~ 

I,, 
. ,_. ,.-, 
I •• /,. 

',, 

. ' 
•. •,:1./4 

'~ ~ . , 

·), 

• ,•, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!-'· ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

\:'-J 
. I, I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 

'~ ~ . , 

• ,•, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!-'· ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I ,. 
!,1, 

~- 'J 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I •• /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

• ,•, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

~:--.i 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 
. '; ·), 
I' 

. ,_. 

•I 'L. 

I' L•. 

:, 

i ' '· 

I'', 
.,_. ,.·, 

I 

' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\','. ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·,: 
.•· /.:··· ~ 

--~·.-:-:· ':, 
•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 

i ' '· 
' •,:•. 1. 

~: •, ,i I • ~ ~ 
. ·\','. ,, 

•I 'L . 

I'\ 

! ,,, 

:·,: 

I'', 
.,_. 

I, 

,, 

. ' 
.•,:•.14 

.•· /.:··· ~ 
. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 
--~·.-:-:· ':, 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'' 

.,_. 

·), 

·). 

·), 

·). 

·), 

·). 

·), 

·) . 

. ·I "L. 

I'\ 

I 
!,1, 

\:'-J 
. I, I ~ 

I,, 
. ,_. ,.-, 
I /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

·), 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

! - I, ·,·1 . 

\:•,,1 I 

, I, I ~ 
. ~ ~ 

I ,. 
!,1, 

~- 'J 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

~:--.i 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:· • 

I •• /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I ,. 
!,1, 

~- 'J 
. I• I ~ 

''; ·), 
I'•,: 

. ,_. ,.-,· 

I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 
. '; ·), 
I' 

. ,_. 

•I 'L, 

I' L•. 

:, 

! ,,, 

I'', 
.,_. ,.·, 

I 

' •,:•. 1. 
~: •, ,i I • ~ ~ 

.·\·.: ,, 
•I 'L, 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 
--~·.-:-:· ':, 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 

. ' 
.•,:•. 14 

. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, . ' 
:·-j 

.•· /.:··· ~ 
-·~ '/ :· !4 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'' 

.,_. 

·), 

·). 

·), 

·). 

·), 

·). 

·), 

·) . 

. ·I "L. 

I'\ 

I ,. 
!,1, 

~:--.i 
. I• I ~ 

I,, 
. ,_. ,.-, 
I /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

·), 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

·,·1 . ! . ~ I, 

\• 'J I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

~:\1'~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I •• /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I ,. 
!,1, 

~:--.i 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, .• 

I ,, 

·,·1 . ! . ~ I, 

\• 'J I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

~:--.i 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:· • 

I •• /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 
. '; ·), 
I' 

. ,_. 

•I 'L, 

I' L•. 

:, 

! ,,, 

I'', 
.,_. ,.·, 

I 

' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 
--~·.-:-:· ':, 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 

. ' 
.•,:•. 14 

. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 

. ' 
.•,:•. 14 

. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'' 

.,_. 

·), 

·). 

·), 

·). 

·), 

·). 

·), 

·). 

•I 'L. 

I' L•. 

:, 

! ,,, 

I'', 
.,_. ,.·, 

I 

' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 

. ' 
.•,:•. 14 

. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, 

:·-j 

.•· /.:··· ~ 

. ' 
.•,:•. 14 

. ~ ~ . , 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'', 

.,_. 
I, 

,, 

! ,,, . ' 
:·-j 

.•· /.:··· ~ 
-·~ '/ :· !4 

•I 'L. 

I' L•. 
I'', 

.,_. ,.·, 

:, 

I 
! ,,, ' •,:•. 1. 
~: •, ,i I • ~ ~ 

. ·\·.: ,, 
•I 'L . 

I'\ 
I'' 

.,_. 

·), 

·). 

·), 

·) . 

·), 

·). 

·), 

·). 

. ·I "L. 

I'\ 

I 
!,1, 

~:--.i 
. I• I ~ 

I,, 
. ,_. ,.-, 
I /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

·), 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I ,. 
!,1, 

~- 'J 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I •• /,. 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, . 

I ,, 

·,·1 . ! . ~ I, 

\• 'J I 

•I• I ~ 
. ~ ~ 

I 
!,1, 

~:--.i 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 

,:, 

. -·j 

I'\ 

. '; ·), 
I' 

. ,_. 
: I . /, .• 

I ,, 

!,1, ·,·1 . 

\:•,,1 I 

•I• I ~ 
. ~ ~ 

I ,. 
!,1, 

~- 'J 
. I• I ~ 

''; ·), 
I,, . 

. ,_. ,.-:·. 
I /, • 

',, 

. ' 
•. •,:1./4 
. ~ ~ . , 

•• •, 'L, 

I'\ 
. '; ·), 
I' 

. ,_. 

•I 'L 

I' L•. 

:, 

.·.•;· 
•I 'L 

I'\ 

. ·.•;·. 
•I 'L 

I' L• . 

:, 

.·.•;· 
•I 'L 

I'\ 

. ·.•;·. 
•I 'L 

I' L• . 

:, 

.·.•;· 
•I 'L 

I'\ 

. ·.•;·. 
•I 'L 

I' L• . 

:, 

.·.•;· 
•I 'L 

I'\ 



Fr
an

ci
sc

o 
V

T,
 P

ai
ne

 A
L,

 F
aw

ce
tt 

SB
. A

 m
et

ho
do

lo
gy

 fo
r m

on
ito

rin
g 

an
d 

ev
al

ua
tin

g 
co

m
m

un
ity

 h
ea

lth
co

al
iti

on
s. 

H
ea

lth
 E

du
ca

tio
n 

Re
se

ar
ch

 1
99

3;
8(

3)
:4

03
-4

16
.

Fr
ie

dm
an

n 
J. 

Pl
an

ni
ng

 in
 th

e 
pu

bl
ic

 d
om

ai
n:

 fr
om

 k
no

w
le

dg
e 

to
 a

ct
io

n.
 P

rin
ce

to
n 

(N
J)

: P
rin

ce
to

n 
U

ni
ve

rs
ity

Pr
es

s;
 1

98
7.

G
la

nz
 K

, L
ew

is
 F

M
, R

im
er

 B
K

, e
di

to
rs

. H
ea

lth
 b

eh
av

io
r a

nd
 h

ea
lth

 e
du

ca
tio

n:
 th

eo
ry

, r
es

ea
rc

h 
an

d 
pr

ac
tic

e,
2n

d 
ed

iti
on

. S
an

 F
ra

nc
is

co
: J

os
se

y-
B

as
s P

ub
lis

he
rs

, 1
99

7.

G
on

za
le

z 
V

M
, G

on
za

le
z 

JT
, F

re
em

an
 V

, H
ow

ar
d-

Pi
tn

ey
 B

. H
ea

lth
 p

ro
m

ot
io

n 
in

 d
iv

er
se

 c
ul

tu
ra

l c
om

m
un

iti
es

:
pr

ac
tic

al
 g

ui
de

lin
es

 fo
r w

or
ki

ng
 in

 a
nd

 w
ith

 d
iv

er
se

 c
ul

tu
ra

l c
om

m
un

iti
es

. P
al

o 
A

lto
 (C

A
): 

St
an

fo
rd

 C
en

te
r f

or
R

es
ea

rc
h 

in
 D

is
ea

se
 P

re
ve

nt
io

n;
 1

99
1.

G
oo

dm
an

 R
M

, S
te

ck
le

r A
B

. T
he

 li
fe

 a
nd

 d
ea

th
 o

f a
 h

ea
lth

 p
ro

m
ot

io
n 

pr
og

ra
m

: a
n 

in
st

itu
tio

na
liz

at
io

n 
ca

se
 st

ud
y.

In
te

rn
at

io
na

l Q
ua

rt
er

ly
 o

f C
om

m
un

ity
 H

ea
lth

 E
du

ca
tio

n 
19

87
-1

98
8;

8(
1)

:5
-2

1.

G
oo

dm
an

 R
M

, S
te

ck
le

r A
, H

oo
ve

r S
, S

ch
w

ar
tz

 R
. A

 c
rit

iq
ue

 o
f c

on
te

m
po

ra
ry

 c
om

m
un

ity
 h

ea
lth

 p
ro

m
ot

io
n

ap
pr

oa
ch

es
: b

as
ed

 o
n 

a 
qu

al
ita

tiv
e 

re
vi

ew
 o

f s
ix

 p
ro

gr
am

s i
n 

M
ai

ne
. A

m
er

ic
an

 J
ou

rn
al

 o
f H

ea
lth

 P
ro

m
ot

io
n

19
93

;7
(3

):2
08

-2
21

.

G
oo

dm
an

 R
M

, W
an

de
rs

m
an

 A
, C

hi
nm

an
 M

, I
m

m
 P

, M
or

ris
se

y 
E.

 A
n 

ec
ol

og
ic

al
 a

ss
es

sm
en

t o
f c

om
m

un
ity

-
ba

se
d 

in
te

rv
en

tio
ns

 fo
r p

re
ve

nt
io

n 
an

d 
he

al
th

 p
ro

m
ot

io
n:

 a
pp

ro
ac

he
s t

o 
m

ea
su

rin
g 

co
m

m
un

ity
 c

oa
lit

io
ns

.
Am

er
ic

an
 J

ou
rn

al
 o

f C
om

m
un

ity
 P

sy
ch

ol
og

y 
19

96
;2

4(
1)

:3
3-

61
.

H
an

so
n 

P.
 C

iti
ze

n 
in

vo
lv

em
en

t i
n 

co
m

m
un

ity
 h

ea
lth

 p
ro

m
ot

io
n:

 a
 ro

le
 a

pp
lic

at
io

n 
of

 C
D

C
’s 

PA
TC

H
 m

od
el

.
In

te
rn

at
io

na
l Q

ua
rt

er
ly

 o
f C

om
m

un
ity

 H
ea

lth
 E

du
ca

tio
n 

19
88

-8
9;

9(
3)

:1
77

-1
86

.

H
at

ch
er

 M
T,

 M
cD

on
al

d 
M

K
. T

he
 c

on
st

itu
en

cy
 d

ev
el

op
m

en
t p

ra
ct

ic
e 

in
 p

ub
lic

 h
ea

lth
 a

ge
nc

ie
s [

dr
af

t p
ap

er
].

A
tla

nt
a 

(G
A

): 
D

iv
is

io
n 

of
 P

ub
lic

 H
ea

lth
 S

ys
te

m
s, 

Pu
bl

ic
 H

ea
lth

 P
ra

ct
ic

e 
Pr

og
ra

m
 O

ffi
ce

, C
en

te
rs

 fo
r D

is
ea

se
C

on
tro

l a
nd

 P
re

ve
nt

io
n;

 1
99

3 
Ju

ly
.

H
os

pi
ta

l R
es

ea
rc

h 
an

d 
Ed

uc
at

io
na

l T
ru

st
. B

ac
kg

ro
un

d 
an

d 
re

so
ur

ce
s f

or
 a

 c
om

m
un

ity
 h

ea
lth

 st
at

us
 fo

cu
s.

C
hi

ca
go

 (I
L)

: H
os

pi
ta

l R
es

ea
rc

h 
an

d 
Ed

uc
at

io
na

l T
ru

st
; 1

99
6 

Se
pt

em
be

r.

H
os

pi
ta

l R
es

ea
rc

h 
an

d 
Ed

uc
at

io
na

l T
ru

st
. T

he
 C

om
m

un
ity

 C
ar

e 
N

et
w

or
k 

D
em

on
st

ra
tio

n 
Pr

og
ra

m
: t

he
de

m
on

st
ra

tio
n 

an
d 

fin
al

is
t p

ar
tn

er
sh

ip
s. 

C
hi

ca
go

 (I
L)

: C
om

m
un

ity
 C

ar
e 

N
et

w
or

k 
D

em
on

st
ra

tio
n 

Pr
og

ra
m

; 1
99

6
Ju

ly
.

In
st

itu
te

 o
f M

ed
ic

in
e.

 T
he

 fu
tu

re
 o

f p
ub

lic
 h

ea
lth

. W
as

hi
ng

to
n 

(D
C

): 
N

at
io

na
l A

ca
de

m
y 

Pr
es

s;
 1

98
8.

In
st

itu
te

 o
f M

ed
ic

in
e,

 N
at

io
na

l A
ca

de
m

y 
of

 S
ci

en
ce

s. 
As

se
ss

in
g 

th
e 

so
ci

al
 a

nd
 b

eh
av

io
ra

l s
ci

en
ce

 b
as

e 
fo

r
H

IV
/A

ID
S 

pr
ev

en
tio

n 
an

d 
in

te
rv

en
tio

n:
 w

or
ks

ho
p 

su
m

m
ar

y 
an

d 
ba

ck
gr

ou
nd

 p
ap

er
s. 

W
as

hi
ng

to
n 

(D
C

): 
N

at
io

na
l

A
ca

de
m

y 
Pr

es
s;

 1
99

5.

Is
ra

el
 B

A
, C

he
ck

ow
ay

 B
, S

ch
ul

z A
, Z

im
m

er
m

an
 M

. H
ea

lth
 e

du
ca

tio
n 

an
d 

co
m

m
un

ity
 e

m
po

w
er

m
en

t:
co

nc
ep

tu
al

iz
in

g 
an

d 
m

ea
su

rin
g 

pe
rc

ep
tio

ns
 o

f i
nd

iv
id

ua
l, 

or
ga

ni
za

tio
na

l, 
an

d 
co

m
m

un
ity

 c
on

tro
l. 

H
ea

lth
Ed

uc
at

io
na

l Q
ua

rt
er

ly
 1

99
4;

21
(2

):1
49

-1
70

.

K
en

t C
ou

nt
y 

H
ea

lth
 D

ep
ar

tm
en

t. 
M

ic
hi

ga
n 

to
ba

cc
o 

re
du

ct
io

n 
co

al
iti

on
 n

ew
sl

et
te

r. 
G

ra
nd

 R
ap

id
s (

M
I)

: K
en

t
C

ou
nt

y 
H

ea
lth

 D
ep

ar
tm

en
t; 

19
96

 Ju
ly

/A
ug

us
t.

K
re

tz
m

an
n 

JP
, M

cK
ni

gh
t J

L.
 (C

en
te

r f
or

 U
rb

an
 A

ffa
irs

 a
nd

 P
ol

ic
y 

R
es

ea
rc

h,
 N

ei
gh

bo
rh

oo
d 

In
no

va
tio

ns
N

et
w

or
k,

 N
or

th
w

es
te

rn
 U

ni
ve

rs
ity

) B
ui

ld
in

g 
co

m
m

un
iti

es
 fr

om
 th

e 
in

si
de

 o
ut

: a
 p

at
h 

to
w

ar
d 

fin
di

ng
 a

nd

5/
5/

26
, 1

1:
10

 P
M

BI
BL

IO
G

R
AP

H
Y

ht
tp

s:
//w

eb
.a

rc
hi

ve
.o

rg
/w

eb
/2

00
91

02
30

65
44

1/
ht

tp
://

w
w

w.
cd

c.
go

v/
ph

pp
o/

pc
e/

bi
b.

ht
m

3/
7

, •I · • , •\ · • , •\ · • , •I · • , •\ · • , •I · • , •\ · • , •I · • , •\ · 
, ·,,.,' I . ·, : • ·, ',.,' J , ·, : • ·, ',.,' J , 01 ·,,.,' I . ·, : • ·, ',.,' J , 01 ·,,.,' I . ·, : • ·, ',.,' J , 01 ·,,.,' I . ·, : • ·, ',.,' J , 

,:••:,r~ ~I• '(_ ~ •~• ,•: ,:•::~ ~I• '(. ~ •~; ,•: •. ,:••:,r~ ~I• '(. ~ •~; ,•: •. ,:••:,r~ ~I• '(_ ~ •~• ,•: ,:•::~ ~I• '(. ~ •~; ,•: •. ,:••:,r~ ~I• '(_ ~ •~• ,•: ,:•::~ ~I• '(. ~ •~; ,•: •. ,:••:,r~ ~I• '(_ ~ •~• ,•: ,:•::~ ~I• '(. ~ •~; ,•: •. ,:••:,r~ ~I• '(_ r 

~' ':· _•, •.• ' • '. ' ~'. :·. _,, ·,. : ! ' • • • ' : ~' ':· _•, ·,. : ! ' • • • ' : ~' ':· _•, •.• ' • '. ' ~'. :·. _,, ·,. : ! ' • • • ' : ~' ':· _•, •.• ' • '. ' ~'. :·. _,, ·,. : ! ' • • • ' : ~' ':· _•, •.• ' • '. ' ~'. :·. _,, ·,. : ! ' • • • ' : ~' ':· _•, • .• 

. :\.i • ;· .:'·\/}.,::.-<· ::::::,:s r:. ··>· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s r-• .. . : \'.\::U.r:-.. >-· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s i • •• • , • 

. ·,I. I I , . I : ''. I I , . I : ''. I I , . I ·,I. I I , . I : ''. I I , . I ·,I. I I , . I : ''. I I , . I ·,I. I I , . I : ''.' I , . I 

,._-•,,1 '( ~ •• 1 ,._-•,,1 '( ~,; 1 •,,1 '( ~,; 1 •,,1 '( ~ •• 1 ,._-•,,1 '( ~,; 1 •,,1 '( ~ •• 1 ,._-•,,1 '( ~,; 1 •,,1 '( ~ •• 1 ,._-•,,1 '( ~,; 1 •,,1 '( r 
' ■ • , • ~ • • • ,' ' ■ • , • ~ • : • • ,' •• ' ■ • , • ~ • : • • ,' •• ' ■ • , • ~ • • • ,' ' ■ • , • ~ • : • • ,' •• ' ■ • , • ~ • • • ,' ' ■ • , • ~ • : • • ,' •• ' ■ • , • ~ • • • ,' ' ■ • , • ~ • : • • ,' •• ' ■ • , • ~ • • 

~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·•••• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • 

•/1::j •• •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, :, ~:. 

-.: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I)'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I•('•. ,: • ', 
• , •I · , •\ · , •\ · • , •I · , •\ · • , •I · , •\ · • , •I · , •\ · 

. ·,,·,' I .•1 :··,',·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I . 

,:•,::~ ~I. '(_ ~ ',' ,•: ,:•::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ r 

~' • :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' • •• 

. :\.i • ;· .:'·\/}.,::.-<· ::::::,:s r:. ··>· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s r-• .. . : \'.\::U.r:-.. >-· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s i • •• • , • 

. ·,,·, I , . 1 : ,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 

,._-•,,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( r 
I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • 

~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·•••• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • 

•/1::j •• •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, :, ~:. 

-.: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I)'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I•('•. ,: • ', 
• , •I · , •\ · , •\ · • , •I · , •\ · • , •I · , •\ · • , •I · , •\ · 

. ·,,·,' I .•1 :··,',·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I . 

,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ r 

~' • :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' • •• 

. :\.i • ;· .:'·\/}.,::.-<· ::::::,:s r:. ··>· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s r-• .. . : \'.\::U.r:-.. >-· \/::).i: ;· .:'·\/}.,::.-<· :::::;::s i • •• • ,. 

. ·,,·, I , . 1 : ,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 ·,,·, I , . 1 : ,,·, I , . 1 

,._-•,,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( ~ •• 1 ,._-•1 ,1 '( ~,; 1 •1 ,1 '( r 
I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • • 1' I ■ • 1 • ~ • : • • 11 • • I ■ • 1 • ~ • • 

~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·•••• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • • • • \ ••• II ~ •• •:•~•\•.• j \ • • • \ •••• •·• I ~II:~·• • 

•/1::j •• •,I ':: ~:,:/,\.",•/\::j • •,•.,•.•:, .;l;:.4,\.",,/1::, •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j •1 •,•.,•.•:, .;l;:.4,\.",,/1::, •,I ':: ~:,:/,\.",•/\::j • •,•.,•.•:, .;l;:.4,\.",,/1::, :, ~:. 

-.: I·(: • "'-:°,\' ,:· .' )'.:""' ·,.-.>-,: I)'.:""' ·,.-_\'-.: I·(: • ·,.-_\' ,, I)'.:""' ·,.-_\'-.: I·(: • ·,.-_\' ,, I)'.:""' ·,.-_\'-.: I·(: • ·,.-_\' ,, I)'.:""' ·,.-_\'-.: I·(:•. ,: • ', 
·, ~- ' ~-

. ·,,·,' I .•1 :··,',·,' I . 

1 :•,::~ ~I• I(_ ~ •: 11: 1 :•:,•~ ~'• I<. ~ ,,: 11: •• 1 :•,::~ ~'• 

~ ' . :· .•, ••• \ • • • ' ~ ' . :·. _,, ·,. i ! \ • • • ' : ~ ' . :· .•, ·,. 

.:\.i ·;·.:;,~{:>-::::<.\\:Si:• 
,._-•,,I '( r 1 •1 ,1 '( r 1 •,,I 

I ■ • 1 • ~ • • 1' • 1 • ~ • : • 11 • • I ■ • 1 • ~ • : 

·.'• ,' •\. 
',' i 

, •I · • , •\ · • , •I · • , •\ · • , •I · • , •\ · 
. ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I .•1 ·,,·,' I .•1 :··,',·,' I . 

'(_ '. • 
,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ ~ '.° ,•: ,:•:,•~ ~I. '(. ~ ,,: ,•: .. ,:•,::~ ~I. '(_ r 

: ~' • :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' ••• \ • • • ' ~'. :·. ·1' ·,. i ! \ • • • ' : ~' . :· ·1' • •• 

: . • \ii::.,:):·:··: •;· .• •.· :_ i••~•::::.:'. ): ·:·· :·: .' i.: • :)::::_;:-):_·:·· .•• .' '·• •• ·: :·:~·\_i):::· :·' .' / .• \ii::.,:):·:··: •;· .• •.· :_ i••~•::::.:'. ): ·:·· :·: .' i.: ' :):::: ;:-): 'i' ' '' ' ' ' 

'( r 1 •, ,I '( r 1 •1 ,1 '( r 1 •, ,I '( r 1 •1 ,1 '( r 1 •, ,I '( r 1 •1 ,1 '( r 

. ,•·· .. -,.~ .• ,' ·,.~.:. ,•·· .. -,.~ .• ,' ·,.~.:. ,•·· .. -,.~ .• ,' ·,.~.:. 
·•, ,I 

I ■ • 1 • ~ • 

'(_ . 



mobilizing a community’s assets. Chicago (IL): ACTA Publications; 1990.

Kroutil LA, Eng E. Conceptualizing and assessing potential for community participation: a planning method.
Health Education Research 1989;4(3):305-319.

Labonte R, Robertson A. Delivering the goods, showing our stuff: the case for a constructivist paradigm for
health promotion research and practice. Health Education Quarterly 1996;23(4):431-447.

Levine S, White PE. Exchange as a conceptual framework for the study of interorganizational relationships.
Administrative Science Quarterly 1961;5(4):583-601.

Mattessich PW, Monsey BR. Collaboration: what makes it work; a review of research literature on factors
influencing successful collaboration. St. Paul (MN): Amherst H. Wilder Foundation; 1992.

McKay E. (MOSAICA The Center for Nonprofit Development and Pluralism). Do's and don'ts for an inclusive
HIV prevention community planning process: a self-help guide. Washington (DC): National Council of La Raza;
1994 October.

McKnight JL, Kretzmann J. Mapping community capacity. Evanston (IL): Center for Urban Affairs and Policy
Research, Northwestern University; 1990.

McLeroy K, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion programs. Health
Education Quarterly 1988;15(4):351-378.

McLeroy KR, Steckler AB, Goodman RM, Burdine JN. Health education research: theory and practice - future
directions [editorial]. Health Education Research 1992.

McMillan B, Florin P, Stevenson J, Kerman B, Mitchell RE. Empowerment praxis in community coalitions,
American Journal of Community Psychology 1995;23(5):699-728.

McMillan DW, Chavis DM. Sense of community: a definition and theory. Journal of Community Psychology
1986;14:6-23.

Michigan ASSIST Project. Michigan ASSIST Project: annual action plan. Michigan Department of Public
Health; 1996 July 31.

Michigan ASSIST Project. Michigan ASSIST Project: site analysis draft. Michigan Department of Public Health;
1992.

Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: executive
summary 1989 Michigan Tobacco Reduction Task Force Report. Lansing (MI): Michigan Department of Public
Health, Center for Health Promotion; 1990 January.

Michigan Department of Public Health, Center for Health Promotion Tobacco-free Michigan 2000: a report of
the 1989 Michigan Tobacco Reduction Task Force. Lansing (MI): Michigan Department of Public Health, Center
for Health Promotion; 1990 January.

Minkler M. Improving health through community organization. In: Glanz K, Lewis FM, Rimer BK, (editors).
Health behavior and health education: theory, research and practice. San Francisco: Jossey-Bass Publishers;
1990.
National Association of County and City Health Officials (NACCHO). Assessment protocol for excellence in
public health (APEX/PH). Washington, DC: 1991 March. Funded through a cooperative agreement between the
Centers for Disease Control and Prevention and the National Association of County and City Health Officials.

5/5/26, 11:10 PM BIBLIOGRAPHY

https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/pce/bib.htm 4/7

-;: -;: -;: -;: -;: -;: 

. - . - . -
. .. - - . -...._. :_· . .,• ... ·_ .. •. . .. - - . -...._. :_-. .,• ... ·_ .. •. ... - - . -...._. :_-. .,• ... ·_ .. · . 

-;: -;: -;: -;: -;: -;: -;: 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

:. _ .... :. _ .... :. _ .... :. _ .... :. 

-;: -;: -;: -;: -;: -;: -;: 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

:. _ .... :. _ .... :. _ .... :. _ .... :. 

-;: -;: -;: -;: -;: -;: -;: 

. - . - . -
. .. - - . -...._. :_-. .,• ... ·_ .. •. . .. - - . -...._. :_-. .,• ... ·_ .. •. ... - - . -...._. :_-. .,• ... ·_ .. · . 

-;: -;: -;: -;: -;: -;: -;: 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

. -- ·- ._-. -
.. - - . -.... - :. __ ., - : .-·. -~ 

:. _ .... :. _ .... :. _ .... :. _ .... :. 

-;: -;: -;: -;: -;: -;: -;: 

. - . - . -
. .. - - . -...._. :_-. .,• ... ·_ .. •. . .. - - . -...._. :_-. .,• ... ·_ .. •. ... - - . -...._. :_-. .,• ... -_ .. · . 

-;: -;: -;: -;: -;: -;: -;: 

. -- ·- ._-. -
.. - - . -..... - :. -.~ - : .· •. -~ 

- -- --_:-- . -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

. -- --_:-- . -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

. -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

:. ..... :. ..... :. ..... :. ..... :. 

-;: -;: -;: -;: -;: -;: -;: 

. - . - . -
... - - . -..... __ :. -.~ · ... -_ .' ._ ... - - . -..... __ :. -.~ · ... -_ .' ._ ... - - . -..... __ :. -.~ · ... -_ .' ._ 

-;: -;: -;: -;: -;: -;: -;: 

. -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

. -- --_:-- . -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

. -- --_:-- . -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

. -- --_:-- . -- ·- ._-. -
.. - - . -..... -: .• _~ - : .· •. -~ 

:. ..... :. ..... :. ..... :. ..... :. 

-;: -;: -;: -;: -;: -;: -;: 

. - . - . -
... - - . -..... __ :. -.~ · ... -_ .' ... - - . -..... __ :. -.~ · ... -_ .' ... - - . -..... __ :. -.~ · ... -_ .' 



N
at

io
na

l A
ss

oc
ia

tio
n 

of
 C

ou
nt

y 
an

d 
C

ity
 H

ea
lth

 O
ffi

ci
al

s (
N

A
C

C
H

O
). 

Bl
ue

pr
in

t f
or

 a
 h

ea
lth

y 
co

m
m

un
ity

: a
gu

id
e 

fo
r l

oc
al

 h
ea

lth
 d

ep
ar

tm
en

ts
. W

as
hi

ng
to

n 
(D

C
): 

N
at

io
na

l A
ss

oc
ia

tio
n 

of
 C

ou
nt

y 
an

d 
C

ity
 H

ea
lth

 O
ffi

ci
al

s;
19

94
 Ju

ly
. C

oo
pe

ra
tiv

e A
gr

ee
m

en
t N

o.
: U

50
/C

C
U

 3
02

71
8-

07
. F

un
de

d 
th

ro
ug

h 
a 

co
op

er
at

iv
e 

ag
re

em
en

t b
et

w
ee

n
th

e 
C

en
te

rs
 fo

r D
is

ea
se

 C
on

tro
l a

nd
 P

re
ve

nt
io

n 
an

d 
th

e 
N

at
io

na
l A

ss
oc

ia
tio

n 
of

 C
ou

nt
y 

an
d 

C
ity

 H
ea

lth
O

ffi
ci

al
s.

N
at

io
na

l A
ss

oc
ia

tio
n 

of
 C

ou
nt

y 
an

d 
C

ity
 H

ea
lth

 O
ffi

ci
al

s (
N

A
C

C
H

O
). 

J. 
H

ow
ar

d 
B

ea
rd

 A
w

ar
d 

w
in

ne
rs

 h
on

or
ed

at
 th

e 
N

at
io

na
l A

ss
oc

ia
tio

n 
of

 C
ou

nt
y 

an
d 

C
ity

 H
ea

lth
 O

ffi
ci

al
s (

N
A

C
C

H
O

) A
nn

ua
l C

on
fe

re
nc

e.
 N

AC
C

H
O

N
ew

s 1
99

6;
Ju

ly
/A

ug
us

t:9
.

N
at

io
na

l A
ss

oc
ia

tio
n 

of
 C

ou
nt

y 
an

d 
C

ity
 H

ea
lth

 O
ffi

ci
al

s (
N

A
C

C
H

O
). 

Pr
ov

id
in

g 
cu

ltu
ra

lly
 a

pp
ro

pr
ia

te
se

rv
ic

es
: l

oc
al

 h
ea

lth
 d

ep
ar

tm
en

ts
 a

nd
 c

om
m

un
ity

 b
as

ed
 o

rg
an

iz
at

io
ns

 w
or

ki
ng

 to
ge

th
er

. W
as

hi
ng

to
n 

(D
C

):
N

at
io

na
l A

ss
oc

ia
tio

n 
of

 C
ou

nt
y 

an
d 

C
ity

 H
ea

lth
 O

ffi
ci

al
s;

 1
99

4 
Ju

ne
. C

oo
pe

ra
tiv

e A
gr

ee
m

en
t #

 C
SU

11
00

33
.

Fu
nd

ed
 th

ro
ug

h 
a 

co
op

er
at

iv
e 

ag
re

em
en

t b
et

w
ee

n 
th

e 
N

at
io

na
l A

ss
oc

ia
tio

n 
of

 C
ou

nt
y 

an
d 

C
ity

 H
ea

lth
 O

ffi
ci

al
s

an
d 

th
e 

U
.S

. P
ub

lic
 H

ea
lth

 S
er

vi
ce

, H
ea

lth
 R

es
ou

rc
es

 a
nd

 S
er

vi
ce

s A
dm

in
is

tra
tio

n 
(H

R
SA

), 
B

ur
ea

u 
of

 P
rim

ar
y

H
ea

lth
 C

ar
e

N
at

io
na

l A
ss

em
bl

y 
of

 N
at

io
na

l V
ol

un
ta

ry
 H

ea
lth

 a
nd

 S
oc

ia
l W

el
fa

re
 O

rg
an

iz
at

io
ns

. T
he

 c
om

m
un

ity
co

lla
bo

ra
tio

n 
m

an
ua

l. 
W

as
hi

ng
to

n 
(D

C
): 

N
at

io
na

l A
ss

em
bl

y 
of

 N
at

io
na

l V
ol

un
ta

ry
 H

ea
lth

 a
nd

 S
oc

ia
l W

el
fa

re
O

rg
an

iz
at

io
ns

; 1
99

1.

N
at

io
na

l C
ou

nc
il 

of
 L

a 
R

az
a 

(N
C

LR
). 

G
et

tin
g 

st
ar

te
d:

 b
ec

om
in

g 
pa

rt
 o

f t
he

 A
ID

S 
so

lu
tio

n,
 a

 g
ui

de
 fo

r H
is

pa
ni

c
co

m
m

un
ity

 b
as

ed
 o

rg
an

iz
at

io
ns

. W
as

hi
ng

to
n 

(D
C

): 
N

at
io

na
l C

ou
nc

il 
of

 L
a 

R
az

a;
 1

98
9 

M
ay

.

N
at

io
na

l C
ou

nc
il 

of
 L

a 
R

az
a 

(N
C

LR
). 

D
ev

el
op

in
g 

ef
fe

ct
iv

e 
he

al
th

 c
oa

lit
io

ns
: t

he
 ro

le
 o

f H
is

pa
ni

c 
co

m
m

un
ity

ba
se

d 
or

ga
ni

za
tio

ns
. W

as
hi

ng
to

n 
(D

C
): 

N
at

io
na

l C
ou

nc
il 

of
 L

a 
R

az
a;

 1
99

1 
N

ov
em

be
r.

N
at

io
na

l I
ns

tit
ut

es
 o

f H
ea

lth
, O

ffi
ce

 o
f C

an
ce

r C
om

m
un

ic
at

io
ns

, N
at

io
na

l C
an

ce
r I

ns
tit

ut
e.

 M
ak

in
g 

he
al

th
co

m
m

un
ic

at
io

n 
pr

og
ra

m
s w

or
k:

 a
 p

la
nn

er
’s 

gu
id

e.
 B

et
he

sd
a 

(M
D

): 
N

at
io

na
l I

ns
tit

ut
es

 o
f H

ea
lth

, O
ffi

ce
 o

f
C

an
ce

r C
om

m
un

ic
at

io
ns

, N
at

io
na

l C
an

ce
r I

ns
tit

ut
e;

 1
99

2 
A

pr
il.

 N
IH

 P
ub

lic
at

io
n 

N
o.

 9
2-

14
93

.

N
ew

br
ou

gh
 JR

, C
ha

vi
s D

M
. P

sy
ch

ol
og

ic
al

 se
ns

e 
of

 c
om

m
un

ity
, I

: f
or

ew
or

d.
 J

ou
rn

al
 o

f C
om

m
un

ity
 P

sy
ch

ol
og

y
19

86
;1

4:
3-

5.

N
or

th
 C

ar
ol

in
a 

C
om

m
un

ity
-B

as
ed

 P
ub

lic
 H

ea
lth

 In
iti

at
iv

e.
 O

ve
rv

ie
w

 o
f a

ct
iv

iti
es

 a
nd

 p
ro

je
ct

s 1
99

2-
19

96
.

C
ha

pe
l H

ill
 (N

C
): 

N
or

th
 C

ar
ol

in
a 

C
om

m
un

ity
-B

as
ed

 P
ub

lic
 H

ea
lth

 In
iti

at
iv

e;
 1

99
6 

M
ay

.

N
or

th
 C

ar
ol

in
a 

C
on

so
rti

um
 P

ar
tn

er
s. 

Pr
op

os
al

 to
 th

e 
W

.K
. K

el
lo

gg
 F

ou
nd

at
io

n:
 C

om
m

un
ity

-b
as

ed
 p

ub
lic

 h
ea

lth
in

iti
at

iv
e 

to
 im

pr
ov

e 
m

in
or

ity
 h

ea
lth

 in
 W

ak
e,

 O
ra

ng
e,

 C
ha

th
am

 a
nd

 L
ee

 C
ou

nt
ie

s i
n 

N
or

th
 C

ar
ol

in
a.

 C
ha

pe
l

H
ill

 (N
C

): 
N

or
th

 C
ar

ol
in

a 
C

on
so

rti
um

 P
ar

tn
er

s;
 1

99
2 

A
pr

il.

Pr
es

tb
y 

JE
, W

an
de

rs
m

an
 A

, F
lo

rin
 P

, R
ic

h 
R

, C
ha

vi
s D

. B
en

ef
its

, c
os

ts
, i

nc
en

tiv
e 

m
an

ag
em

en
t a

nd
 p

ar
tic

ip
at

io
n

in
 v

ol
un

ta
ry

 o
rg

an
iz

at
io

ns
: a

 m
ea

ns
 to

 u
nd

er
st

an
di

ng
 a

nd
 p

ro
m

ot
in

g 
em

po
w

er
m

en
t. 

Am
er

ic
an

 J
ou

rn
al

 o
f

C
om

m
un

ity
 P

sy
ch

ol
og

y 
19

90
;1

8(
1)

:1
17

-1
49

.

Pu
tn

am
 R

D
. B

ow
lin

g 
al

on
e:

 A
m

er
ic

a’
s d

ec
lin

in
g 

so
ci

al
 c

ap
ita

l. 
Jo

ur
na

l o
f D

em
oc

ra
cy

 1
99

5;
6(

1)
:6

5-
78

.

R
an

da
ll-

D
av

id
 E

. S
tr

at
eg

ie
s f

or
 w

or
ki

ng
 w

ith
 c

ul
tu

ra
lly

 d
iv

er
se

 c
om

m
un

iti
es

 a
nd

 c
lie

nt
s. 

B
et

he
sd

a 
(M

D
):

A
ss

oc
ia

tio
n 

fo
r t

he
 C

ar
e 

of
 C

hi
ld

re
n’

s H
ea

lth
; 1

98
9.

R
ic

h 
R

C
, E

dl
es

te
in

 M
, H

al
lm

an
 W

K
, W

an
de

rs
m

an
 A

H
. C

iti
ze

n 
pa

rti
ci

pa
tio

n 
an

d 
em

po
w

er
m

en
t: 

th
e 

ca
se

 o
f

lo
ca

l e
nv

iro
nm

en
ta

l h
az

ar
ds

. A
m

er
ic

an
 J

ou
rn

al
 o

f C
om

m
un

ity
 P

sy
ch

ol
og

y 
19

95
;2

3(
5)

:6
57

-6
76

.

R
og

er
s E

M
. D

iff
us

io
n 

of
 in

no
va

tio
ns

. N
ew

 Y
or

k:
 F

re
e 

Pr
es

s;
 1

96
2.

5/
5/

26
, 1

1:
10

 P
M

BI
BL

IO
G

R
AP

H
Y

ht
tp

s:
//w

eb
.a

rc
hi

ve
.o

rg
/w

eb
/2

00
91

02
30

65
44

1/
ht

tp
://

w
w

w.
cd

c.
go

v/
ph

pp
o/

pc
e/

bi
b.

ht
m

5/
7

,·,,' / 

, •I · • , •I · •\ · • , •I · •\ · • , •I · •\ · • , •I · •\ · 
, :'·,',·,' J .·, ·:·•, ,' J .·, ·:·•,, J .·1 ·: ·,,·,' J .·, ·:·•,, J .·1 ·: ·,,·,' J .·, ·:·•,, J .·1 ·: ·,,·,' J .·, ·:·•,, J , 

•\. 

(_ ' ,:•,::~~I• '(. ~ '•; ,•: ,:••:,r~~•. '(. : '•; ,•: ,:••:,r~~•. '(. ~ '•; ,•: .. ,:•,::~~I• '(. ~ '•; ,•: ,:••:,r~~•. '(. : '•; ,•: .. ,:•,::~~I• '(. ~ '•; ,•: ,:••:,r~~•. '(. : '•; ,•: .. ,:•,::~~I• '(. ~ '•; ,•: ,:••:,r~~•. '(. : '•; ,•: .. ,:•,::~~I• 

' ~' ':· ·1' • •• ; ! ~ • • • • ~ t. :·. -
1' ••• ! ~ • • • • ~ t. :-. -

1' ••• ! ~ • • • ' ' ~' ':· ·1' • •• ; ! ~ • • • • ~ t. :-. -
1' ••• ! ~ • • • ' ' ~' ':· ·1' • •• ; ! ~ • • • • ~ t. :-. -

1' ••• ! ~ • • • ' ' ~' ':· ·1' • •• ; ! ~ • • • • ~ t. :-. -
1' ••• ! ~ • • • ' ' ~' ':· ·1' • •• ; 

·, · . .-.·:\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i .,. ... :-·_<\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... _._<\'_, •,:. 
<, : ,.: ,•:"I:•,::~/ I<, ~ ,.: ,•:••I:•,::~/,: I<, : ,.: ,•:••I:•,::~/,: I<, : ,.: ,•:"I:•,::~/ I<, ~ ,.: ,•:••I:••::~/.: I(, : ,.: ,•:"I:••::~/ I(, : ,.: ,•:••I:••::~/.: I(, : ,.: ,•:"I:••::~/ I(, ~ ,.: ,•:••I:••::~/.: I(, : ,.: ,•:"I:••::~/ 

~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• • • ~ •••• •·• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I•••• 

•: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I•,•: I ~; .; /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j 

: ' \ • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 

I• 1 , I• 1 • I I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , 

't-~: ': •!:··: •t·". '=· 'i··: •t·". '=· 'i··: ',t-~: ': •!:··: •t·". '=· 'i··: ',t-~: ': •!:··: •t·". '=· 'i··: ',t-~: ': •!:··: •t·". '=· 'i··: ',t-~: ': •!:··: 
, •I · • , •I · •\ · • , •I · •\ · • , •I · •\ · • , •I · •\ · 

' :'·,',·,' J .·, ·:·•, ,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J ' ,·,,' / 

•\. 

(_ ' ,:•,::~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• 

I ~ I • :• .'1 •, • j ! ~ • • • 0 ~ t • :•. _., •, • ! ~ • • • 0 ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• .'1 •, • j ! ~ • • • 0 ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• .'1 •, • j ! ~ • • • 0 ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• .'1 •, • j ! ~ • • • 0 ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• .'1 •, • j 

·, · . .-.·:\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i .,. ... :-·_<\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... _._<\'_, •,:. 
(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ 

~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• • • ~ •••• •·• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I•••• 

•: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I•,•: I ~; .; /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j 

: ' \ • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 

I• 1 , I• 1 • I I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , 

't-~: ': •!:··: 1/
04

• 1 :· 'i··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 

,·,,' / 

, •I · • , •I · •\ · • , •I · •\ · • , •I · •\ · • , •I · •\ · 
' :'·,',·,' J .·, ·:·•, ,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J ' 

•\. 

(_ : ,:<r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• 

I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j 

·, · . .-.·:\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i .,. ... :-·_<\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... _._<\'_, •,:. 
(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ I(_ ~ •• : ,·: •• I :·-:,r~ /.: '(_ : •• : ,·: .. I:·-::~/ 

~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• • • ~ •••• •·• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I••••;\•• ~ ••• •• ~ •• •:•~--•••• ••~••••II I•;,, :•~I•••• 

•: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I•,•: I ~; .; /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j • • ••I • I•••: I ~; i /,\ .. I I /,::; I • I••,•:: ~; .;_/,\ .. I I ,•',:: j 

: ' \ • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 1 : ' \ I ,• 1 ... 1 : ' \ I • • ,:, 

I• 1 , I• 1 • I I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , I• 1 • I I• 1 , 

't-~: ': •!:··: 1/
04

• 1 :· 'i··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 1/
04

• 1 :· 'i··: ',t-~: ': •!:··: 

,·,,' / 

, •I · • , •I · •\ · • , •I · •\ · • , •I · •\ · • , •I · •\ · 
' :'·,',·,' J .·, ·:·•, ,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J .·, ·: ·,,·,' J .·, ·:·•,' J ' 

•\. 

(_ : ,:<r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• '(_ ~ ,.: ,•: ,:••:,r~~•. '(. : ,.: ,•: .. ,:..:,r~~I• 

I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j ! ~ • • • O ~ t • :•. _., •, • ! ~ • • • I I ~ I • :• '11 •, • j 

·, · . .-.·:\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i .,. ... :-·_<\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i ··.,. ... ,i_::\'_,··:- 'i. ··, :-.:.-_:::\:,-:. _·i •• ...... _._<\'_, •,:. 
( ' i , ... •, ,I '( ' i •·.' r,,1 '( ' i •·.' r,,1 '( ' i , ... •, ,I '( ' i •·.' r,,1 '( ' i , ... •, ,I '( ' i •·.' r,,1 '( ' i , ... •, ,I '( ' i •·.' r,,1 '( ' ,._-\,I 
. ,•·· ... ,.,. . ,•·· ... ,. ,. : . ,•·· ... ,. ,. : . ,•·· ... ,.,. . ,•·· ... ,. ,. : . ,•·· ... ,.,. . ,•·· ... ,. ,. : . ,•·· ... ,.,. . ,•·· ... ,. ,. : . ... ,.,. 



Spector, RE. Cultural diversity in health and illness. East Norwalk (CT): Appleton-Century-Crofts; 1985.

Speer PW, Hughy J. Community organizing: an ecological route to empowerment and power. American Journal
of Community Psychology 1995;23(5):729-739.

Stokols D. Translating social ecological theory into guidelines for community health promotion. American
Journal of Health Promotion 1996;10(4):282-298.

Sumaya CV. On structuring public health: Sumaya CV, MD, MPHTM, Administrator, Health Resources and
Services Administration. CCN Vision 1996;1(3):2-3.

Sutherland M, Barber M, Harris G, Cowart M. Health promotion in southern rural black churches: a program
model. Journal of Health Education March 1992;23(2):109-111.

Sutherland M, Barber M, Harris G, Warner V, Cowart M, Menard A. Planning preventive health programming
for rural blacks: developmental processes of a model PATCH program. Wellness Perspectives: Research, Theory,
and Practice 1989;6(1):57-67.

Thompson B, Corbett K, Bracht N, Pechacek T. Community mobilization for smoking cessation: lessons learned
from COMMIT. Health Promotion International 1993;8(2):69-83.

Thompson B, Kinne S. Social change theory: applications to community health. In: Bracht N, (editor). Health
promotion at the community level. Newbury Park (CA): Sage Publications; 1990.
Turner LW, Sutherland M, Harris GJ, Barber M. Cardiovascular health promotion in North Florida African-
American churches. Health Values 1995;19(2):3-9.

Voluntary Hospitals of America, Inc. Community partnerships: taking charge of change through partnership.
Irving (TX): Voluntary Hospitals of America, Inc.; 1993.

Wandersman A. A framework of participation in community organizations. The Journal of Applied Behavioral
Science 1981;17(1):27-59.

Wandersman A, Florin P, Friedmann R, Meier R. Who participates, who does not, and why? an analysis of
voluntary neighborhood organizations in the United States and Israel. Sociological Forum 1987;2(3):534-555.

Warren RB, Warren DI. What’s in a neighborhood. In: The neighborhood organizer’s handbook. Notre Dame
(IN): University of Notre Dame Press; 1977.

Williams RM. The Kaiser Foundation’s grassroots approach enables communities to set their own health
priorities; the technique works and it’s become contagious. Foundation News 1990:24-29.

W.K. Kellogg Foundation. Program announcement: Community-based public health. Battle Creek (MI): W.K.
Kellogg Foundation; 1991.

World Health Organization, Health and Welfare Canada, Canadian Public Health Association. Ottawa charter for
health promotion; an international conference on health promotion. Ottawa, Ontario (Canada): November 17-
21, 1986.

Zimmerman MA. Psychological empowerment: issues and illustrations. American Journal of Community
Psychology 1995;23(5):581-599.

For further information on community collaboration, visit the Public Health Practice Program Office Internet site at

5/5/26, 11:10 PM BIBLIOGRAPHY

https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/pce/bib.htm 6/7



Back www.cdc.gov/phppo/pgrms.htm or contact Michael Hatcher at Mail Stop K39, 4770 Buford Highway, N.E., Atlanta,
GA., 30341-3724 or email mth1@cdc.gov.

5/5/26, 11:10 PM BIBLIOGRAPHY

https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/pce/bib.htm 7/7

D - --------= - -

https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/dphs/front.htm
https://web.archive.org/web/20091023065441/http://www.cdc.gov/phppo/pce/www.cdc.gov/phppo/pgrms.htm
https://web.archive.org/web/20091023065441/mailto:mth1@cdc.gov

	00_Principles_of_Community_Engagement
	01_Principles_of_Community_Engagement
	02_Principles_of_Community_Engagement
	03_Principles_of_Community_Engagement
	04_Principles_of_Community_Engagement
	05_Principles_of_Community_Engagement
	06_Principles_of_Community_Engagement
	07_Principles_of_Community_Engagement

