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Preface

Welcome to the Community Approaches for Health resource guide.  As the field of community development and health is interdisciplinary and complex, and as interventions in the name of “development” or “change management” are necessarily value-laden and contextual, it is not the intention of this guide to provide readers with a set of specific steps to follow for guaranteed population health improvement.  Rather, the intent is to stimulate your thinking about community development and build a bridge between people working in different sectors and at various levels for community health.  This document is intended to help readers gain an appreciation for the community work of various sectors and overcome "we"/"they" attitudes which exist between people working in different organisational settings.  

Structural inequalities leading to ill health have been recognised internationally and by the NHS.  However, community groups who understand "the government" or "the system" as being part of "the problem" may be sceptical of the role the health service play in their efforts to "involve" "the community" as a method to improve public health.  Some groups with this understanding view conflict as inevitable in order for the quality of life to improve.  However, conflict is not the only method to invoke change.  If there exists a commitment to empowerment, it is possible to work by building bridges between community groups, institutions and other sectors. 

The "we"/"they" attitude also exists in the government sector.  For example, some government agents may not recognise the role of community activists whose "fire" is a driving force for social change. Others make reference to "the" community as some kind of totality "out there" in society, with which they do not identify.  When the term is used in this way, it is often done so in reference to the more marginalised groups (for example, the "poor").  At other times, people use the word community in a romantic sense, denoting something absent from their lives, clouding the complexity of dynamics operating within and between the groups (or group members) to which they refer.

In order to be more effective, people from all sectors working for community development must strive to understand each other's experiences, including the pressures people face from peers, colleagues, organisations and funding agencies.  It is for this reason that this manual introduces community development as an activity in many settings.

A second purpose of this guide is to support workshops of the Lancaster University Public Health and Health Professional Development Unit from September to November, 1999.  These workshops will largely be based on the participants' learning needs; as such, this guide is not considered a final version - but will hopefully be revised to include the critical feedback, experience and examples of those working in the North-West of England.

The literature about community development is vast and interdisciplinary. Therefore it is not possible to provide readers with great detail.  Instead, the materials collected herein are "essentials" to begin critical thinking about our practice and get a sense of the wide spectrum of activities taking place in the reader's community.  The guide is not intended for academics but for people working in the health service at a variety of levels. It is written in a language style that is hopefully clear and accessible.

The guide has basically been divided into three parts. The first part sets the stage for understanding community development in health by exploring some basic concepts such as change, development, participation, planning and power.  The second part describes community work in different organisational settings (community service workers, voluntary and community groups, networks, coalitions, health systems and organisations, local government, educators and the economic sector). The third part lists various techniques for people working directly with "the community". This might be considered a starting point.  As there are certainly many other useful tools in use, we hope you will contribute to this collection by communicating with the Lancaster Unit via e-mail.  We also encourage your contributions for a potential fourth section; namely a "tool box" for people working for changes within health systems and organisations.  We also encourage sharing examples and stories from your recent work.

This guide takes a broad understanding of community development, recognising that all actions to improve the quality of life at a group level may be understood by the planners of that activity as “development”. Definitions of what counts as health and what is "good" for a community are based on ideas about how society functions, competing value systems and vested interests. It is therefore difficult to make judgements about whether interventions are "good" for "health.

As a result, it must also be acknowledged that by selecting models and making recommendations, this material is not a value-free, but a value-laden political statement.  As the person who selected, compiled and wrote this material, this work as stems in part from my identity and beliefs.  In this sense, it is a personal statement and does not reflect the views of the Lancaster University Public Health Unit or its staff.  The analysis and recommendations contained within this guide are grounded in the principles of health promotion and community development (Part 1, section 3). Also, the recommendations are based on the position that structural inequalities exist in systems at the national and international levels.  Therefore, changes and an acknowledgement of the political nature of this work is recommended at all levels. 

I am a 31-year old Estonian-Canadian (and sometimes vice-versa) who, following a degree in political science and work with a women’s environment and development organisation, undertook graduate work in the area of community health development at the Faculty of Environmental Studies at York University in Toronto. Action research, which was part of my degree, brought me to Estonia in 1995. I began compiling this guide in 1997 as part of a project funded by the Canadian International Development Agency. This project was “housed” jointly by the University of Toronto Centre for Health Promotion and Estonian Centre for Health Education and Promotion. The first version of this guide was published as a tool box for community workers in Estonia, who, for their past experience as part of the Soviet Union, have a very different history of social activism and voluntary sector activity. I began work with health service consultants from England through collaboration on this project and was pleased (and a bit surprised) at their suggestion of adapting some of the materials for use in England.  In recognition of the vast experience and knowledge in this country, I do not claim expertise in the English context. Rather, I see this material as a starting point for learning, reflecting, and sharing critical comments, experiences and tools.

The contribution of the University of Toronto Centre for Health Promotion and in particular Ronald Labonte and Deborah Barndt can not go unacknowledged. As my primary advisors during my graduate work, they have greatly influenced my thinking. I am also very grateful to Leora Cruddas and Ashley Toms who provided me with their useful insights and comments; Dominic Harrison for sharing my interest in this area and jointly exploring these issues; and the staff of the Lancaster Public Health Unit for their support. Thank you and happy critical reading! I look forward to hearing about your experiences, learning from your critical comments and reading your contributions.

Linda Norheim
Part 1 - Basic concepts and issues 
The first part of this guide reviews basic concepts such as health, community, development and change, which are the building blocks of a "community" approach to improving health. Processes and principles which are shared by people working in a variety of settings to increase community involvement in health are also introduced here, including guiding principles for action and the cycle of planning, action and reflection. The process of evaluation / critical reflection is also addressed in this part because while most agree it is important for continued development, various stakeholders often have different views about why it is necessary, what is important and how it should be carried out. These need to be addressed in order to take a co-operative, democratic approach to development.

1 Community development and health

This section links community development with health improvement. Despite the fact that the terms "community", "development" and "health" are all broad concepts, they share a remarkable number of things in common, particularly if understood as processes for improving the quality of life of people.

The Determinants of Population Health

Health is understood in a holistic sense, as defined by the World Health Organisation in 1948:

Health is a state of complete physical, social and mental well-being, and not merely the absence of disease or infirmity. Within the context of health promotion,  health has been considered less as an abstract state and more as a means to an end which can be expressed in functional terms as a resource which permits people to lead an individually, socially and economically productive life. Health is a resource for everyday life, not the object of living. It is a positive concept emphasising social and personal resources as well as physical capabilities. 

(WHO, 1986)

Over the past ten years, health promoters have come to perceive health in socio-ecological terms, recognising the fundamental link between health and conditions in economic, physical, social and cultural environments. For example, Blane et al (1996) argue that the most powerful determinants of health are found in social, economic and cultural circumstances.  As a result, policy makers are beginning to look beyond the traditional health care (sick care) system to improve population health, in recognition that in addition to biological factors, health is also determined by:

· family experience

· self-esteem

· employment

· socio-economic status

· education / training

· social supports

· sense of control

· the environment

· public policy

· access (to education, services, basic needs, etc.)

· recreation

· marginalisation (language, gender, race, sexual orientation, poverty, age)

(reference?)
The fact that these determinants have not been traditionally accounted for in health systems may account for our past failure to dramatically improve population health, despite the increased investment. Addressing this issue, Harrison (1998) suggests health policies focus on social organisation, reducing inequalities and fostering individuals' sense of control and autonomy over their lives. These areas are now understood as major causes of preventable morbidity and mortality (Syme 1996, Wilkinson 1996, Marmot 1996). However, while these policies would be supported by traditional epidemiological research, Harrison goes on to suggest policy-makers use a different basis for their decisions altogether, as health is determined more by social relationships within social systems than by diseases. He explains:

Antonovsky (1996) has reminded us that disease oriented risk factor epidemiology is only half the story. We know the biomedical causes of why 40 % of people smoking 20 cigarettes a day may die early - we do not know the bio/ psycho/ social reasons why 60% do not - we have no real epidemiology of health (salutogenesis).  Even within a narrow biomedical model there is now credible evidence to discredit the received wisdom on which most individual, behaviour change focused, health promotion/education has been undertaken. This is not to say it was not effective, just that it was largely irrelevant and certainly an inefficient use of very scarce specialist resources.

Syme (1996) and others suggest there is an urgent need for a paradigm shift in the conceptual framework and problem solving strategies for public health. This must recognise that most health risk and most determinants of health are systemic located within complex, dynamic and interactive social relationships which themselves are determined by social institutions and organisations including families, communities, workplaces - indeed the healthcare system itself. Such a change of paradigm requires population health to be seen not as the 'additive' outcome of the application of health care resources but as an integrative social product arising from the impact of social systems on individuals, communities and societies. Determinants of population health are mediated through social systems but are determined by social relationships within those systems. This understanding has enormous implications for the efficacy effectiveness and efficiency of health investment and the search for an evidence-based health promotion within social systems (p.5)

Harrison's and Syme's suggestion that population health is largely determined by social relationships strongly supports investment in activities to build and develop strong communities.   

Why is a “community development” approach recommended for health improvement?

On a European and global level, community approaches for health improvement are recommended by the World Health Organisation (The Verona Initiative) [http://www.who.dk/tech/inv/Verona02.html] as an important way to address social and economic determinants of health.

1. There is a very well established and close connection between social and economic environments, public policies and health outcomes within communities.

2. There are growing inequalities in health which have been demonstrated to mirror inequalities in access to supportive environments for health - (access to healthy food, recreation and exercise facilities, etc.)

3. There is an increasing level of generalised psycho-social stress brought about by social and cultural changes.

4. Increased consumerism and a better understanding of “dependency” has meant that health and social welfare systems throughout the world are re-orienting their approaches to become “partners with” rather than just “providers for” the community.

5. The demands on health and social welfare services arising from existing social trends will grow dramatically in the new millennium. 

According to the World Health Organisation (1998), key issues for the future may include: 

1. the changing role of women brought about by their rise in life expectancy and a falling birth rate; 

2. a decreasing involvement by men in paid employment brought about by early retirement; 

3. increasing length of adolescence brought about by increased time in education and the growing gap between biological and social adulthood; 

4. an increase in the elderly population - particularly women; 

5. increased consequences of relationship stress / breakdown in families; 

6. increases in lone parenthood; 

7. an increase in dispersed nuclear families missing out on social / family support; 

8. a polarising of “work rich” and “work poor” families;

9. a reduction in social cohesion and increasingly insecure tenure of employment for those who work coupled with greater demands for geographical mobility; 

10. an increased level of environmental degradation / damage/ pollution.

Doctors and health care workers are increasingly dealing with the consequences of these larger macro social and economic issues in their patients. Such factors are resulting in increased referral for a wide range of clinical services throughout the health care system - but there is a growing understanding that these problems cannot be effectively dealt with or left in the consultation room. (Harrison 1998)

As a result, the World Health Organisation is recommending the creation of supportive environments for health through intersectoral collaboration and community development. According to the World Health Organisation: 

Supportive environments for health offer people protection from threats to health, and enable people to expand their capabilities and develop self reliance in health. They encompass where people live, their local community, their home, where they work and play including people's access to resources for health and opportunities for empowerment. 

(Sundsvall Statement on Supportive Environments for Health, 1991)

Intersectoral collatoration is a recognised relationship between part or parts of different sectors of society which has been formed to take action on an issue to achieve health outcomes or intermediate health outcomes in a way which is more effective, efficient or sustainable than might be achieved by the health sector acting alone. 

(WHO 1997)

In the United Kingdom, the Labour government strategy outlined in “Our Healthier Nation” and the “NHS Modern and Dependable” has suggested the development of Health Action Zones, Health Improvement Programs, Healthy Living Centres and Health Promoting Settings (Healthy Schools, Healthy Workplaces and Healthy Neighbourhoods) as strategies to deal with such determinants of health and causes of avoidable illness and disability. Health care professionals are being encouraged to be “partners for health” with a wide range of organisations outside of the health care system itself and to become involved in a wider range of interventions - beyond the domains of the individual and the clinical. These challenges might be met with community approaches.

Partnership programs for health

However, partnership programs are not only promoted in the health care sector.  The Department of Health recognises that the improvement of people's health goes beyond the traditional boundaries of health and social services and is contingent upon the collaboration of many sectors. For example, the work of the Social Exclusion Unit [http://www.dfee.gov.uk/eap/] includes other programmes such as Welfare to Work, Sure Start [http://www.dfee.gov.uk/sstart/], New Deal for Communities and area based initiatives such as Health, Employment and Education Zones.  One such programme provides for Healthy Living Centres, which are focused on deprived areas [http:www.open.gov.uk/doh/coinh.htm] 

The Government is also committing resources to neighbourhood renewal programmes such as the New Deal for Communities (NDC), the Single Regeneration Budget (SRB) and the Coalfields Task Force.   Many communities and regions might also consider applying for European Union funding.  The North West Network was established to provide the voluntary sector with advice and information to access funds from the European Union [http://www.nwnetwork.org.uk].

Funding is therefore available to communities through a variety of partnership programs. The health care sector is seeking partners and so are other sectors. However, while the potential here for health improvement is great, it may happen that different sectors want to take the lead or that efforts might be duplicated. In this light communication becomes essential, as does a willingness to let other organisations take the lead, when appropriate. The overall goal of public well being as they themselves define it, should not be forgotten in the rush for resources and during the process of project domain definition.  The importance of clearly articulating the common ground or common goals of the various partners can not be underestimated as the stakeholders' different frameworks (objectives, agendas, priorities) overlap.  The domination of one or more frameworks over others is unavoidable because this depends on the context and people involved (politics). However, if each sector or person feels the initiative meets one or more of their needs, the incentive for collaboration will remain

What is community development?

Clarity about what is understood as “community development” requires time analysing what is meant by both “community” and “development", as these concepts are informed by various theories about society, change, power and ideal futures. 

It might be said that community work has existed as long as have human settlements. If it is understood through the lens of government-supported activity, according to Lotz (1987), the term “community development” first appeared as a term in 1948, at a conference in Cambridge, when British colonial officers were describing an approach to giving African people more control over their own destinies.  The government associated the term with central planning and the development of a national consciousness as well as self-help (at the local level).  In the 1950s, poverty was "rediscovered" at home and "community work" was incorporated into welfare policy.  In 1969, the Home Office set up the UK Community Development Project, at which time the field experienced a period of growth.

If, from a second perspective, community development is understood as the work of organised societies, in the U.K. this dates back to the Victorian times (Smithies & Webster 1998).  If, from yet a third point view, community work is understood as people taking action for their civil rights, the beginning of this "grassroots" history is difficult to date. However, in recent times these activities were particularly successful in influencing government policies in the 1950s and 1960s.  From an international perspective, community development might be understood as the proliferation of popular education techniques from South America to other parts of the world.

Today, community development work is a well-developed field.  There are tens of thousands of groups in the U.K. voluntary sector and certainly thousands of other informal groups.  To illustrate, a 1985 study estimated over 10,000 self-help groups alone  (Smithies & Webster 1998). The experience and expertise in this area is therefore enormous, with activists - some with decades of experience - working on a vast number of issues to improve the quality of life. 

Many of the activities of the individuals and groups in the voluntary and community sector might be called health promotion activities because they provide themselves and others with opportunities for empowerment, which is closely related to health.  Both "community" processes and "empowerment" processes are associated with the positive experiences conducive to good health, for example, increased knowledge, skills and feelings of self-worth that result from interacting with other people (Kieffer 1984). 

Community development for empowerment might be understood as a continuum beginning in the personal sphere, but extending to the small group, community group and social sphere (Freire 1970, Labonte 1993). However, this does not mean that work at the individual level is less important than work at higher "systems" levels.  Such hierarchies valuing work do not contribute to bridging the gap between people working for community development at various levels and sectors.  People committed to the process of empowerment are needed at all levels and in all organisations.  This will be examined more closely in subsequent sections.  
Community Development has been defined in the following ways:
· a process designed to create conditions of economic and social progress for the community with its active participation and the fullest possible reliance on the community’s initiative. (United Nations 1955)

· the process of fostering a sense of community, of strengthening social bonds between people, of enhancing cohesion to provide a harmonious, supportive, rewarding and interesting social living environment for people. (Raeburn and Rootman 1994)

Community

Communities are as difficult to define as are people.  Just as we might consider our own identities - as multi-dimensional, with developments occurring in different spheres (aspects) of our lives, at different times and rates - we might consider the nature of communities. For example, a person may describe herself as a community nurse who is married, Goan-English, Catholic, a mother of two, care-giver, dancer, potter, member of the Labour party and environmentalist. At a given time, she is likely to be more involved in one aspect of her life and less so in another.  Likewise, communities are unique with their own histories, “personalities” and combinations of organisations, more or less active at different times and whose activities affect each other.

Community has been defined in the following ways:

· While typically viewed in geographical terms, communities may also be non-locality identified and based instead on shared interests of characteristics, such as ethnicity, sexual orientation or occupation. (Minkler 1990)

· …a group of people linked in some way through residence, interest, demographic characteristic, profession, age, membership of an organisation or other defining characteristic to which the person does or could identify with psychologically, and where there are actual or potential linkages of a positive kind between the people concerned. (Raeburn and Rootman 1994)

Community organisation

Due to the range of activities that might be termed "development", it is useful to make the distinction between community activities and community organisation.  Community organisation has been defined as:

· a broad approach or strategy direction within social work practice. (Rothman and Tropman 1987)

· a process by which community groups are helped to identify common problems or goals, mobilise resources, and in other ways develop and implement strategies for reaching the goals they have set. (Minkler 1990)

· the process of organising people around problems or issues that are larger than group members' own immediate concerns. (Labonte 1993)

· a process by which a community identifies its needs or objectives, ranks these needs or objectives, develops the confidence and will to work at these objectives, finds the resources (internal and external) and in so doing, extends and develops co-operative and collaborative attitudes and practices in the community. Community organisation is process rather than task oriented since once the community is organised, many tasks can be accomplished and problems solved. (Ross 1967)

Community development in health

The Sheffield Health Authority uses the following definition of community development, specifically as it relates to health:

Community Development in health aims to enable the active involvement of people, especially those most oppressed and marginalised, in issues, decision-making and organisations which affect their health and lives in general. It can take place at the grass roots, in neighbourhoods or communities of interest and also at an organisational level in policy, planning and service delivery. It is based upon people identifying their own needs and how these can best be met. It involves enabling people to come together to share experience, knowledge and skill; to support their participation and encourage their involvement in influencing policy making and service development on issues which concern them. Integral to the CD approach is a commitment to equal opportunities and confronting inequality and discrimination.  A CD approach to health emphasises the holistic nature of health, and a positive approach to health, well-being and its promotion. 

[Sheffield Support Team,  1993, as cited in Smithies& Webster 1998]

Evidence of the effectiveness of community approaches to health improvement

The rationale for investing in community development as a strategy for population health improvement is outlined above.  However, as the shift in investment will require collaboration with new partners and as it has implications for a number of systems, investors are looking for "proof" of community interventions that have resulted in improved population health.  As a result, policies are emphasising "evidence-based" practice.

The notion of evidence might be therefore be explored more closely, as funding agencies and community groups alike are under pressure to produce this "evidence" and demonstrate the results of their work.

If stakeholders of a community project are not clear about the use of this word or the notion of "evidence", it can result in communities being blamed or held in a less-powerful position.  In order to overcome this potential source of misunderstanding between "the community" and funding agencies or "the government", it is helpful to deconstruct the notion of "evidence."

According to the Oxford dictionary, evidence is:

 n. (often + for, of) indication, sign; information given to establish fact etc.; statement etc. admissible in court of law.

The word "evidence" is dangerous because objectivity is questionable. By giving the impression that there is no  process of selecting what is "obvious" or "evident"  "to establish fact" , the politics inherent in the validation of one version of truth over another is put into hiding.  The political nature of the scientific statement (Foucault 1973, 1980, 1994) must be made explicit in order to address structural inequalities.

The search for evidence should be examined by people engaged in community work because it invariably raises issues of appropriate paradigms of inquiry when studying, researching, evaluating and reassessing community projects.  This is discussed in the evaluation sections of this guide, although, due to the limited scope of this document, not in detail.  However, the case for an alternative paradigm of inquiry epistemology in public health has been made by a number of academics, (Eakin et.al.(1996) Harris (1992) and Labonte (1993)) such that all Canadian National Conferences on Health Promotion Research have keynoted arguments in favour of a non-conventional approach. 

Practice in health systems, however, lags behind.

In simple terms, the rationale for a new understanding of what constitutes admissible evidence can be stated as follows: A community perspective is a multiple-reality perspective. Therefore, what is "evident" can not be objectively measured. What is "evident" depends on who is looking, what they have and are experiencing and what they are looking for.  Projects can be interpreted in a number of ways.  

The politics of framing proposals and reports to the terms of the funding agency is common practice. Yet the implications for empowering practice in different settings has not been fully explored. Community workers have often expressed the pressure to tell funding agencies what they want to hear as "evidence". (Green book authors) note that is often the case that processes described by communities in perhaps qualitative terms are not accepted as “evidence” [admissible] by their funding agencies. Rather, these processes are considered transitional to the “real” evaluation, which is the valuation of outcomes and generally preferred from a “scientific” or “business” point of view.

Traditionally, from the public health agency perspective, an acceptable indicator of population health improvement has been statistical evidence of reduced morbidity or mortality.  This is partially because mortality is easier to define than are experiences of “health”, “social support” or the process of  “empowerment”, which are subject to interpretations and bound by context.

However, the subjective experiences of community members, bound by their interpretation in their life context are the very focus of community development.  Both health improvement and community development are associated with a better quality of life, which has been defined by the World Health Organisation as:

…individuals' perceptions of their position in life in the context of the culture and value system where they live, and in relation to their goals, expectations, standards and concerns. It is a broad ranging concept, incorporating in a complex way a person's physical health, psychological state, level of independence, social relationships, personal beliefs and relationship to salient features of the environment. (WHOQOL, 1994) 

Abstracted from the context in which people understand their own experience, "evidence" becomes meaningless to the people. Conventional paradigms, which are blind to these meanings, or exclude this knowledge, are therefore inappropriate for empowering practice (see section 5). As noted by Labonte (1995): 

Empowerment, despite more diverse roots in feminism, international development, education, social work and mental health reform, generally summon[s] a stance against professional "others" defining the experience of the "self" in objectified terms. (p.3)

From an empowerment perspective, all stakeholder experiences are admissible as community "evidence", and placed on an equal footing with "outsider" data and theory. The traditional tendency, however, is to hold theoretical knowledge in higher regard than experiential.

A role-play during a workshop facilitated by Ronald Labonte illustrates how differently community projects can be perceived. This section is a reprint of material published in Issues in Health Promotion Series #3 Health Promotion and Empowerment: Practice Frameworks. Centre for Health Promotion, University of Toronto and Participation, 1993: 

The issue involved a women's "self-health" program nominally organised to improve health behaviours (smoking, nutrition) of low income women, most of whom were single parents:

Manager:  
I see you're applying for more funds to run the program a second time. Why? Be brief, I've only a few minutes.

Worker:
Well, the program proved successful beyond our expectations. We think it is very good for the women who participate.

Manager:
Oh? How so? According to your service stats only 1 of the 18 women in the first group quit smoking, you've got no data on maintenance of that change, and there was only a marginal shift towards better nutrition in the pre- and post-test 24 hour food recall scores. Doesn't seem like a success to me.

Worker:
But we know that the women reported feeling much better about themselves as a result of the group. Most of them were quite isolated before coming to the program. Now they've formed their own support group.

Manager:
So you're asking me to spend another $7 000 in program funds just because the participants felt better ? Look, I've surgery queues and immunisation problems and we need a new intensive neonatal unit at the hospital. .. How are we going to set priorities if we don't have hard outcomes ?

Etc. etc. 

At this point the role-play went in several directions. In one instance the worker chose to replay it and simply lied at the outset, inventing the statistics the manager wanted to hear. This may have secured her more program funds, but it put her own professional future in jeopardy and did not contribute to shifting the organisation's understanding of health, empowerment and constructivist (qualitative) research/evaluation approaches (see section 5). In another instance, the worker engaged in heated argument, trying to make his manager wrong by pointing out that the program cost for even one smoking cessation was less than 10% the cost of a coronary by-pass operation. This only raised the hackles of the manager who specialised in cost-efficiency studies and insisted upon knowing the worker's sources for that comparison. The worker had none. In another instance, the worker argued polemically that, surely, making people feel better was exactly what a health agency was about. The manager stated that if that was how she felt, she should apply for the next opening in the social welfare department." (pp.23-24)

At the conclusion of the role play, the participants felt the most effective dialogue was one in which "…the worker engaged in an educational exchange with her manager, sticking to her position but using solid argument expressed in the language and paradigmatic values her manager would understand." (p.24).

This conclusion by the workshop participants demonstrates that health workers, by speaking the language of the conventional (science / business) paradigm, can support community needs through justifying the investment of community programs. This potential role is important, as it meets the practical needs of community groups.

However, it can also be argued that the continuous justification of community work in conventional (science/business) terms perpetuates the "power over" of this paradigm.  This activity perpetuates an understanding of health as a commodity.

Therefore, in order for health systems to truly reorient towards community approaches, health systems managers and funding agencies must also learn to listen, value and accept the language of communities as "admissible evidence".  The onus of making the effort to bridge the "we"/"they" gap between "the community" and "the government" must be shared.

Language and Social Capital

A number of successful grassroots community development activities are listed in a 1989 issue of Utne Reader, for example:

In Lima's El Salvador district, Peruvians have planted a half-million trees; built 26 schools, 150 day-care centres, and 300 community kitchens; and trained hundreds of door-to-door health workers. Despite the extreme poverty of the district's inhabitants and a population that has shot up to 300,000 , illiteracy has fallen to 3 percent, one of the lowest rates in Latin America - and infant mortality is 40 percent below the national average. The ingredients of success have been a vast network of women's groups and the neighbourhood association's democratic administrative structure, which extends down to representatives on each block. (Durning, 1989, 42).

Examples such as this have caught the attention of health investors, disillusioned with policy agendas that have focused on economic capital and disregarded the role of social and economic factors in determining population health. For example, driven by the desire for more effective health investment; the World Health Organisation has launched the Verona Initiative [http://www.who.dk/tech/inv/Verona02.html] to examine how systems might focus more on the social, economic and environmental determinants of health. In addition, the World Bank is doing work in this area [http://www.worldbank.org/poverty/scapital].

Like other health investors, they are recognising the contribution of non-monetised community infrastructures to population health. In their discourse, they have defined social capital as:

…those features of social organisation, such as networks, norms and trust, that facilitate co-ordination and co-operation for mutual benefit.  (Putnam 1993)

…the degree of social cohesion which exists in communities. It refers to the processes between people which establish networks, norms, and social trust, and facilitate co-ordination and co-operation for mutual benefit (WHO 1997)

Efforts to invest in and develop social infrastructures are commendable. However, if institutions are working from an empowerment perspective, they must be wary of how this language is used and to what end.

The term "social capital" is attractive to investors but may have little meaning for people working at the grass-roots level.   Baum (1999) warns that uncritical use of the term "social capital" may mask certain assumptions:

…those on the right of the political spectrum see social capital as an opportunity to argue for a withdrawal of the state from welfare and social provisions. Those more towards the left argue that state support is crucial to the accumulation of social capital (p.195).

A parallel might be drawn here between community development and the development of social capital.  For both, the mechanisms or methods of development are informed by various theories about society, change, power and ideal futures. 

If these terms are not critically examined, the resulting activities may not be conducive to community empowerment. What needs to be asked is, "To what end? For what and whose purpose are we developing (the community / social capital)?"  For example, the promotion of social capital may be seen as a substitute for economic investment in poor communities.

By using the discourse of "social capital", health investors who are more interested in reducing their economic expenditures than in health creation can mask their goals. This use of language serves to hold "power over" communities by framing the process to meet their own ends. Labonte (1993) asks:

Has health become a commodity? Does health promotion represent the colonisation of all aspects of life by market concepts as neo-liberal economic ideology continues to dominate political life ? Are people "health customers and consumer"? Are health boards "enterprises"? Is this the language of empowerment ? Is community mobilisation a way to get community groups to "buy into" the government's agenda? Which often means imposing the language, concepts and cultural norms of bureaucracies onto community groups ? (pp.8-9).

This can be interpreted as a plea to encourage bureaucracies to listen to themselves, as well to the community.  This is necessary in order for us to begin communicating to overcome the "us"/"them" feelings that exist between government and the community.

The language used by health investors may put off some community workers. For example, some may feel it is inappropriate for professionals to define a community's experience of social interaction for them, rather than allowing them to use their own words.  However, the "we"/"they" barrier between government and "the community" is only reinforced if bad intent [on the part of the investors] is assumed. Ultimately the notion of social capital is a construct/ an idea, which can be claimed by community groups to their advantage.

By virtue of the term's appeal to investors and its roots in community experience, the idea of social capital may create opportunities for listening, communication, translating and for breaking down the barriers between "the community" as "other than" the government.  For example, at a recent conference on community development and health (Salford, 1999), a community worker expressed her positive orientation towards the term saying that she had no idea that she had been working for so many years creating "social capital".  She felt good to have it valued and recognised.
2 Communities and change
As community development means "getting involved", this section examines the idea of change from a "community" (that is, multi-sectoral, multi-dimensional and diverse) perspective, in contrast to linear "predict and control" notions of change. This may be useful for people involved in multi-stakeholder project or people planning interventions in diverse communities.  In this section, change is introduced as subject to influence by other people and events and as difficult to direct. 

However, if action is based on good intentions, a commitment to equity and a willingness to collaborate, the potential for community health creation is great.  Such principles to guide action are introduced in the next section, section 3.

Nobody makes a greater mistake than he who did nothing because he could only do a little.

Edmund Burke, 18th Century statesman.
Development

According to the Oxford Dictionary, development is 

…a gradual unfolding, fuller working out; … growth; evolution…; full-grown state; stage of advancement:, and that “develop” as a verb means “to unfold, reveal or be revealed, bring or come from latent to active or visible state; make or become known; make or become fuller, more elaborate or systematic, or bigger; … make progress; … come or bring to maturity.

As (green article authors) point out, the notion of development is "loaded".  In the use of the term, the following assumptions are often made:

· changes tend to be gradual and evolutionary rather than sudden or as a result of a quick intervention; 

· development is an “enhancement” of some latent potential already present; 

· by “adding” something, it is made “better” or more desirable, or more orderly; 

· changes can be achieved systematically (p.12)

The notion of development invariably implies ideas about the future, positive outcomes and progress.  While at one time, Western Europeans turned to God with their worries about the future, following Newton and more recently, the industrial revolution, people began to rely on the problem-solving abilities of humankind and the potential of scientific technology. This new faith was based in assumptions that humans could objectively predict and control events.  The rationale of these projects has been formulated using linear, one-dimensional logic. Many continue to believe that traditional science and technology will provide the solutions to our global woes.

Others, however, have less faith in the ability of humans to solve large-scale problems. Not only have we experienced some failure with large-scale development projects, we have also become more conscious of environmental and social effects of interventions carried through in the name of development (e.g.s Aswan Dam, the Narmada Valley Project).  As a result, development agencies have learned to account for cultural, social, gender, race, environmental and other dimensions.  

Some of the greatest critics of "development" are the people for whom the projects were supposed to benefit.  In ex-colonial territories, many feel their Western education has contributed to the “…coherence and legitimacy to the institutions and values of Western society,…[and endorsed] the Western liberal tradition…[damaging] the maintenance of traditional culture.” (green book authors, p.11-12).  They question the efforts that have been made to bring "primitive" societies on to the track of technological "development" and criticise community workers' claims of political neutrality, noting that the real beneficiaries of development have been countries of the north.

The ability of technology to provide the "development answers" is also questioned by scientists themselves.  The limitations of traditional science has also been discussed by science philosophers such as Thomas Kuhn (1970) David Bohm and David Peat (1987), who show how uncritical linear thought prevents us from seeing interconnections and being creative. They stress the need to be wary of “paradigm blindness” and understand “reality” in multiple dimensions (such as holographic models). This type of thinking is echoed by chaos theorists, who, like many community health workers, recognise the need for non-linear models when studying natural, holistic phenomena such as weather patterns or human health.

The ability of human beings to predict and control events has been further questioned in the political and social sciences, where changes at the global level, such as the collapse of the Soviet Union, and changes brought about by technology (including an increasing pace of life) are having dramatic effects at the national and local levels, generating a great deal of social stress. The recognition of the interconnection between problems is occurring in all disciplines.

For development workers and planners, the above-mentioned critique of development as it has been traditionally conceived in the West raises questions about the ethics and degree of appropriate intervention. 

Change

Change theories exist at many levels. At the macro level, just as meteorologists study patterns, change in society is explained by theories of patterns. For example, so-called functionalist theories explain events by highlighting patterns of co-operation, which maintain systems. On the other hand, conflict theories explain events by highlighting patterns of imbalance as driving forces within systems.

At the individual level, psychologists explain changes with a variety of theories explaining the causes behavioural change, including the effect of cultural-, work-, school- and other environments.

At the organisational level, theories about change have been proposed by social scientists, business thinkers and academics from other disciplines.  In nearly every discipline, change theories are extensive. In the social sciences it can be explained in terms of structural organisation, leadership and social movements, in addition to other ways.

In practice, change theories may help us understand events as they occur at and in-between different levels. However, while theories are useful tools, they are abstractions.  For community work, it is important to understand change as unique in the local (historical, political, social, …) context, influenced by multiple factors operating simultaneously.  This has implications for both planning and evaluation, which will be discussed in later sections. 

Assumptions about change in community projects

In community development theory, reference is often made to Rothman and Tropman's (1987) work, which presents three "pure" types of community practice (although none exist) and shows what various organisers often assume as they plan and go about their work.  Amongst other insights, it demonstrates how change might be understood as "top-down", "bottom-up" and "within" or "side-to-side":

In locality development, the change strategy may be characterised as, “Let’s get together and talk this over” - an effort to get a wide range of community people involved in determining their “felt” needs and solving their own problems….tactics of consensus  are stressed - discussion and communication among a wide range of different individuals and factions…co-operative, deliberative techniques [are important]. Development specialists…place the stress on problem solving as opposed to win-lose strategies and attitudes.

In social planning, the basic change strategy is one of “Let’s get the facts and take the logical next steps.” In other words, let us gather pertinent facts about the problem and then decide on a rational and feasible course of action. The practitioner plays a central part in gathering and analysing facts and determining appropriate services, programs and actions. This may or may not be done with the participation of others, depending upon the planner’s sense of the utility of participation….fact-finding and analytical skills are important…

In social action, the change strategy may be articulated as, “Let’s organise to overpower our oppressor,” that is, crystallising issues so that people know who their legitimate enemy is and organising mass action to bring pressure on selected targets. Such targets may include an organisation, such as the welfare department; a person, such as the mayor; or an aggregate of persons, such as slum landlords….conflict tactics are emphasised, including methods such as confrontation and direct action….rallies, marches, boycotts and picketing….

 (p.303)

The chart below demonstrates how each of the models are based on different understandings of: the goals of community action; the nature of communities; change strategies; the role of practitioners; the role of so-called “clients”; and power.
Three Models of Community Organisation Practice According to Selected Practice Variables

Variables
Locality Development
Social Planning
Social Action

1. Goal categories of community action
Self-help; community capacity and integration (process goals)
Problem solving with regard to substantive community problems (task goals)
Shifting of power relationships and resources; basic institutional change (task or process goals)

2. Assumptions concerning community structure and problem conditions
Community eclipsed, anomie; lack of relationships and democratic problem-solving capacities; static traditional community
Substantive social problems; mental and physical health, housing, recreation
Disadvantaged populations, social injustice, deprivation, inequity

3. Basic change strategy
Broad cross section of people involved in determining and solving their own problems
Fact gathering about problems and decisions on the most rational course of action
Crystallisation of issues and organisation of people to take action against enemy targets

4. Characteristic change tactics and techniques
Consensus: communication among community groups and interests; group discussion
Consensus or conflict
Conflict or contest: confrontation, direct action, negotiation

5. Salient practitioner roles
Enabler-catalyst, co-ordinator; teacher of problem-solving skills and ethical values
Fact gatherer and analyst, program implementer, facilitator
Activist advocate: agitator, broker, negotiator, partisan

6. Medium of change
Manipulation of small task-orientated groups
Manipulation of formal organisations and of data
Manipulation of mass organisations and political processes

7. Orientation toward power structure(s)
Members of power structure as collaborators in a common venture
Power structure as employers and sponsors
Power structure as external target of action: oppressors to be coerced or overturned

8. Boundary definition of the community client system or constituency
Total geographic community
Total community or community segment (including "functional" community)
Community segment

9. Assumptions regarding interests of community subparts
Common interests or reconcilable differences
Interests reconcilable or in conflict
Conflicting interests which are not easily reconcilable: scarce resources

10. Conception of the client population constituency
Citizens
Consumers
Victims

11. Conception of client role
Participants in an interactional problem-solving process
Consumers or recipients
Employers, constituents, members

Rothman and Tropman 1987

A Systems Approach
At the project level, change processes can be crudely described as top-down, bottom-up, consensus based or negotiated. However, initiatives take place amidst other social activities and political events. It is often useful to consider these taking place at a number of levels:
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A similar model that makes a distinction between various levels has been promoted by Thompson and Kinne (1990).  They demonstrate the interrelationship between sectors and levels and promote a holistic, multi-dimensional or environmental approach to health improvement. Thompson and Kinne attribute the increasing focus on the “community” to the growing recognition that behaviour is influenced by settings in which people live, work and play (p.45).  Local values and norms significantly effect attitudes and behaviours of the population. Accordingly, they believe it is more appropriate to change community norms and values  rather than measuring changes in the individuals, as healthier settings are likely to reduce health risk behaviour (p.46).

Thompson and Kinne’s (1990) model demonstrates that communities can be viewed as systems and subsystems which are based on some degree of co-operation and consensus on societal goals, norms and values.  The system is more than the sum of its component parts, including the relations that connect them. Change in one sector usually implies responses in other parts of the system. However, change that begins with one sector may take a long time to affect the entire system (p.48). For change to occur in the system as a total whole, the desired change must become a part of each of the parts, including the political and economic spheres.
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Health and sustainable development

Work by international organisations such as the United Nations and World Health Organisation have been a major driving force behind a holistic, systems approach to health improvement.  These organisations are concerned with both social responsibility for health and sustainable development.

Social responsibility for health is reflected by the actions of decision makers in both public and private sector to pursue policies and practices which promote and protect health. (Jakarta Declaration, WHO, 1997)  

Sustainable development, which has been defined by the World Commission on Environment and Development (1987) as: 

…development that meets the needs of the present without compromising the ability of future generations to meet their own needs.

Sustainable development was the focus of discussion during the 1992 United Nations' Earth Summit Conference in Rio de Janeiro. It resulted in Agenda 21 - the action plan for sustainable development.  

The following is an excerpt from Community Participation in Local Health and Sustainable Development: a working document on approaches and techniques (WHO 1999) [The full version of this document can be accessed from the web site www.who.dk/healthy-cities/]

The Rio Earth Summit highlighted that sustainable development is a wide-ranging concept, concerned not only with protecting the environment and living within the carrying capacity of the earth's support systems, but also with people's quality of life, with equity within and between generations and with social justice. It thus brings together economic, environmental, social, political, cultural, ethical and health considerations, and demands new and integrated thinking and action…

Agenda 21 refers to health more than 200 times, and the whole agenda is interconnected with health and well-being….

Central to Agenda 21 is the proposition that urban development will not be environmentally, economically or socially sustainable without the active participation of communities….[therefore, it]…urges local authorities to undertake a consultative and consensus-building process with citizens and local organisations, aimed at formulating their own sustainable development strategy - a local agenda 21. (p.4)

In a similar vein, the World Health Organisation's Health for All global strategy recognises health as a holistic and multi-faceted concept. Like Agenda 21, it proposes multi-sectoral strategies to address key determinants of health and emphasises community participation.

3 Guiding Principles for Action

Projects are subject to changing environmental influences, like a sailboat which floats on the sea amidst winds and waves from various directions, as well as from changes "on board."

In the previous section, change was introduced at several levels. Problems are multi-dimensional and interrelated.  In this "messy" world, if collaboration is desired, the intentions or values of the various change agents become important. They might be compared to the keel or rudder of a sailboat.

While various stakeholders in an initiative may not necessarily share the same values, the principles described in this section are generally considered to be health promoting. In particular, the process of empowerment/ equity is valued as a priority for health.

This guide is based upon values shared with the member states of the WHO European Region, as articulated in the document Health 21:

· Health as a human right

· Equity and solidarity

· Participation and accountability
Health Promotion Values

People-Centredness (everyday experience, community perspective, facilitatory role for professionals

Empowerment (control [community control, group control, personal control], strength-building approach, resource-based approach)

Organisational and Community Development

Participation (as many people as possible, representativeness, popular activities that motivate, meet needs and strengthen, unity is power and health)

Life Quality (the ultimate goal of health promotion, positivity, spirituality and spiritual health)

Evaluation (Does it work ? process information, cybernetics and self-criticism, accountability and ownership, the power of data)

(Raeburn and Rootman 1994)

Hoffman and Dupont (1992) propose a community development approach be grounded in a set of values such as a belief:

· In the absolute worth of the individual

· That individuals are able to learn and change

· That individuals and communities can identify problems in their lives, find solutions and act to achieve them

· That people can work effectively together to change conditions that may be beyond their individual control

· That an individual, by positively changing any part of his/her life may benefit from the change and thus improve his/her overall health

· That community participation and group process are in themselves health enhancing; and

· That individuals are genuinely interested in participation in their own health

Empowerment as the key process for community health improvement

Empowerment is a key goal for health promotion.  Ronald Labonte, a community health consultant, has written extensively about this process as it relates to community development and the implications for health professionals.  Other scholars including Kieffer (1984) and Wallerstein (1994) have documented the positive health effects of empowerment on an individual level. The ill effects of powerlessness have also been documented by social psychologists who write about learned helplessness, surplus powerlessness (Lerner), apathy and self-blame. However, it is not my intent to discuss this at this time. Suffice it to say that the personal sense of power is an experience of health and a result of a person's sense of self in relation to society.   The experiences of power (below) are not separate from each other, but interconnected:

Power Experiences

1. Power within

· self-efficacy 

· “What can I do?”
2. Power between 

· supportive or exploitative/dominating

· “What can you do for me?” (supportive)

· “What can you do to me?” (exploitative/dominating)

3.  Power amongst
· evaluative

· “How good is the distribution and amount of power here?”

4.  Moral power

· ethical

· “Could you have prevented [something bad] from occurring?”

Adapted by Labonte (1993) from Morriss (1979)

Therefore, community development might be understood facilitating and extending the process of personal empowerment outward to the group and system levels.  However, facilitating this process is not simple, nor can community workers and professionals participate in it with detachment. It requires an acute awareness of both our personal power and the power dynamics between various people with whom we work.  

Labonte (1993) asks, "Do professionals empower? Or do communities seize power ?" 

In response to this question, he notes that empowerment:

…exists as a shifting or dynamic quality of power relations between two or more persons, such that the relationship tends towards equity (fairness) by reducing inequalities (differences) in access to instruments of power…

… exists only as a relational act of power taken and given in the same instance…

Used transitively, empowerment means bestowing power on others, an enabling act, sharing some of the power we might hold over others. Here, the empowering agent remains the controlling actor, defining the terms of interaction. The relatively disempowered person or group remain the recipients of actions…

Used intransitively, empowerment is the act of “gaining or assuming power.  (pp.47-49)

We might therefore understand empowerment as not only occurring “top-down”, but also “bottom-up”, “side-to-side” and from “inside-out” and “outside-in”. 

According to Starhawk, “power-over” is exerted by domination (forceful control), exploitation (economic control) or hegemony (belief control). “Power-over” is different from “power-from-within”, the personal power we have (including energy, self-knowledge, self-discipline and character) and “power with”, the energy and optimism we create when we act together (as cited in Kuyek and Labonte, 1995, 3-4).

The literature about the nature of power is vast, extending into a number of fields including politics, sociology, psychology, and ecology, to name a few.  It is beyond the scope of this manual to provide you with an overview of this literature. Yet, it is essential for us to be constantly aware of power dynamics within our own work settings, while at the same time keeping in mind the links between the personal, group, community and global levels. We must be aware of our power in order to share it/give it away and receive/demand it (Labonte 1993) . Moreover, as (green article authors) point out, we must see where and in what degree it exists if we wish to assist groups and organisations to engage in planned change.

Different kinds of power include:

· Physical power

· Economic power – access to resources (creates feelings of inadequacy in others)

· Professional power – expertise has legitimacy(e.g. clients and professionals);

· Political and legal power (policies, rules, regulations, language)

· Decision-making power, choice

· Sexual power

· Hegemonic power

· Moral power

· Exclusionary power ("insiders" and "outsiders" of groups organising around any aspect of identity)

· The power to define – the power of the word - language use - voice

· Symbolic power

Power, as it appears to have a "material" foundation, may lead to a tendency of understanding it as a "thing" rather than a relation. But to demonstrate the contrary, one might think of a person who might have decision-making authority in one situation, but not in another, or a millionaire who is powerless on a desert island without commodities to purchase.  The degree of power depends on the context and circumstance.

The nature of power in a certain context also depends on cultural and social forces, of which we may not even be aware.   Antonio Gramsci (1891 -1937) used the term hegemony to denote a process by which the elite class dominates the other classes by means of political and ideological leadership (Simon, 1991, 22). Consent becomes "common sense" - an uncritical and partly unconscious form of perception (Simon, 1991, 26).  For example, people may not be aware of the power of advertising, as it shapes their purchasing and daily decisions.  Another example of "unconscious" power is noted by Labonte (1993), who demonstrates how professionals, by use of their "technical-rational" discourse may intimidate their clients and bring them into compliance, without actually ordering them to do so or being aware of the power being exercised. (QOL pp.11-12). 

A structural approach to empowerment recognises that inequalities in health exist between different groups and that political and economic developments at national and global levels directly affect the lives of people.  In this light, community development might help people “understand and experience social grievances as public issues rather than as private troubles” (Kling, 1990, 40) and to transform “power over” relations to relations of “power with” and “power within”.  Free from the repression of “power over”, people are (more) free to determine themselves.

Paulo Freire has also promoted this understanding of empowerment. In his theory of critical pedagogy, empowerment starts "when people listen to each other, engage in dialogue, identify their commonalties and construct new strategies for change (as cited in Wallerstein, 1994, 143). With this premise, one aspect of community development becomes to “facilitate the response of the non-elite” to change social circumstances (Popple, 1995, 46).  However, in order to do this, professionals at various levels must be aware of the power at play.

Rissel (1994) has created a model that illustrates the link between the personal and community empowerment and collective action:








This differs slightly from Labonte's (1993) model, in which the spheres are represented in equal proportions:  personal care, small group development, community organisation, coalition building and advocacy and political action. It is not possible for one professional to work in all five spheres; however, his point is that links must be made between these different levels of action.  These spheres will be revisited in subsequent sections.

The Empowerment Holosphere







Labonte 1993

Participation and health

The health implications of participation have been documented by a number of academics. For example, the study of Italian regional governments by Putnam et al (1993) suggests there is a correlation between health and civic society: Societies which value public life, solidarity, civic participation and horizontal social and political networks appear to have lower infant mortality rates than societies which do not do so.

The negative health consequences of NO participation have also been documented.  For example in authoritarian societies, people who have been discouraged or prevented from exercising their democratic rights are said to suffer from “learned helplessness”, a phenomenon in which people internalise their powerlessness to effect change and resign themselves to their fate. This tendency is seen to continue, even when they are provided with decision-making opportunities in the future.

Therefore, participation is essential for community health development.  However,  “participation” as a goal in itself, is insufficient.  As Arnstein (1969) has demonstrated, participation as a concept, can be understood in various ways, depending on the orientation towards  “community” members.  Involvement in community programs may be understood as: 

A Ladder of Citizen Participation

Citizen control

Delegated power

Partnership

Placation

Consultation

Informing

Therapy

Manipulation

(Arnstein,1969)

For community work, the issue at hand is the ownership of a problem.  Community work theorists made the distinction between degrees of participation in the 1940s and 1950s, when they documented a basic key tenet of community organising:  

…People are far more likely to act on what they themselves have freely decided than to do what a worker has tried to convince them they ought to do. 

(Craig, 1989, as cited by Smithies & Webster, 1998)

For professionals, bureaucrats and politicians, this means allowing the community to name their own experience (discussed further below) in their own language and make the decisions on an equal footing with other stakeholders in the process. It involves facilitation, consultation, building alliances and foremost, listening. 

In recognition of health workers' potential power-over their (so-called) clients, Labonte (1993) lists disabling effects if workers fail “start where the people are”:

· Our activities may be irrelevant to the lives and conditions of many persons

· We may further their experience of powerlessness by failing to listen to, hear and act upon concerns in their lives as they experience and name them, communicating to them that they are wrong and that we are right.

· We may further complicate and overwhelm their lives by continuing to insert into them more and more “urgent” problems that they must address and “buy into”.

(Labonte 1993)

A critical awareness of this power and potential is necessary for health workers to overcome "power over" potential of the professional-client relationship, which some might say is ironically characterised by the very "we" "they" language in this text.

"Real" participation is not only promoted for community development.  Maximum stakeholder involvement is now considered a prerequisite for 

· More effective change management

· More information and "insider" information

· Ensuring "ownership" of the issue by the community, commitment, sustainability. Ownership is KEY - if they don't trust you or see the problem as theirs,  they won't participate. Therefore it is important to get their involvement from the beginning.

· Ensuring appropriateness of interventions

· Empowerment

The prerequisite of participation for development is not new: McCreary and Shirley  (yr?) that "maximum feasible participation" was also emphasised by the UK Community Development Project of the Home Office in 1969.  However, in their opinion, it was not successful because power and institutional structural issues leading to poverty were not really addressed (p.44).

4 Planning for Community Health

No matter the organisational setting or sector in which people work, some processes are shared: people adapt to systemic changes, react to other changes, communicate with other people and take action to meet project objectives.   However, a community (multi-stakeholder) approach to planning differs from traditional planning in some respects. These are discussed in this section.

Community approaches to planning are at the centre of community health improvement.  This is because the first step to empowerment is the creation of opportunities for people to name their own health issues, as they experience them. In traditional planning, the issue is pre-defined by a funding or lead-agency.

Stages in community development
Community projects go through phases of implementation:

[image: image1.wmf]1. Community 

Analysis

2. Design- 

initiation

3.Implementation

4.Maintenance- 

consolidation

5.Dissemination- 

reassessment

COMMUNITY 

ORGANIZATION 

STAGES


(Bracht and Kingsbury 1990)

While the reassessment stage (more commonly referred to as evaluation) is closely connected to the stage of assessing the situation or issue identification, the latter is usually considered the first step of the development cycle.  

From an empowerment approach, situational analyses takes time, as it involves facilitating the naming of the issue by the community or (less powerful) group.  

The boundary of the community with whom the leading agency wishes to work must be clear and efforts made to reach members who represent their interests. These issues will be discussed in further sections. 

Recognising assets

When analysing the situation, McKnight and Kretzmann (1986) have noted that planners often focus on problems or weaknesses in the community rather than on the community’s strengths.  The maps below represent images and associations of the mind. McKnight and Kretzmann argue that communities are often put in a "prison" of negative images or associations.  Labels, "loaded" with one meaning,  prevent the labelled (person or community)  from seeing other aspects of their identity.  In order to begin community building, it is imperative that people also recognise potential.

How a problem is understood also dictates possible solutions. They suggest making inventory lists of assets and resources, as well as needs assessing the situation in a community.  In their opinion, 

…wherever there are effective community development efforts, those efforts are based upon an understanding or a map of the community’s assets, capacities and abilities.  For it is clear that even the poorest neighbourhood is a place where individuals and organisations represent resources upon which to rebuild.  The key to neighbourhood regeneration, then, is to locate all of the available local assets, to begin connecting them with one another in ways that multiply their power and effectiveness, and to begin harnessing those local institutions that are not yet available for local development purposes. (pp.5-6)
Neighbourhood Needs Map







Community Assets Map










(McKnight and Kretzmann 1993)

Planning time scales

Organisations are under pressure to demonstrate results - outputs - in order to justify their funding and demonstrate accountability.  However, if funding agencies are interested in using an empowerment approach, they must recognise the value of the process itself during which the group members experience moments of success / value. 

Rather than planning in terms of single interventions (with a beginning and an end), funding agencies and health organisations might consider making a commitment to working with certain groups through a spiral of action and reflection. In contrast to one-shot projects, which prioritises the "achievement" of predetermined goals (bounded rationality) empowering community work prioritises the process of empowerment and sets goals in a more evolutionary sense. This is described in more detail in the following section.

In addition to being more conducive to empowerment, taking the time for participatory problem-naming may also lead to a better understanding of the problem. Planners often do not take the time to understand the problem in a multi-disciplinary, holistic sense. The definition of the problem to be addressed can be very different, depending upon which perspective is taken. For example, different perceptions of a drug problem lead to different kinds of solutions:

PROBLEM
SOLUTION

A crime issue
Increased law and security approaches

An economic issue
Increased diversity of economic opportunities

A social issue
Wide range of solutions, including increased opportunities to realise one’s potential and, in a way, education, skills training, self esteem building, removal of social barriers

A health issue
Increased opportunities for treatment, for education about healthier lifestyles, etc.

A moral issue
Teaching of stronger moral codes, restricting access, etc.

(ref ?)
For professionals a holistic understanding of a problem requires an ability to accept other perspectives. This means placing the experiential knowledge of the stakeholders on an equal footing with theoretical knowledge. Experiential knowledge is often considered less valuable than theory.  However, theories must be understood as abstractions and generalisations made by academics after the observation (of something).  On the other hand, experiential knowledge is less of an abstraction and more context-specific, which may render it more valuable in the same context (than theories created outside of that locality).  However, it is not a question of which knowledge is more valuable; rather, it is a question of how all stakeholders might be encouraged to engage critically with both experiential and theoretical knowledge.

Assumptions about planning community projects

In order to illustrate how typical community projects differ in planning procedures, it is useful to examine Rothman and Tropman’s three models:

Locality development projects focus on process.  Here, the community defines the problem and democratic procedures, voluntary co-operation, self-help are emphasised. The community names the issue to be addressed, drawing from their direct experience. The root of the problem is not necessarily political and the process, for example, of mutual support is valued in itself as an outcome. 

Social action projects are also borne from the community’s direct experience of a problem.  These projects focus on organising the population in order to make demands for increased resources or services, etc.  Here, the community names the issue and the root of the problem is understood as being political, located in (higher levels of) the system. Therefore the process is emphasised as a developmental process.  For example political manoeuvring is considered important and this cannot necessarily be pre-planned.

Social planning projects emphasise a more technical approach. The issue to be addressed is determined outside of the community - for example, by theorists, academics, epidemiologists or politicians. Here the degree of community participation varies because the approach presupposes the ability of the (outside) expert to manipulate organisations and guide the process. Service delivery, rather than building community capacity is the main concern. 
Community-based vs. Community Development Planning

Labonte (1993) introduces two stereotypical models: a community-based planning model and a community development planning model.  These differ, he says, because in contrast to community-based planning, the community development model allows individuals and groups to name their own health concerns or issues. Also, in contrast to community-based programming, which requires that goals be specified before actions commence, the community development model includes feedback loops as well as flexibility to change objective statements. 
Community-Based Planning Model

goal    


objectives (only one measurable outcome per)


rationale (in disease prevention terms)


activities (tied to specific objectives)


outcomes (tied to measurable units based on objectives)


indicators ("validated" instruments)
Community Development Planning Model

Intentions reflections:  why are we professionally interested ? our claims/concerns/issues)


Meetings with groups (interactions: what are groups interested in and why? Negotiations over shared interests)


Draft goals (visions: our moral notions of right and wrong)

Actions based on negotiations (objectives: what we specifically hope to achieve in the first round)


Qualitative forms of documentation (thick description, diaries, participant/observation notes, etc.)

Refinement of first or development of new objectives based on "learning" from actions


Quantitative forms of documentation (as more specific objectives emerge from practice, and to degree changes can be quantified)


Final goals (which emerge near the end of the process)

According to Labonte (1993), a community development approach is different in at least three respects:
· It is deliberately iterative, because it is premised on ongoing negotiations between organisations and groups, via the community development (health promotion) worker.

· As such, objectives and goals emerge through the process and are subject to constant revision. In the conventional approach, these emergent learnings are sometimes referred to as the program’s “unintended outcomes”, those interesting deviations from the original plan. In the community development approach, these deviations are not unintended; they are the plan.

· Quantitative measures are utilised when appropriate, but much of the evaluation relies upon qualitative methods. The distinction between “process” and “outcome” blurs as, in many instances, the process is the outcome.

 (p.32)

Community-Based and Community Development Programming

(Labonte 1993)

Community-Based Programming
Community Development Programming

The process of health professionals and/or health agencies defining the health problem, developing strategies to remedy the problem, involving local community members and groups to assist in solving the problem, working to transfer major responsibility for on-going program to local community members and groups.

Example:  Almost any health education or prenatal program, or multiple risk factor reduction program.

Characteristics:

· There are defined program time-lines.

· Changes in specific behaviours or problems are the desired outcome.

· Decision-making power rests principally in the institution

· The problem name is given.


The process of supporting community groups in their identification of important concerns and issues, and in their ability to plan and implement strategies to mitigate their concerns and resolve their issues.

Example: Healthy Communities projects. 

Characteristics:

· The work is often longer term, and without defined time-limits.

· A general increase in the group's capacities to act effectively in its social world is the desired outcome.

· Power relations are constantly negotiated.

· The problem name starts with that of the community group, then is negotiated strategically, i.e. to a problem-naming that most advances the shared interests of the group and institution.

5 Evaluation and critical reflection 
Locating the process:

Evaluation is generally considered the final step of project implementation during which stakeholders reflect upon "the value of" activities that have taken place.

However, when a lead health or funding agency has made a commitment to working with a particular group over the long term, evaluation is a stage of the planning-action cycle that precedes or is synonymous with situational analysis, which is done before activities are planned.  The cycle of reflection, planning and action continues in cycles.

While some consider evaluation a final stage and some consider it a phase of a cycle, others still see evaluation as integral to ongoing work, rejecting it as an activity separate from action. In this sense, evaluation is understood as ongoing critical reflection.  For example, popular educators consider it essential for all members of the group to continually reflect upon the process in order to change the activity so that it responds to the group members' needs and changing context.

However, evaluation in its more traditional sense warrants discussion here because of its political relevance for community work.  For example, lead agencies, funding agencies and other partners require feedback to demonstrate accountability to the public or their employers for their investment of resources, time or energy. 

More often than not, evaluation in its more traditional sense is accepted by stakeholders; some see it as a necessity, others accept it more reluctantly as a required activity. However, the strategic way in which the various stakeholders frame and re-frame issues and events is rarely discussed openly.  All stakeholders (including funding agencies, partners, community groups, etc.) get involved in community projects for certain reasons.  These purposes or agendas are political.  Therefore, it follows that the various stakeholders' interests in evaluation will reflect their agendas. 

The fact that stakeholders in a project or members of a group have different agendas is natural. However, if the power dynamics between the various stakeholders are not made explicit, and commitments have not been made to creating equality in relationships (intent), the evaluation process can be a mechanism for holding "power over" others stakeholders in the process.

Community groups are often wary of preparing reports - and even more so of external evaluations. If the purpose (intent) of the evaluation has not been made explicit, this reaction is not surprising.  Community groups are often left wondering "WHAT will the results be used FOR ?"  

While the political nature of evaluation is not often discussed, academics such as Weiss (1991) have demonstrated that research ultimately has very little impact on any public policy. She argues that in contrast, research tends to be used to illuminate the consequences or support the advocacy of decisions already made on the basis of custom and practice, values or interests. 

An empowering approach to evaluation therefore necessarily involves all stakeholders being open about their intentions and organisational constraints. This can be complicated, particularly for community workers negotiating collaboration between a number of stakeholders.

Evaluations should be negotiated because community projects, by definition, involve many stakeholders. Since the value of an event or activity depends upon (and is constructed by) the perspective, goals and identity of the observer, an empowerment / community approach to evaluation is necessarily participatory, involving negotiation amongst stakeholders in the selection of indicators and reconstruction of the event. From an empowerment approach, evaluation is not a process of "doing something to" a group.  In contrast, it is understood as a social construction.  The process of making knowledge claims is understood as political. Therefore, it is important to enter the dialogue with stakeholders with a commitment to respecting and valuing other points of view.  

Negotiated evaluation processes are not traditional.  However, a community approach to evaluation is rooted in a particular epistemology, ontology and corresponding methods exist.  Some of these tools are listed in section 17.

In order to demonstrate the differences in evaluation or research processes and encourage discussion and understanding of other stakeholders' perspectives, various research traditions are defined below.  The traditions printed in  this style font "situate" a community approach to evaluation in relation to the other traditions.

In summary, a community approach to evaluation corresponds to naturalistic/constructivist or participatory/critical methodologies, which use alternative or qualitative approaches.  

The community often perceives external evaluations (in which the objectives are not negotiated) as processes that serve other/outsider purposes.  In contrast to this, experimental and other approaches, an empowerment / community approach to evaluation is responsive, focused on the experience and understandings of those involved in the program.

The following definitions have been taken from the University of Toronto Centre for Health Promotion 1995 Summer school handbook.  Module 7 on Evaluation:

Generic Definitions:

Evaluation is the process of establishing value judgements based on evidence about a program or product. (Smith & Glass, 1987)

Research may be defined as a disciplined search for knowledge (Smith & Glass, 1987)

Clients are the individuals to whom the evaluation and associated activities are accountable. In some instances, the client may be the funding agency, the governing board, the executive director, or even the consumers of services provided by an organisation.

Stakeholders are those individuals who are affected in some way by the evaluation and the activities or decisions that may result from the evaluation

Key Concepts and Issues

Nature of Evaluation

Evaluation involves by its very nature a judgement. The dictionary defines the verb evaluate as 1: to determine or fix the value of, 2: to determine the significance or worth of, usually by careful appraisal and study. In contrast, research is defined as 1: careful or diligent search, 2: studious inquiry or examination; especially: investigation or experimentation aimed at the discovery and interpretation of factors, revision or accepted theories or laws in the light of new facts, or practical application of such new or revised theories or laws.

Determining the Clients and Stakeholders

Why is this evaluation being done? Who can expect to be affected by the results? How do the specific interests and values of these individuals determine how the evaluation will be carried out? It is necessary to identify the individual(s) to whom the evaluation and its results are accountable. In some cases, it may simply be the funding agency, or municipal council. In other cases it may be the “community” at large, the clients, or those who carry out its activities. In many cases it may involve all of these groups. Understanding their motivations and their expectations for the evaluation should determine a whole range of decisions concerning how the evaluation is conceived and carried out.

How stage of program activity influences evaluation activities

One way of thinking about the differing types of evaluation is the temporal dimension. Some evaluations take place prior to the development and implementation of a program. Others take place either during or near the end of a program.

Before: Needs assessment. When activities are taking place prior to the development and implementation of a program, these activities are primarily concerned with identifying needs or gaps in agency activities or client needs. The process of needs assessment involves a systematic process of identifying these needs. A variety of methods are available, running the gamut from social indicator analysis through to community forums and focus groups with community members.

During: Formative Evaluation. When evaluation is primarily concerned with improving a program, it is termed formative. The main purpose of these evaluations is to identify issues and problems. Such evaluation is likely to occur during the formation or initial implementation of a program.

After: Summative Evaluation. When the primary purpose of an evaluation is to reach summary judgement of value, then the evaluation is properly termed as a summative evaluation.  This  may involve a decision to continue or discontinue the program, or a decision to increase or decrease availability of resources.

Approaches towards Evaluation

Experimental Approach is primarily concerned with identifying the effects of a program through carefully controlled design. The evaluator’s role is primarily that of scientist/professional.

Goal Oriented Approach is concerned with the extent to which a program has met its objectives. The role of the evaluator is that of a measurement specialist..

Decision-Focused Approach is oriented towards identifying the decisions that need to be made, and obtaining the information necessary to achieve these purposes. The evaluators is seen as a decision support person.

Responsive Approach is primarily concerned with personal understandings of the participants in the program. The evaluator’s role is primarily that of a facilitator and collaborator.

Methodology, World Views and Ways of Knowing

Methodology is about how one can view the world and its realities, the kinds of knowledge we can gain about these realities, and the means by which we can understand these realities.

The Conventional/Traditional/Positivist/Quantitative World View

The Traditional/quantitative approach has four assumptions. First, there are no fundamental differences between natural and social science inquiry. The methods of natural science, such as hypothesis testing, operationalising of concepts, empirical observations, and the carrying out of experiments and quasi-experiments are the preferred means of exploring reality. Second, the purpose of inquiry is to develop general principles and laws in order to explain social events and individual behaviour. This assumption is an extension of the natural science approach. Third, social reality will be understood through the development of concepts based upon the observable and measurable. The final assumption is that there is a distinction between facts and values, that scientific activity is value-free.  Traditional Methodologies treat human social behaviours as being similar to the world of the physical sciences. Reality is seen as objective, tangible, and ultimately, reducible and predictable.

The Constructivist/ Naturalistic /Qualitative World View

Constructivist. naturalistic or qualitative approaches reject the assumption that social reality mirrors natural reality. Flowing from the sociological traditions of Max Weber, George Mead and others, social reality is ultimately understood through the meanings that individuals place upon events and objects. Additionally, the individual is seen as an active creator of the social world. Society results from the actions of individuals within social structures. Since social acts result from the intentions of individuals, understanding social reality is ultimately an attempt to understand the meanings that individuals place upon their dealings within the world.  Naturalistic Methodologies are primarily concerned with how humans understand and perceive the world. Reality is holistic and seen as a personal construction made by individuals within a particular situational context.

The Critical/Participatory World View

Traditionally, research is theory driven and designed by professionals, and carried through scientific methods. There has been harsh criticism of the traditional approach because of:

· doubtful validity of positivist assumptions concerning the nature of reality

· reliance upon easily measurable aspects of reality rather than more complex phenomena.

· the view that much medical and social science research has maintained the marginal status of persons who may be poor, with disabilities, or in need of services.

The evaluator is seen as an agent of change or a reinforcer of the present state. In these approaches power is either shared between participants and evaluators or the power resides within the participants.

Participatory/Critical Methodologies are concerned with emancipation and change of existing societal structures. This is accomplished through consciousness raising and power sharing with community members.

The differences between paradigms or approaches has been summarised by Labonte (1993) in the following way:
Differing Characteristics, Three Paradigms of Inquiry

(Labonte, 1993)


Conventional
Constructivist
Critical

Scientific/experimental
Naturalistic
Participatory/action

Quantitative
Qualitative
Ideological

Universal truths
Particular meanings
“truths” and meanings in historical context

Prediction, control
Consensus, understanding
emancipation

Methods for Collecting Data

Traditional Methods

It is generally accepted that traditional approaches are useful for describing operationally defined aspects of individuals and their environments. These methods include questionnaires, surveys and experiments, with the distinguishing characteristic being the use of operationally defined concepts with associated numerical measurements. They offer much to commend them, particularly their requiring acceptable evidence of reliability and associations with commonly agreed-upon measures of interest, their ease of use, the facility with which data can be manipulated, and the power of well-accepted psychometric scripts.

Five assumptions lead to the use of these instruments:

1. agreement that reality exists “out there” and can be measured by observers using a common yardstick

2. measures developed and applied have equal meaning and appropriateness for most subjects

3. the responses elicited are accurate and truthful

4. the commonalities among subjects are more important than their differences

5. the focus of inquiry has been well delineated before carrying out of the actual research

Traditional Approaches use commonly available methods for collecting data. These usually involve the reduction of information to some form of numerical representation. The repertoire of approaches are wide-ranging

Surveys are systematic attempts to gather information around a series of specific questions. Surveys can involve personal interviews, telephone interviews, or mailed questionnaires. There is usually concern with sampling and representativeness of the sample to the population of interest.

Interviews are a series of questions designed to elicit information about an issue or issues from a respondent. Interviews can be highly structured and require a response from a series of options. Interviews can also be semi-structured or even open-ended. In this case responses are coded and counted within particular categories.

Experiments (sometimes called clinical trials in health) are attempts to identify causes and effects. Experiments involve random allocation of respondents to treatment groups, and identification of independent (predictor) and dependent (outcome) variables. There is a strong emphasis on control.

Quasi-Experiments are also attempts to identify causes and effects. Because respondents cannot be randomly allocated to treatment groups, there is an emphasis on excluding causes of effects through pre-testing, and exclusion of potential confounding factors.

Observational Studies involve coding of observations using predetermined coding categories. The outcomes usually involve tabular presentations of numbers and frequencies.

Document Content Analysis involve analysis of documents using codes based on a predetermined model or theoretical scheme.
Qualitative Methods

The qualitative approach questions all of these assumptions. Qualitative approaches usually eschew the use of numbers and, rather than relying upon reliability and validity coefficients to provide credence to findings, relies upon “thick description”. Thick description is essentially the demonstration of consistent patterns of occurrences arising through multiple sources of data. These approaches allow for the identification and documentation of unique life circumstances of individuals. Open-ended approaches allow the uniqueness of cases to emerge. Importantly, open-ended approaches allow for the communication of life’s successes and failures, an especially important aspect of inquiry when the study of marginalised populations is undertaken. The methods included within the qualitative basket include participant observation, depth interviewing, document analysis, focus groups, and personal narratives or life histories.

Alternative or qualitative approaches are primarily concerned with understanding meanings or interpretations that individuals place upon events. Data collection and analysis primarily focus on words, and emergent themes or ideas. Interpretations are holistic and tend towards highly contextualised and local explanation.

Participant Observation is a process by which one gains insights into the everyday life of a program through active, intense and day-to-day involvement.

Ethnography is a process of describing a group or a culture. In program evaluation, it involves steeping oneself in the culture of an organisation, its programs, and its effects upon participants.

Key Informants are opportunistically connected individuals with the knowledge and ability to report on a program, and its process and effects.

Depth Interviews are open-ended procedures by which program participants provide their understandings and interpretations of a program, its implementation, and its effects.

Focus Groups consist of 8-10 individuals who are asked to focus upon and discuss a selected topic. These offer a dynamic means to probe community members’ perspectives concerning an issue.

Community Forums consist of an open meeting to which all members of a community are invited. This technique is especially useful for generating new information from community members. Forums are also useful for building community support for an initiative.

Document Analysis, when used within the qualitative framework, involves identification of emergent themes and ideas found within minutes, agendas, news stories or other forms of text.

Case Study is a strategy for carrying out an evaluation within its real life context using multiple sources of information.

Participatory Methods

Some participatory evaluation methods are suggested in the toolbox section for community workers (section 17 Reflection, Systematisation and Evaluation.)

Part 2 - Community Development in various settings

This section introduces some strategies employed by people working for community health improvement in various settings. According to the World Health Organisation, a setting for health is a "…place or social context in which people engage in daily activities in which environmental, organisational and personal factors interact to affect health and wellbeing." (WHO 1997).  These settings reach far beyond what is traditionally known as the health care system. Therefore, this part of the guide, highlights some strategies employed by people working in various settings, including:

· people working directly with "the community" facilitating problem solving and the process of issue identification, 

· people working with and as a part of the voluntary and community sector, 

· people working to build coalitions, 

· social activists, 

· educators,

· local councillors,

· health service workers and 

· local business persons.

It is by no means a complete list. As such, readers are encouraged to share their insights, stories, experiences and comments to this collection.  

6 Working directly with "the community"

It is empowering to focus on the everyday heroism of small actions. 

 Katrina Shields, 1994

Community workers on the "front-line" work in the sphere that corresponds with "personal care" in Labonte's Holosphere of Empowerment model (see page 29 of this pack). People working in this sphere include those who: 

· provide medical and other services and 

· work with groups to facilitate a process of issue identification and problem-solving 

Both services and group development work are important and both of these types of "front-line" workers face similar issues in their relationship with community members.

As noted by Labonte (1993), community health services are important as an entry point to reach the so-called "hard-to-reach" groups who may not be organised.  For example, younger street people are considered hard to reach, yet when a useful service is provided to them, this can be done. (p.58) However, whether or not the relationship between the professional and client is empowering is another matter altogether. 

The disabling potential of professionals has been discussed by Illich et.al., in their book Disabling Professions (1977). These authors feel we are witnessing a process of “medicalisation of life” - a bringing of more and more aspects of daily life into the medical sphere of influence.  The effect is such, that doctors are increasing their control over people’s lives and depriving them of their autonomy. 

Whether or not people agree with Illich et.al.'s analysis, health professionals might recognise that upon contact, they enter relationships with community members with certain power: their knowledge is legitimised by institutions, they may have access to financial resources, etc.  However, as Labonte (1993) suggests, it is up to the professional whether or not this relationship is patronising or whether their power is used in an empowering way, for example, to reframe issues for their clients or to advocate on their behalf (p.49).

One danger lies in the feeling that we, as professionals, are the empowering agents.  With this attitude, we remain the controlling actors and the community members become objects or the recipients of our actions.  By claiming the status of empowering agents, we are actually claiming more power for ourselves. (p.47).  It therefore becomes important to listen to clients in the context of their lives:  

Power-over tries to educate others to his terms, his ways of viewing the world. Power with tries to find some common ground between what she knows, and how she talks about it, and what communities know and how they talk about it. (p.50)
Labonte suggests service providers consider combining their work with community development. This combination has been referred to as "developmental casework." In contrast to traditional casework, developmental casework has the service recipient's empowerment as an explicit goal.  In particular, tasks of the service-provider include making links between individuals with similar concerns, facilitating their organisation into groups and supporting the advocacy of their issues  (pp.56-57).

One example of a way in which professionals might advocate for their clients is to use the power they have in their workplaces (see section on reorienting health systems). They might also consider tapping the voice of the professional groups of which they are members.

In addition to making links with other service recipients with similar concerns, community workers might also make links with other individuals, organisations and institutions in the community, as suggested by McKnight and Kretzman (1986).  This process begins by focusing on the service recipient's assets and creatively seeking resources already existing in the community.

The best course of action is, of course, determined by the community worker and those he/she is working with, in consideration of a number of factors.  

Locating yourself in your work

As mentioned above, it is important for community health workers to be aware of the power dynamics within the relationships between the people with whom they are working and between themselves and others. This includes an awareness of situations in which they have limited power.

In their book Educating for a Change, Arnold et.al. (1991) point out that educators (and to this  add community health practitioners) have limited energies and skills.  Therefore choosing the time and place to apply them is a matter of strategy (p.10).   For example, there may be a time when a health promoter may feel health education isn't what's needed.  There are times in-depth research or organising for direct action is more appropriate. Arnold et.al. believe that educators in a community must therefore problematise their role, to consider the possibility of their irrelevance at particular moments if they are to make the most of the opportunities that present themselves.

Hoffman and Dupont (1992) have made the same observation.  They contend that in various stages of work, community workers may be required to play different roles requiring "...different skills at different times, as well as a sense of when its the right time to pull out." (p. 33). 

Arnold et.al. (1991) believe that social change education relies on two initial steps: first, for educators to "locate" themselves and those with whom they work; and second, assessing the situation. These are summarised below:

Step 1 - Locating yourself in your work

Many prefer to skip the stage of locating themselves so they can more quickly focus attention exclusively on addressing a problem.  But if empowerment of a community/group is the goal, it is important for community facilitators to "put themselves into the picture", into the social context, in order to help others do the same.  If identities are made visible, listeners find it easier to pin down who is talking and what the person's connection is to the issue being discussed (p.12). If, on the other hand, identities are not clarified, tensions may rise unexpectedly and create problems, rather than be a source for creativity (p.11). As power relations are complex, needs are often better met by people who are self-aware, sensitive to power dynamics and engaged consciously with others.  

A process Arnold et.al. describe as  "building critical self-knowledge" is a way of directing practitioners' attention to their social identity, organisational identity and educational identity.  This tool helps link the power dynamics in the group more consciously to the wider web of power relations in which the work is situated.  Facilitators can make transparent the process of empowerment so that learners can have informed and collective control over it (adapted from Arnold et.al., p.10-12). 

A tool for locating the educator is an "identity triangle":
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THE IDENTITY TRIANGLE

(Arnold, 

et.al. 1991)


1. Social identity 

- includes examining the educator and group members in relation to those who wield power in society.  This can include analyses of people who speak a certain language, are of a certain racial origin, religion, social class, age group, ability/disability, from a certain geographic region, gender, sexual orientation, family status, etc.  The "Power Flower" (page 83) is a good tool to look at identities in relation to those who wield power in society.  The importance of confronting these issues has been documented by Nadeau (ed) (1996) as follows:

Identifying differences is essential for democratic organising. Power and privilege are hidden in many of the policies and practices we take for granted. Who chairs meetings and who takes minutes? How is the meeting run ? By whose rules is it run ? In whose language is it run? Who has access to the location ? Where did you advertise? What is the background of the people on the hiring committee? What is the social identity of the organisers compared to the people they are trying to organise? When you ignore differences, the usual result is that hidden power dynamics support dominant identities, for example, white middle class women and men dominating in a mixed race/class workshop or white men taking over in a trade union event. 

It is also important to counter the myth that we are all equal and should be treated equally. This is often translated into the phrase "no special rights for special interest groups." Rather than pretending we are all the same, the organiser can help the group name the differences within and then work and learn from them. In the long run, this will build a much more cohesive group.

Organisers/educators need to be aware of their own social identity and how this affects their relationship with the group. As well, it is helpful to recognise those dimensions of identity that they themselves have the most trouble with, that they hide or push aside. In democratic facilitation it is important to name our power and privilege and to work at not abusing them. At the same time, sharing the areas where we have been disempowered or oppressed  - as a lesbian, as working class, etc. - also gives us legitimacy to speak in these areas.

Naming social identities can help a group acknowledge the power it does or does not have as a group vis-à-vis the larger society. This understanding helps in choosing strategies, tactics and allies. It also helps avoid the divide and conquer tactics often used by those in power to weaken popular movements.

Taking social identity into account will also help in developing analysis. Social identity affects perceptions, voice and interests. When a group analyses a newspaper article trashing poor people, or a video which is telling the group's story, it is critical that the group is aware of the social identity of the producers of these media. Social identities also influence what positions people take when they discuss a strategy or plan of action.

Another way of taking social identity into account in organising is by focussing on identity as a source of strength and rootedness. A group that knows its history and culture is no longer passive. In knowing its roots, it is better equipped to fight injustice. (p.23-24)

2.  Organisational identity - includes thinking how organisations have a code of how things are done.  With affiliation comes entry into a subculture.  An important dividing line is between insiders and outsiders.  When an outsider comes into another organisation, the dynamic changes.

3. Political identity - Approaches to work are based in values, which can be conservative, liberal or transformational.  

Once these identities have been explored, Arnold et.al. suggest  facilitators move on to the second step: 

Step 2 - Assessing the situation or Naming the moment

 is an important process for facilitators because:

…[d]espite our deepest self-knowledge and our most skilful facilitation, we [sometimes] end up being in the wrong place at the wrong time - and it's usually because we didn't stop to consider the broader social context in the work. …[This] requires accurate and continual assessment of the social surroundings…. Depending on the broader political and historical context, making choices and setting priorities will have a different flavour. 

The key is power: we need to assess whose power moves things around us and whose power we want to put our energy behind. …We should expect opposition from those in power to the ideas we are promoting…[and] expect to struggle. …We also need to keep our purposes clear to sustain ourselves… (pp.24-25).

In order to assess the situation, Arnold et.al. suggest exploring four main areas in order to uncover power relations and begin work:

· The identities and interests of the people we are working with. (the social, organisational and political identities)

· Naming the issues that concern us most, as a group.

· Assessing the forces; and 

· Planning for action

Some tools for these activities are listed in Part 3 of this guide.

7 Voluntary and Community Groups

The power of the small group

Never doubt that a small group of thoughtful, committed citizens can change the world. Indeed, it is the only thing that ever has.  

Margaret Mead

As suggested by Labonte's holosphere of empowerment (p.   ), the work and role of small groups is important for community health, just as is the work of people working in the sphere of "personal care".

The power of the small group corresponds with the feeling of "power with".  It is where identities are shared and supported.  The small group is where people experience affirmative social support, control, capacity, coherence and connectedness, all of which contribute to empowerment. 

Small groups can be informal or formal. They often form through the initiation of one or more "insiders" who feel the need to share and be supported by others with the same problem or health condition.

However, community health workers, as "outsiders", might also facilitate the process of small group development. This type of work corresponds to the  "Small Group Development" sphere on Labonte's (1993) holosphere of empowerment and involves the work of linking individuals. It means professionals asking,  "How can we assist in connecting the dots that are individuals into the squiggles that become communities?" (p.58)

Small groups are dynamic entities. They go through various stages of formation.  Some groups have a long "life", while others are short-lived.  Activities include both inward- , as well as outward-oriented activities.  

With respect to Labonte's (1993)-empowerment holosphere, small group development is mostly about facilitating the "inward" activities. However, at some time, groups may face a situation that may provoke them to take a strong "outward" stance on an issue.  The more these outward-oriented activities challenge the status quo, the more the group shifts to the next sphere of the empowerment holosphere into coalition building and advocacy (described further in the next section).  However, this is often a difficult period for groups, as tension arises between members more or less supportive of the action. For example, some may feel that time spent doing one activity (outward) may come at the expense of the other (inward). For facilitators, awareness of the needs of and relationships between individuals therefore becomes important.

In empowering practice, facilitators be as conscious as possible of the various identities within the group they are working with.  The relationships between the group members will include different power relations. For example, power relations can vary from degrees in access to information, education, finances, etc.  Tools such as "the power flower" are useful to make these relations more explicit.

The relationships not only differ in degree, they are dynamic, changing. Community development is a process, not something that, once "done to" a group of people, remains fixed.  Both individuals and groups in the community have different needs at different times and different degrees of power at different times.

However, the problem posed by hegemony remains (see page 27 of this guide).  A group may wish to work on a project that perpetuates "power over".  For example, a community may perceive the cause of their problems to be another group in their community.  For this reason, workers must engage in critical reflection, including  "...must be concerned about whose empowerment to do what ?" (Miller et.al., 1995, 121). 

Models of leadership

What is the model of learning or facilitation that is consistent with the participatory, democratic basis of community development? Typically we see three different approaches to learning (Arnold et. al., 1991, Bremner et al. 1988)

The "expert model" - "banking model" assumes that our knowledge development is reliant upon the wisdom of the experts who base their knowledge on scientific research. These experts act as role models, sharing the secrets of success.  The leader or teacher is a person of authority, the learners are passive recipients.

The inter-active model entails some participation, often in small group or question and answer format. The teacher encourages discussion, but gently guides the students in the right direction so that they can make informed choices and decisions.

The "Spiral Model" represents a popular education or participatory learning approach to knowledge development. Participants learn through questioning and exploration; the facilitator's role is to help everyone look for answers together.

Of these, the Spiral Model is most conducive to the process of empowerment. It is  described in more detail in section 13 Facilitation

Leadership or facilitation with a commitment to nurturing equity and respect amongst the group members is essential for personal empowerment. It is for this reason that small groups such as mutual support groups emphasise horizontal rather than vertical relationships.

Other general characteristics of these groups are listed below:

Self-help, informal and mutual aid/interest groups

The following section has been adapted from University of Toronto course materials (1996):

Self-help groups are small, autonomous and open groups that meet regularly. As a result of a personal crisis or chronic problem, members share common experiences of suffering and meet each other as equals The primary activity of these groups is personal mutual aid, a form of social support that focuses on the sharing of experiences, information and ways of coping.  In addition to personal change, members often engage in activities directed to social change.  Group activities are voluntary and essentially free of charge.

In the context of health promotion, [self-help includes] actions taken by lay persons (i.e. non health professionals) to mobilise the necessary resources to promote, maintain or restore the health of individuals or communities. (WHO 1997)

· ideals of self-help and mutual aid

· friends supporting friends, neighbours helping neighbours, local businesses supporting good community projects

· involves a broad cross-section of people in determining and solving problems that they share in common

· emphasises horizontal relationships rather than vertical relationships

· defines a community as a specific geographic area (usually a neighbourhood or small town)

· views participants as citizens

· local residents I) should be able to define their own concerns; ii) decide what needs to be done about them; and iii) choose what actions to take to address these concerns

· Often groups that develop looking inwardly begin to be concerned about outward (social action) domains

The Community Development  worker's role:

· educator, facilitator, "process leader'.

The participants' role: 

· decision-maker, planner, 'task leader"

Potential strengths:

· emphasises broad participation

· participants control agenda

· capacity-building

· promotes 'gemeinschaft' (personal needs for fun, networking)

· focus on process and group development

Potential limitations:

· may not address persistent inter-group conflict

· how pick who to work with?

· time and resource-intensive

· uncertain pay-off

· works most smoothly where its the least needed

· what if source of problem not located here? (i.e. poverty)

As a strategy for community development, self-help group development is 

best used when:

· relatively homogenous and small communities with few major power divisions and history of consensus decision making

· organisational leeway to pursue agenda identified by community through the process

· facilitator is aware of group dynamics and power differences within the group

8 Coalitions and Advocacy

In addition to working on an individual basis, in small groups, coalitions and social action groups have an important role in community empowerment and health promotion.

Inter-group power and social movements

The power of coalitions is "power with", "power between" and moral power.  While networks come together for mutual support and information sharing, coalitions unite in order to influence private and public policy choices.  Coalitions and advocacy groups use this "power with" to overcome the power they feel is being held "over" them.

Political power might be thought of as the power to create policies and laws, which are also “rules” of process.   The guiding principles of policies and laws might also be analysed in terms of bias.  For example, the principle of individual freedom might also be understood as an opposition to collective. At the same time, collective directives might be considered an infringement on individual freedom.   The guiding “rules” or systems of taxation may also be analysed to reward some members of society and punish others.

In the empowerment process, coalition and advocacy groups are not passive, waiting for others "to empower" them; rather, they are active in seizing power for themselves.  They do not speak of their health needs; rather, they use the language of demanding their rights for quality life. 

The work of coalitions corresponds to Labonte's empowerment holosphere, leading to political action, which addresses structural inequalities.  He notes that "coalitions are known for making odd bedfellows, reflecting the truism that it is easier to form a coalition around a simple issue than around a complex one."  If a coalition is united on a number of issues and shares the same values, it might be called a social movement.

While a coalition or activist/advocacy group is not necessarily "good" for public well-being, many groups and organisations advocate for environmental and human rights (including  housing, income, peace, access to life opportunities, education, etc.) the work of which is clearly important for public health.

The role of health agencies

According to Labonte (1993), health organisations can play a vital role in coalition development.  However, he stresses the importance of distinguishing between institution-created coalitions, which are focused on improved service delivery and community group coalitions, which are more concerned with socio-environmental risk conditions (p.70).  He suggests coalitions be supported in the following ways: 

Health workers can take a position as members of their professional groups on policy issues such as housing, employment, etc. They can also offer knowledge and information about how political and bureaucratic structures function (p.69).  

Health organisations can support community group coalitions by creating policy documents and analyses which legitimise the advocacy concerns of the community groups with which they work. However, in order to do so, the health organisations must make an effort to:

· determine their level of comfort with advocacy; 

· define which groups it feels it can work with; and

· examine the extent to which its own policies empower its staff to work in resourceful, non-controlling ways with those groups  (p.69).

As mentioned earlier, when working with coalition and advocacy groups, special efforts must be made to build bridges and overcome "we"/"they" attitudes which create barriers to communication between sectors. This involves valuing each other's work and understanding the organisational pressures within which we work.

While coalitions may feel that at times that changes can be most effectively initiated through conflict, Labonte (1993) suggests a vehicle through which authentic partnerships might be built:  the Healthy Cities movement.  This, he feels, may be the beginning of "…a profound transformation in our social institutions… [It] is not about what we do, but how we do it, a shift of transformation illustrated in the literal explosion of intersectoral fora." (p.72)

Some characteristics of coalition development are described below:

Coalition Development

(Focus: Consensus building)

This section has been adapted from Butterfoss, et.al.'s article (1993) Community coalitions for prevention and health promotion Health Education Research 8(3), 315-330.
A coalition is:

an organisation of individuals representing diverse organisations, factions or constituencies who agree to work together in order to achieve a common goal" (Feighery and Rogers, 1989)

an organisation of diverse interest groups that combine their human and material resources to reflect a specific change the members are unable to bring about independently (Brown, 1984, 4).

Community coalitions:

· are inter-organisational, co-operative and synergistic working alliances

· mix two distinct approaches to community development: social planning and locality development (Rothman and Tropman, 1987) As a social planning process community coalitions use a top-down approach that involves professionals in problem solving and building linkages; as a locality development process they encourage citizen involvement and enhance the capacity of indigenous leadership to address local concerns. (Fransisco et.al.1993)

· Have diverse goals and objectives. Can be ad hoc to attain some desired objective or more formal, long-term, multi-purpose with concrete structure, agreed upon rules and roles for members.

· Members collaborate not only on behalf of the organisation they represent, but also advocate on behalf of the coalition itself

· are in various stages of development

· aim towards capacity building

· can be categorised by differences in: membership, patterns of formation, types of functions and types of structures that accommodate these functions.(Fransisco et.al., 1993)

Potential benefits:

· enable organisations to become involved in new aid broader issues without having the sole responsibility for managing or developing those issues.

· can demonstrate and develop widespread public support for issues, actions or unmet needs

· can maximise the power of individuals and groups through joint action

· Can minimise duplication of effort and services, resulting in improved trust and communication among groups that would normally compete with one another

· The flexible nature of coalitions allows them to exploit new resources in changing situations

· increased networking

· information sharing

· increased access to resources

· attainment of the desired outcome of the coalition's efforts, increased skills

Potential limitations:

· time is taken from other obligations

· loss of autonomy in shared decision-making

· scarce resources spent

· other members may have an unfavourable image

· leadership or staff of the coalition may lack direction

· organisation may feel a lack of appreciation or recognition

· organisation may become burnt out

· other members may pressure for additional commitment

Best used when:

· Potential costs outweigh potential limitations.

· Communication between members is unimpeded

at the formation stage:

· a clear mission or guiding purpose for the coalition is articulated

· attitudes towards co-ordination are positive (optimism belief in a positive outcome)

· members recognise a mutual need or purpose (formation may be stimulated by:

· resource scarcity, failure of existing efforts to address the problem, legislative or extra-organisational mandates, an effective, motivated catalyst organisation, etc.) 

at the implementation and maintenance stage:

· rules, roles and procedures are formalised

· strong leadership (includes: attention to members' needs, competence in negotiation and conflict resolution, high degree of political knowledge, administrative skills, ability to promote equal status and encourage overall collaboration in the member organisation, high degree of commitment, etc.)

· members are active, committed to the coalition, skilled in participation and pool their assets (bring a variety of resources and skills to the coalition)

· decision-making is shared with the general membership

· when no one individual or organisation has more authority or controls more of the coalition's resources than another.

· conflict resolution or problem-solving processes are clearly defined so that the resulting solutions do not conflict with the responsibilities of individual participants

Social Action

The following section has been adapted from University of Toronto course materials (1996):
(Focus: Advocacy /Resolving Conflicting Interests)

· concerned foremost with shifts of power relationships between institutions and local residents

· based on a conflict or confrontation style of organising

· organisers target powerful private or public institutions as external targets of action

· organisers build upon smaller local community groups within particular neighbourhoods, to create a new community organisation that will fight politically for new services or resources

· participants in these groups often perceived as victims of more powerful interests

· locates the creation of communities in organised, collective struggles against structure conditions of inequality

· organisations some times support social action by providing office space for meetings, support staff, etc.

The community worker's role: 
· organiser, leader

The participants' role:

· activists, “new" leaders.

Potential strengths:
· explicit re: power relations, vested interests

· redistributive justice, systemic change

· confrontation strategically useful

· overcome tokenism by levelling playing field

Potential limitations:
· involves taking risks (professional and community)

· confrontation may be counterproductive

· less likely to be funded

· political analysis "forced" on participants?

· limited sustainability?

Best used when
· other avenues have been exhausted (?or there is no time for them)

· problems are systemic/persistent in nature, rooted in inequitable power relations

· strong vested interests oppose desirable social change

· repercussions to the CD worker and/or the community can be minimised

9 Community approaches in education

Like the health system, governments are encouraging links between the education system and other sectors. As with health services, schools are an entry point for professionals to enter a relationship with "the community".  Like nursing and social work, teaching is also considered one of the caring professions.

Schools, as a setting for health promotion has also been promoted by the World Health Organisation through the Healthy Schools movement.  This movement emphasises the potential for health through collaboration with other institutions, community organisations and general public.

At the individual level, the relationship between teachers and students can be empowering or disempowering.  In a disempowering relationship, teachers have the potential to "colonise" the life-world of people with their views.  However, they are also in the position to facilitate processes of self-discovery, mutual support, developing confidence and validate experiences, which are opportunities for empowerment.  For empowering practice, teachers must be aware of the power they possess in their relationship with their students:  While this may change, it is clear that they DO have authority and knowledge, which has been legitimised by institutions.  Education is also considered an important tool for long-term development, as educators are in contact with younger generations, as well as the older.

While it is beyond the scope of this manual to explore the role of teachers for community health promotion, their potential role in community development for health must not go unrecognised.  As with the health services, they are in a position to "connect the dots that are individuals into the squiggles that become communities".

For some, community development is synonymous with community education, so close are the links. In fact, much of the learning about community development has come from the field of education - and in particular, from popular education in South America where educators, in contact with the community, have made a commitment to empowering practice.  

Freirian Critical Pedagogy
(Focus: Community education for liberation)

Approach developed by Brazilian educator Paulo Freire who believes:

· Empowerment or human liberation is a goal of education

· Education is always political, never neutral. Education serves to bring about change or it maintains the status quo

· “Knowledge has to be something we re-create, not eat. The task of the teacher is to encourage students to have that epistemological curiosity, without which they never know. It is difficult to become curious in this way by banking education

· "Mechanistic memorisation does not encourage us to know” (Freire, 1969)

· Education programs begin by helping people (in group efforts) identify' their problems, critically assessing social and historical roots of problems, to envision a healthier society and to develop their own strategies to overcome obstacles in achieving their goals- Through community participation people develop new beliefs in their ability to influence their personal and social spheres. Therefore the aim is individual, group and structural change (Wallerstein, 1988)

· All people have the capacity to solve problems. Education is a search for solutions to those problems Leaders and workers should enable communities to identify their own problems The people who define the problem control the range of solutions

· Everyone has different perspectives based on their own experiences in order to solve problems, people need to engage in a dialogue to acknowledge the other person's perspective and find some common ground. Dialogue, rather than argument, accepts the validity of another point of view.

· Action is more effective when people stop to reflect upon a problem, analyse it and seek to identify what needs to be done to bring about change. True learning occurs as an ongoing spiral of reflection, planning and action (“praxis") which in turn leads to further reflection (of the new situation), planning and action

· Knowledge does not emerge from experts. The emphasis is on the collective knowledge that emerges from a group sharing experiences and understanding the social influences that affect individual lives

Techniques:

(Adapted from Wallerstein and Bernstein. Empowerment Education Adapted to Health Education, Health Education Quarterly, Winter 1988, 15(4), 379-394):

A dialogue approach in which everyone including the educator (or community developer) participates as equals and co-learners to create social knowledge.

The first step is listening in equal partnership to understand the felt issues or themes of the community

Step two is participatory dialogue about the investigated issues using a problem-posing methodology "Codes" (such as photographs, songs, objects) that re-present the community reality are used to begin analysis of situation. People are then asked to a) describe what they see and feel, 2) as a group define the many levels of the problem 3) share similar experiences from their lives 4) question why this problem exists 5) develop action plans to address the problem

Step three is action on the positive changes that people envision during their dialogue. There they begin a deeper cycle of reflection

Role of educator:

· To facilitate awareness or "conscientisation' of a group's situation.

Limitations:

· Problem-posing "codes" are selected by facilitator, who despite his/efforts to remain "objective" still participates in framing the issues to a certain extent

· Relies on experiential knowledge. Power differences within the group can arise if members contributing theoretical knowledge about the issue to the discussion feel this is more valid than the other members' knowledge.
Participatory Learning/Action Research

(Focus: Change through co-operative social learning.)

Assumptions:

Environments are turbulent and constantly changing. Problems are “messy”, existing within systems of related problems.  Various stakeholders (“insiders") are best able to act in turbulent environments because they know the situation and their own capacities.

Action Research:

· addresses changing settings from view point of participants - as co-researchers

· engages in change - operating in “real” time and space

· is based on collaboration between insiders (participant actors) and outsiders (facilitators).

· is an adaptive learning process - a methodology to assist in change - an open-ended process without closure

· creates an everyday setting for contemporary understanding - leading to the framing of tasks and actions to address common problems

· operates in the context of existing capacities and potential for collaboration - focus on co-learning to increase joint capabilities

· deals with complex problems and confronts demands for social transformation

Role of researcher/community developer:
The researcher or community developer facilitates the identification of the participants' common ground the resolution of conflicts, creates “spaces" for equal participation.

Role of community:

The group of “insiders" play an active role in a) defining research questions; b) designing the process; c) establishing the domain; d) involving co-participants; and e) evaluating process and outcomes.

Essentials:

· networks

· team work and trust in the people you are working with

· establishing and understanding the common ground.

· shared ownership (the group is responsible for both the good and the bad)

· ongoing evaluation (not by outsiders but by the stakeholders involved)

Guiding principles:

· egalitarian

· participatory

· holistic

· contextual

· common ground (common values/goals)

· ongoing, domain-based learning

Limitations:

· all stakeholders may not agree (conflicts)

· essential stakeholders may not be willing to participate

· some participants may have more power than others in the group

· conflicting perception of roles

· search conferences which establish common goals can be confusing ("messy") and time consuming

10 Community approaches by government

Closing the gap between the government and the community

If macro-structural inequalities are recognised as contributing to poor population health, the state, as the bureaucracy supporting such structures may be considered a vehicle of inequality and ill health.  It is for this reason that theorists make the distinction between "the state" and "civil society" and explain social movements as struggles by "the community" to overcome the "power over" of the state.  In this sense health promotion and community development as a movement within the state (not against it) might be considered paradoxical. 

However, as mentioned earlier, we must work to overcome attitudes of "we"/"they", which are barriers to communication, understanding and problem solving. While many may consider the relationship between "the government" and "the people" dialectical, recent trends indicate this relationship is becoming more co-operative.

Here, it may be useful to distinguish between "governance" and "government".  While the two are related, the Oxford dictionary defines

governance as "the act, function or manner of governing", and 

government as "the group of people governing the state."

In the U.K., Germany and U.S., there appears to be a trend to focus more on governance - the process of governing - with an emphasis on seeking partnerships with the community rather than providing services for the community.  For example, the Department of the Environment, Transport and the Regions has published documents to encourage public participation in local government. These can be found on the web site http://www.local-regions.detr.gov.uk/.

This movement is also apparent in the international arena, where the organisations such as the United Nations and World Health Organisation see intersectoral collaboration as the path to sustainable development.  This is perceived as a response to the interconnectedness of social, economic, health and environmental problems.

A key to this path of development is community participation as equals with government. In many fields, increasing community participation has become a prerequisite:

· for more effective change management

· for a better understanding of the problem domain (more information from "insiders")

· to ensure the appropriate of interventions

· for community empowerment

Participation in governance is linked to the concept of ‘civic society’.  Civic societies are:

…those “which value solidarity, civic participation, and integrity; and where social and political networks are organised horizontally, not hierarchically ” Putnam et al (1993).

However, in order for the community to participate in governance, government institutions must examine and revise the rules and procedures that dictate how they operate.

These guiding principles, policies and laws determine the relationships between sectors of society, which may bestow power on some and work to the disadvantage of others.

In this shift towards participatory planning, it will be most difficult for bureaucracies accustomed to hierarchical, authoritarian decision-making, to break their habit of "dictating to" the community and enter a dialogue as equals. It involves building trust and allowing individuals and groups to name their own concerns (which may differ from the government's priorities):  

Ignoring the questions of how and by whom health [and other quality of life] problems are named buries the invisible power differences that characterise community group / institutional relations (Labonte, 1992, 32). 

A community approach to governance therefore involves creating opportunities for the public to name issues that concern them and responding to these issues with good intent and a commitment to working in partnership.

Local government

Local governments are key organisers for health improvement and community participation because they are located at the political level closest to the people. Moreover, they are in a unique position, possessing "inside" knowledge about the community's unique history, culture, prominent leaders and organisations.  However, without support from higher levels of government, local institutions are in a difficult position, balancing demands from both above and below.  Although they may have delegated authority, if this is not coupled with resources, it can be considered blame.

International trends to focus attention on local governments as key agents for sustainable development and health improvement may offer some hope.  For example, the Healthy Cities movement is considered a key community strategy.  According to the World Health Organisation (1995), 

A healthy city is one that is continually creating and improving those physical and social environments and expanding those community resources which enable people to mutually support each other in performing all the functions of life and in developing to their maximum potential.

 (WHO, 1995)

The World Health Organisation Regional Office for Europe introduced the Healthy Cities project to test the application of Health For All principles at the local level. In 1986, eleven cities were selected to demonstrate that new approaches to public health grounded in HFA would work in practice. The global movement has grown from this beginning. (WHO 1992)

The European office of the World Health Organisation has listed qualities of a Healthy City, including the following:

1. A clean, safe physical environment

2. A sustainable and stable ecosystem

3. A strong, mutually supportive and non-exploitive community

4. A high degree of public participation

5. A meeting of basic needs for the city's people

6. Access to a wide variety of experiences and resource

7. A diverse, vital and innovative economy

8. Encouragement of connectedness with the past (cultural and biological heritage) and with other groups

9. A form that is compatible with and enhances the preceding characteristics,;

10. An optimum level of public health and sick care services accessible to all;

11. High health status.

(WHO 1992)

Local governments who have made a commitment to Healthy Cities principles and to making an effort to develop the above-mentioned characteristics in their municipalities are encouraged to join the Healthy Cities Network. This is done by application to the Healthy Cities office of the WHO. More information about the network and movement can be found by linking to the WHO Europe web site www.who.dk/healthy-cities/ or by contacting the organisations in the UK working in this area listed in the resources section. 

Healthy Communities
Like the Healthy Cities movement, Healthy Communities is a process by which a community determines its own issues, processes, needs and intended outcomes, in an approach that includes for main characteristics:

Local government commitment Municipal departments adopting the healthy communities approach and incorporating it within their daily operations and decision making processes. Where municipal staff understand they all contribute to community health – no matter what the department: well-paved streets prevent accidents; where public transit can be used as an effective “health” tool, preventing depression in the elderly caused by isolation.

Community development. People from all walks of life involved in working together toward the goal of a healthier community. Residents must be actively involved in the process of identifying problems and solutions, not just passively approving or disapproving plans proposed by “experts”.

Multi-group participation. Community sectors (such as business, churches, service providers, planners, environmental groups, labour) developing a common vision with residents and finding ways of incorporating that vision in every day activities

Healthy public policy . The key to healthier communities is often a change in attitude, looking at how to promote health in its broadest sense through changes in policy, legislation and services. They might consider how to use their “systemic” power (see section 11 Reorienting Health Systems)

Ideas for municipal departments 

· passing a resolution in support of the Healthy Communities concept

· establishing a committee with staff from all municipal departments, community residents, and members of other community-based organisations such as social planning councils and neighbourhood groups

· conducting a health assessment of the community through community report cards or community meetings.

· developing a plan or program to address priority problems

· empowering a committee to Use the existing resources of its members

It is important to recognise that although municipalities have a role in creating a healthier community, they cannot do it alone. Community members, wherever their interest lie – environment, health, economics or social activities – are also responsible for participating in programs to improve the quality of life.

Questions for council to ask:

How do we work with each other and the community? How do departments relate and interact with each other? How do they work with residents to establish community priorities and solutions?

How do we develop policies and programs? Are potential health impacts considered in decision making? Is there community involvement from the beginning of the process? Are Healthy Communities values and shared decision-making processes in the plan?

By developing new ways of planning and decision-making with the community, local governments can empower the community and develop partnerships towards healthier public policies.

An example of a healthy communities process:

1. Identification of stakeholders, groups with whom collaborative work can be undertaken, from as many sectors as possible

2. Creation of a healthy communities committee

3. Healthy communities committee meeting to organise a community meeting

4. Community “visioning” day

5. Begin the action plan process (consultations, information gathering, review) to mobilise the resources required to take action. This opens channels of communication for participants to work together on an ongoing basis.

6. The first project is identified and started.  For the first project, it is best to select something relatively easy and likely to be successful yet not a cop-out. Once the committee has earned a reputation of credibility, projects that address more difficult problems can be initiated.

7. Other projects…

8. The HC committee monitors results, establishes indicators for community health and monitors the indicators over time. The indicators of the community health can be publicised in the media by the use of a community report card.

11 Reorienting health systems

As mentioned in the previous section, governments in many countries are encouraging inter-sectoral collaboration, in response to addressing interrelated social, economic, health and other problems. As a result, government departments and structures - including the health system - are under pressure to make structural changes. 

Systems for health and systems for illness

In the health field, this inter-sectoral approach is considered to have great potential for population health improvement. For example, academics such as Grossmann and Scala (1993) have made the point that most industrial societies have excellent social systems for illness – but not for health. A large percentage of the wealth of countries is allocated to hospitals, drugs and doctors, but the result has been that major social, economic and environmental determinants of health such as poverty, stress and social support to name a few, have been ignored. The result has been that increased investment in health services has failed to improve population health.

As mentioned earlier in this guide, national and global institutions such as the World Health Organisation are focusing on the development of social capital as a key strategy for improved population health. In order to benefit from social capital, government systems are seeking partnerships with the community. These partnerships would be based upon all sectors making a commitment to action such that responsibility for problem solving would be shared.  

Geoff Mulligan, addressing the emerging area of social policy in The Guardian 1997, wrote this is "… a radically new way of governing, one that puts the emphasis on prevention not cure, looking at problems in the round rather than slicing them up, and seeing society as a web of commitments rather than contracts. Such a programme would draw on the seismic shift from the “me” to the “we” and turn it into new architectures and tools for government” (as cited in Harrison, 1998).

In order to facilitate this shift, health systems and services will have to adjust their policies and functions accordingly.  According to the World Health Organisation, re-orienting health services
…is characterised by a more explicit concern for the achievement of population health outcomes in the ways in which the health system is organised and funded. This must lead to a change of attitude and organisation of health services, which focuses on the needs of the individual as a whole person, balanced against the needs of population groups.

(WHO 1986).

Organisational bias

However, as mentioned earlier in this guide, in order to move to genuine partnerships, all sectors, including the health sector, must place the knowledge and experience of other fields on an equal footing with their own.  This requires all professionals to value different perspectives and dimensions of a problem. This is challenging, particularly in sectors where professionals are trained in the traditional paradigm or "hard" sciences, which understands by reducing the nature of problems and controlling external factors. While this way of knowing is valuable, it has limited ability for the understanding of how factors work in combination.  As mentioned earlier, it may prevent people from seeing the interconnection between factors (paradigm blindness). 

For the health sector, the trends to think holistically and involve the community in planning and implementation will involve great changes.  It will require a shift from addressing health in purely medical terms. 

To expose paradigm blindness in the health sector, Ronald Labonte has asked workshop participants the generic question "What are the leading health problems facing your community?" and notes how representatives of different organisations tend to answer the question differently.  He has categorised the results in the following way:

Leading health problems by three approaches

Medical
Behavioural
Socio-environmental

· CVD

· Cancer

· AIDS

· Diabetes

· Obesity

· Mental disease

· Hypertension

· Etc.
· Smoking

· Poor eating habits

· Lack of fitness

· Drug abuse

· Alcohol abuse

· Poor stress coping

· Lack of life-skills

· Etc.
· Poverty

· Unemployment

· Powerlessness

· Isolation

· Pollution

· "stress"

· Hazardous living and working conditions

· Etc.

Labonte 1993

Labonte believes that generally speaking, organisations are biased: hospitals tend to work from a medical approach, state agencies from a behavioural and community workers from a socio-environmental approach:

These biases condition and constrain the ability of workers employed within these organisations to act effectively or legitimately within a different approach. They may lead to a situation in which the professional is unable to enter a dialogue with her community groups in search of some shared meaning, some problem-naming that respects how persons experience their lives. Instead, she persists in actions that seek to educate these groups to the terms of the health agency. (p.28)

The medical, behavioural and socio-environmental approaches are all useful, however, it is the dominance of the first, and more recently the second approach that has pushed the socio-environmental into current attention.

Transforming management and leadership styles in health systems

Source: Harrison, D. Integrating Health Sector Action on the Social and Economic Determinants of Health: Paper presented at WHO Investment for Health Conference, May 1998, pp.8-9:

Increasingly, within the European public sector, traditional assumptions about the nature of leadership and management are shifting to take account of new demands. European social systems and organisations are largely rooted in 19th Century approaches to problems. They were established to deal with the issues of their time. These were vertical social systems amenable to management through command and control systems. However, most contemporary problems are horizontal, requiring action across many social systems. This requires the development of virtual organisations developed collaboratively within and between traditional social systems. It requires innovative problem solving and management styles that allow ascendancy to networking and trust rather than command and control.

An illustrative example of this issue in practice is road traffic accidents a Europe-wide principal cause of early death amongst people under 30. Most European countries control the determinants of accidents through vertical social systems. These can be defined as: Transport policy (Department of Transport), Community driving standards (community), traffic control measures such as speed bumps (Local Authorities), road safety education (Department of  Education), accident and emergency services (Department of Health). Resolving the problem of road traffic accidents to children requires action across all these agencies through the creation of a new problem solving structure.

Accidents to Children - A horizontal problem whose 

determinants are controlled by vertical social systems.



Harrison (1998) continues to describe changes in management styles necessary in order to meet shifts in the public sector:

The skills to manage such changes in social problem solving require a clear paradigm shift in understandings of authority. New paradigm management is largely sapiential (to do with wisdom ) and is knowledge based . Clearly some management functions will remain as positional in nature but this is not going to be the major skill for future management effectiveness in European healthcare systems. The model below, Douglas (1996), outlines the key dimensions of authority in management and leadership. Action on health determinants within the healthcare system requires the development of skills in sapiential and knowledge -based authority. (p.9)
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Dimensions of Authority. Douglas (1996)
Health Services and the relatively powerless

While community development and a willingness to define health from a socio-environmental, multi-stakeholder perspective is considered essential for population health improvement, this does not mean that medical services are no longer of any value ! 

Labonte (1993) stresses the importance of the potential role of community health services to create links with "hard to reach" individuals who may not be organised. These groups are often the more powerless in society. (Refer to Section 6 for more information for professionals working on the front-lines).   In terms of structural characteristics, however, Labonte (1993) recommends the following in order for health service organisations to be empowering.

The services should:

· be provided to people who continue to reside in a neighbourhood context, as opposed to an institutional context.

· actively engage in helping people maintain [the community's] independence and autonomy

· actively address a person’s physical, mental and social wellbeing. It encompasses primary care, disease prevention and health promotion models, that is, the service integrates the medical, behavioural and socio-environmental approaches to health

· allow multiple entry points for “consumer”/community group participation and decision-making, including an elected board with a majority from persons living within the locality catchment area. However, the service should be cautious and recognise that such formalised participation represents its culture, and may not represent the culture of participation favoured by the community groups it serves. 

· require community group sponsors. That is, the service should exist not because centralised planners deem it more cost-efficient but because local residents wish to “sponsor” it. This is a problematic notion for some health service/promotion models and on two counts. First, government funding agencies may well “sell” the concept and provide start-up funds to locality groups interested in service issues... For the service to remain responsive to locality issues and political power relations, however, it must contain elements of being a community organisation (autonomous control over its future, its policy, its services, its actions) and assume accounting responsibility only for those services and actions for which it engages in contractual relations with funding agencies. Second, it must retain this autonomy under conditions where some rationalisation in services needs to occur to prevent wasteful expenditures in administration costs and inefficiencies in service overlaps leading to agency competition for the same clients.

· make a statement of organisation size…Beyond a certain staff/user size the elements of local citizen management and participatory democracy within the service agency (meaning the ability of users to negotiate to have their specific heeds and interests met) may become untenable.

· Intersect horizontally, that is, use multidisciplinary teams rather than solo/single-profession providers.

· Intersect vertically, that is, benefit from good negotiated inter-organisational relations with providers of secondary and tertiary health care (specialists, hospitals), long-term care facilities, and other social service providers 

(pp.78-79 Labonte, adapted from Neufeldt 1987; and Canadian Council on Social Development 1986)

Community organisation in health services

Health agencies might also make an intentional effort to work with these relatively powerless groups. This corresponds to the sphere of "community organisation" in Labonte's holosphere of empowerment.  However, Labonte warns, that when working with these groups it is important to remember that we all tend to have our realities named by the mass media.  Therefore, community development is not about "public-opinion polling choices that we are told are accurate to within 5 percentage points 19 times out of 20"; rather, 

…it is about hard thinking and questioning together sharing ourselves in our communities over “thought-aches” in which all persons agree to respect each other’s contributions and differing starting frames of reference. (p.64)
It requires entering a critical dialogue, beginning with the group member's direct experiences.  While the space must be created for community groups to name their own health experiences and have these validated, Labonte suggests a model for participation that is neither dominated by professionals, nor by the community, but negotiated with a clear understanding of what each group member can contribute to the process (column (3) below):

Ranking Scale for Process Indicators of Community Participation



DEGREE OF PARTICIPATION

Indicators
Professionally Dominated 

(1)
Locality Dominated (2)
Negotiated Equity 

(3)

Needs Assessment
Professionals decide
“Community” asks for programme
Professionals and community define needs together

Leadership
Represents a small elite group of people
Democratic but closed membership
Democratic and shows clarity on who it represents and why

Organisation
Rigid purpose, run by one or few organisations, run by professionals
Goals wholly determined by groups
Flexibility in meeting goals. Includes non-professionals

Resource mobilisation
No contribution from beneficiaries (only official funds)
Beneficiaries provide the major contribution
Beneficiaries clear on the nature of their contribution, and their ability to negotiate for required resources

Management
“External” professionals make all the decisions
Community makes all the decisions
Joint decisions by professionals and community on areas where they overlap; and a process to manage separate decision-making where there is no overlap (Strategic consensus; and effective management of dissensus)

A Strategic Approach to Community involvement in health

The following was developed by Labyrinth Consultancy for NHS Management Executive in 1993.

Source: Smithies, J. and G.Webster (1998). Community Involement in Health Aldershot: Ashgate, pp.221-

Any framework for community involvement involves:

· Activities to reach out to consumers, patients, public and communities to find out their needs and views for ways forward

· Activities to look within the organisation at the processes which need to change to accommodate those views

· Activities to create an interface between the two so that a realistic, ongoing partnership is achieved.

Organisational stepping stones: 

· Audit current state of play. Map what is already going on in terms of community involvement in health in your organisation and also in other local organisations including the voluntary sector.

· Establish a clear,  locally-based rationale Why does your organisation want community involvement? How will you use the information and contacts that come out of such processes? Is everyone in the organisation in agreement, and clear about the implications; that is, is there corporate ownership? [see table below]

· Be clear about your relationship to stakeholders Who else has an interest/ stake in community involvement in health? Who else might be affected by the findings and outcomes of such work? Can you get them involved in the work from an early stage as partners in the initiative? (Key stakeholders from the perspective of health purchasing organisations include voluntary organisations, community groups, local government, GPs, CHCs, NHS regional executive, provider organisations, local businesses).

· Clarify the degree of involvement you are aiming for. Be clear about the use of language, for example do you call something ‘involvement’ when really you are talking about ‘consultation? Be clear how much of a role the community will be able to play in influencing decisions.  Be clear and honest with local people about where boundaries lie for community involvement.

· Reach out to the community. Develop contacts, decide on methods and approaches to get involvement and take forward initiatives jointly with communities.

· Look within the organisation Are the structures, systems and skills within the organisation ones that support and enable community involvement? Are there mechanisms in place to ensure that needs that emerge can be actioned? What support is available within the organisation to help you build the systems, structures and skills required for community involvement? 

· Develop the community/organisational interface Are there formal mechanisms to ensure ongoing links to a community after a relationship has been established; to ensure ongoing feedback on progress; to continue a dialogue about new and changing needs; and so on? This interface could be, for example, a community health forum, or a locality planning mechanism.

· Organise the work. Who is going to take the lead on community involvement - one person? a small team? Are they at a senior enough position in the organisation to make sure that change happens? Have they got credibility with both the communities and staff and managers in the organisation?

Community roles within an organisational health strategy

Advovacy
on behalf of a specific group or specific health issues

Service provision
via grants, service contract with purchasers, subcontracts via providers, or independent resourcing

Gatekeepers
to wider general public

Needs assessment
through participatory methods

Empowerment
through confidence-building, skills development, validation

Partnership
input into planning and development

Key messages for health purchasers

Source: Smithies and Webster, 1998:

· Community involvement needs to be a top priority for purchasing organisations in order to develop the commitment and action necessary for the large-scale change required

· Top management and Board-level commitment is needed, providing a lead to the organisation as a whole about the importance of community involvement. Commitment needs to be extended to all levels.

· Commitment to community involvement in health requires a major shift, ‘transformational’ rather than ‘transitional’, in the way health authorities are used to doing things, in their organisational systems, structures and cultures.

· Training and organisation development are crucial in taking forward community involvement that creates real change.

· Community involvement implies ongoing participation of local communities rather than one-off consultation

· Realistic timescales and a long-term plan are needed, that allows trust and infrastructures to be built up, and time for attitudes, skills and knowledge to develop and change

· Different skills and approaches will be necessary for different types of community involvement and with different communities.

· Organisations need to develop a comprehensive, resourced and managed strategy for community involvement, with a clearly designated lead post and dedicated staff time to develop initiatives and projects. At the same time this work needs to be integrated at all organisational levels.

· Health alliances are a major part of a community involvement strategy, as the activities of a range of organisations impinge on people’s health and well-being.

· It is important to achieve some small-scale successes which can be transformed into visible action as a response to community views and ideas, to maintain their involvement.

· Resources and support are necessary to enable community groups to develop their experience and skills in working with the health service and other agencies.

· It is important to evaluate different initiatives and to monitor achievements and blocks.

A guide to identifying training needs


Key workers with lead responsibility
Staff and members of the whole organisation
Voluntary and community sectors

Knowledge
· of the voluntary sector

· of local area

· of NHS structures and policies, nationally and locally

· of structures of and contacts with other key organisation
· of what is already going on re: community involvement in NHS and other sectors

· of local and voluntary sector

· audit of organisation development needs

· audit of organisational training needs
· how purchasing works, planning cycle, role and remit of purchasing and other organisations

· how to gain access to planning mechanisms, resources, grants

· of the range of the local community and voluntary sector and key contacts

Skills
· managing change

· managing conflict negotiation

· communication

· understanding and achieving cultural change

· problem-solving tools and techniques

· public relations, presentation, media

· time/stress management, prioritisation

· listening

· research

· team building

· project management

· analytical

· community involvement tools and techniques
· visioning for the future

· changing the organisational culture

· changing issues into policy

· participatory management

· internal communication

· team building 

· public relations

· managing change

· alliance building

· conflict management

· feedback techniques (to local people)
· assertiveness

· influencing decision making and change

· presentation

· communication

· marketing

· financial and budgeting

· survey/interviewing

· identifying training needs

· group work/advocacy

Attitudes
· cultural awareness (different communities)

· social awareness (different needs)

· equal opportunities
· commitment across whole organisation

· ownership across whole organisation

· opening up the organisation to wider influence

· equal opportunities

· corporate identity

· encouragement and promotion of innovation

· flexible working practices
· awareness of what being representative means

· equal opportunities

· enthusiasm and staying power

Smithies and Webster 1998

Training methods: 

Cascade training (‘training the trainers’), facilitated workshops, team development, Independent Performance Review, Inter-sectoral working groups, using local people and service users as trainers, individual consultants from within the organisation, outside consultants.

Five elements of a community involvement in health strategy









(Smithies and Webster, 1998, p.238)

Community work support - to enable individuals, especially from “usually excluded communities, to get together and organise around issues that they define as important to them.. 

At the organisational level, this involves: funding community/community heath/user development workers; setting up a small grants fund to enable community activity; payment of expenses.

 At the project level, this includes meeting local people and identifying gaps and priorities in their community; setting up community groups and initiatives based on needs and interests; supporting campaigns; helping with funding applications.

Community infrastructure - involves helping community and user groups and development workers to network with each other, to enable them to learn from each other and exchange information and support. 

At the organisation level this includes supporting city/district-wide forums; supporting accessible, centralised information resource; funding/offering district/city-wide training opportunities. 

At the project level, this includes organising community forums; organising community-wide events; community news; undertaking a community profile.

Professional infrastructure - to ensure that departments, organisations, managers and delivery staff are linked to each other so they can exchange information and be fully involved in developing inter-sectoral and inter-departmental policies. 

At the organisational level this includes offering community work skills training for community-based staff; allowing time in work loads, job descriptions for group work and supporting community activity; giving clear guidance on and openings for staff to feed their perceptions of needs and issues in local areas; allowing time in job specs for professionals to attend inter-agency/multi-disciplinary forums. 

At the project level this includes setting up a local workers’ forum; attending staff/team meetings of locally based organisations; offering training/joint working opportunities to local professionals; supplying local professionals with a community profile and encouraging them to pass on information and contacts to their local service users.

Organisation development - to improve the effectiveness of the organisation through encouraging participation and responding to the needs and ideas from local communities and users of services. It involves creating an organisational environment which is open, has a long-term outlook and which develops a strategy for effective change management in a participatory way. It means addressing issues of power, organisational culture and putting in place structures that are publicly accountable and able to respond to new information, priorities and needs. 

 At the organisational level this involves clarifying policy and aims for community involvement; developing an equal opportunities statement of intent, policy, practice guidelines and targets; setting community involvement objectives and targets for each part of the organisation; looking at ways of creating an organisational culture that encourages and enables participation and empowerment; offer managers training in community involvement and change management; exploring organisational structures and systems to look at blocks n turning needs into action / policy change. 

At the project level this includes supporting local involvement in the project planning and management; making the base as accessible as possible; holding open meetings to share what the project has been doing and invite ideas about the future.

Overview - to ensure coherence, co-ordination and that a strategic direction is followed. This is important since all aspects are interdependent. Also different workers from different backgrounds within different strategic frameworks are involved. 

At the organisational level, this involves: setting clear aims for the strategy; establishing a co-ordinating group to take the strategy forward; sharing the strategic development and thinking with other agencies; appointing a worker at middle/senior management to co-ordinate the strategy; holding a city/district-wide annual event / conference to ensure a dialogue between strategic planners and grassroots workers and activists; reviewing and monitoring the effectiveness of the strategic approach. 

 At the project level this includes involving people in monitoring and evaluation; ensuring proper support and supervision for project workers; developing and reviewing regular objectives and action plans for each piece of work and the project as a whole.

12 The role of the economic sector
Economic power

According to the report The Unequal Society: A Challenge to Public Health, poverty is considered the greatest threat to human health (1983). Aside from people's direct experience of poverty, the link has been well established with statistical analyses which demonstrate the inverse relationship between income and mortality rates, and through studies which link poor health (both physical and mental) to circumstances of social and economic deprivation. In particular, poverty has been linked to poor housing, unsafe public spaces, polluted environments, occupational health hazards, poor education and poor nutrition.  All of these factors effect health.

Therefore, economic development for community empowerment is an important activity to meet the goal of health improvement.  However, as capitalist systems have been said to perpetuate inequalities, economic development for the community must have certain characteristics in order to be considered health-promoting for the community.  These are described below: 

Community economic development

(Focus: Regeneration through social development)

According to the proceedings of an International Forum on CED, Toronto, February 12-14, 1992, Community economic development (CED)
… means economic development projects and activities, which permit certain groups who have been locked out of the mainstream of economic activity to become economically independent. The definition evolves as the community defines and redefines its needs. (p.4)

Characteristics of CED projects:

· responsiveness to locally-defined needs

· community benefit, especially for marginalised groups

· community entrepreneurship

· increasing local control and ownership of resources

· locally controlled institutions

· a comprehensive approach, including social, environmental and economic considerations

· a reliance on building up, not trickling down

· empowerment

· a "people-initiated" strategy

· questions the idea that cheap and abundant energy and rapid technological progress will necessarily result in economic growth for everyone  (p.5)

Roberts and Brandum (1995) (check reference) describe some characteristics of CED as follows: 

Local frameworks

"Social economics" is based on the idea of generating wealth, which will remain in the community. The poorest people are often found in proximity to the richest resources. Social economics attempts to keep wealth at the source. Local people define economy as opposed to people “serving" or "being sacrificed for" the economy.  In the context of merging markets, growing inequalities and global unemployment, CED focuses on the supply (labour and natural resources) side of the equation rather than the demand side as the framework for formulating development solutions. (For example, rather than relocating employees, CED creates jobs by identifying the skills and aspirations of the local labour force).

Local solutions

Rather than relying on mega-solutions, CED involves a new social contract with local communities providing their own framework for development. CED includes job creation but it is broader than that, involving aspects of social development, for example.  Increase local ownership through employee buy-outs of existing firms in trouble, encouraging local entrepreneurs, developing credit union. Also, jobs might be formed locally by local groups, rather than local labour simply being "used" by external interests. Such an approach is distinct from a "corporatist view" in which the role of government is to ease and facilitate the movement and expansion of capital from place to place.
Diversity allows adaptation to change

A locally diverse and highly skilled workforce is more likely to have a healthier local economy. CED seeks ways for local people participate in the economy. Diverse external investment sources are more stable than one big employer, even if they are all externally owned.

Supportive and local financing

Development banks can provide additional services and support to borrowers, including strategic planning, feasibility analysis, technical assistance or training. Municipal tax credits can be employed as an instrument of community economic development, to support local ownership and control Peer-lending or micro-lending programs allow borrowers of a certain group (who may be denied access to credit at conventional institutions) to make the transition into the mainstream economy. Non-cash, mutual aid practices (barter systems) enable weaker members of a community to survive.

Local natural resources

Land trusts allow community groups to acquire assets for sale, rent or reuse. The underlying idea is to have community groups actively controlling and managing local resources for the long term, rather than allowing important land-related decisions which affect the futures of communities to be determined solely in the market. Partnerships might also be forged between environmental organisations, corporations, foundations or governments. Example: Land trusts save farmland as habitat for wild life, maintain ground water and preserve small communities

Regional and local linkages

Networks are an important element of CED. Linkages might include local processing of a product which is locally grown.  Local industries supporting each other.

Co-operative living/Common wealth

CED explores ways of increasing the common wealth, rather than competing.

Local, sustainable environments

The environment is understood in its broad sense, including the physical environment, and cultural or "knowledge" industries such as film, theatre, radio and publishing, all of which contribute to the creation of a thriving urban culture.

Local Information and Services

Information and services can enhance the local economy by serving particular local industries and catering to local needs

Technology to meet local needs (not needs to meet technology)

Rather than encouraging technology for the sake of technology communities can have a local technology policy which focuses on starting from local needs (Such as energy, transport or housing) and then developing technology and products to meet those needs. Example: wind- and solar energy

Limitations:

(from Boothroyd and Davis (1993):

· Some communities such as single-industry towns are particularly vulnerable. Such communities may need co-operation and assistance from other communities in the region to find an economic niche. Often regional economic co-operation is not practised.

· Trade-offs and compromises must be made.  Economic stability cannot provide quality of life most aspire towards. For example, in order for longer-term stability, communities may have to sacrifice short-term growth maximisation (e.g. Foregoing tempting mega-projects in order to retain local ownership, curtailing expenditures on consumption in order to increase savings for local investment, etc). People seem most interested in making these sacrifices when it is hardest to make them. What is better in the long-term is often in conflict with maximisation at the short term, which can also cause conflict between various stakeholders.

· CED is out of step with the mainstream. Modernisation may be reinforcing a retreat into private lives, rather than encouraging sense of community.  At the mercy of the market, developers are often tempted to sacrifice the interests of the poor in order to enhance a project's overall competitive advantage.

Part 3 - Some techniques used in community work

This section is the starting point of what will hopefully be a collection of techniques for analysing and decision making in groups. There is certainly a number of other techniques that can be added to this collection and we hope readers will do so by contacting the Public Health Unit at Lancaster University (01424) 594626.  Notations for users, such as when some techniques are best used, or local examples are also welcome. 

13 Facilitation

A facilitator can also be described as a leader, co-ordinator or animator. However  the term "facilitator" is often preferred because it denotes more equal relations between the participants and key organiser.  (adapted from Arnold et.al. 1991, p.6)

A Checklist for Effective Facilitation

· Listen with your whole body

· Think on your feet

· Be aware of group dynamics

· Be flexible

· Have a political position but don't impose it

· Be empathetic

· Use simple language

· Be responsive

· Keep people on track

· Demonstrate cultural sensitivity

· Have a sense of humour

· Allow for constructive criticism and feedback

· Draw out solutions from participants

· Be aware of your own racism, classism, and so on and how identity can affect the group

· Be non-judgmental

(from the Women-to-Women Global Strategies Training, as cited in Nadeau (ed.) 1996).

The spiral model

A facilitation style that is consistent with a participatory, democratic working method has been suggested by Arnold et.al. (1991) in their book Educating for a Change.

They suggest a collaborative planning and action "spiral" that has the following characteristics:

· the starting point is always the concrete experience of the participants

· the knowledge and experience of the outsider expert are recognised but, more importantly, the knowledge and experience of the participants are also valued

· people learn best by participating in their own learning

· everyone teaches and everyone learns in a collective process of creating new knowledge

· education leads to action for social change, rather than to the maintenance and reproduction of the status quo

· there is a creative tension between action and reflection, between the knowledge of "experts" and our experiential knowledge, and between theory and the application to practice.
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As an ongoing process, the spiral is developmental, meaning that the goals and objectives may change in accordance to the group's needs and to the situation they find themselves in.

Facilitating the spiral

The authors suggest facilitators spending time planning before meeting with the group. This planning phase involves considering the following:

· Participants - selected, providing advance information.

· Context - sponsoring organisations identified

· Resources - securing funding

· Logistics - venue, equipment, meals, supplies, etc.

· Materials - handouts, display tables

· Documentation - How will this be done?, equipment

(p.36)

Prior to the workshop, Arnold et.al. suggest facilitators:

· spell out the meeting objectives and design on paper so that participants see the process as something constructed. This also helps evaluate the plan afterwards. 

· consider the identities of the participants and why they are coming, in order to be prepared for tensions between group members.  Some useful information about the participants might include :

· gender, race ethnic background, class, age, sectors or areas of work

· first language, fluency in the language to be used in the session

· if/how well they know each other

· what experience they have with the topic

· what attitudes, understandings skills are likely to bring

· why they are coming.

When the group comes together, Arnold et.al. (1991) suggest the following:

A getting started checklist:

· Introductions to each other

· Set the atmosphere, build the group

· Reflect on the social identity of the group in relation to the topic

· Identify participant expectations

· Introduce the theme of the workshop

· Introduce the objectives and the plan for the event, referring to the expectations of the participants

· Get people "there" mentally as well as physically

· Establish a process for the event with participants

· Clear up any logistical details (washrooms, lunch)

· Negotiate ground rules (smoking, meeting times)

· Give participants a chance to claim the space in the room




Some exercises to carry out these activities are included in subsequent sections of this guide.

During workshops, it is important to start with the participants' experience.  This demonstrates to the participants that their knowledge is valued and important.  

Tips on pulling out people's experience and knowledge:

What experience gets shared where and why. Since their own experience is something people know a lot about, you need to carefully draw out the information from this experience you want to work with later. For instance, if you generate more information than you will be able to process later on, people may feel frustrated or even negated because part of their material isn't used.

How much data you want to take up in the full group. We may have people discuss three questions in small groups but ask them to report back on only one. Participants should know in advance that only one question will be shared with other groups.

The emotional impact of sharing experiences on the theme.  Take into consideration participants who may have direct experience in the area being discussed (e.g. woman abuse). Additional time and support may be needed in these situations.

The social identities and mixture of the group. In a session on racism, for example, it is crucial to consider the relationship of participant experience to the theme. If there is a mix of people of colour and white people, the dynamic this will produce must be taken into account. [The power flower (listed on p.83 of this guide) is a good tool to do this]

The ways in which participant experience relates to the topic. For example, journalists and community people understand the issue of media access differently. How can you create an opportunity for learning from each other in this situation ? If only one group is present, how can your design include the other voices ?

The kinds of questions you will ask. Questions need to be few, clear, simple and considered from all angles. There are other considerations as well, such as whether to have open or closed questions or to identify "generative" questions on a theme.

Tips on collectivising experience and knowledge

Don’t suppress difference. It is important to acknowledge and engage difference.

Arrange the process to ensure that everyone has a voice.

Ensure that the plenary isn't a repeat of what took place in the small groups.

Consider the range or organisational roles among participants. You need more time when working with a mix of people (e.g. staff, management and board).

Don't try to pursue everything in depth.

Have participants look critically at their experience. 

(Arnold.et.al.1991)

Tips on adding theory / new information

Participant energy level and the time of day. Presentations are best before lunch. Energiser activities can also be used.

How people learn. Try to use as many senses as possible when adding new information.

Organisational culture. Consider what will be most effective in the particular organisational context. Pring? Film? Oral presentation/ a play ? 

What resources are available. This comes back to advance planning. Are there resource people, audio-visuals, other resources we should consider using?

Literacy levels of the participants - determines appropriate resources 

Question of voice. Preview any audio-visual resources with special attention to voice. What is the racial, ethnic, and class makeup of the resource and the perspective of its message ?


How to relate new content to what participants already know about the topic. Be clear about how the new information or theory relates to what we already know. One way to do this is to build in a continual review of new input in light of experience.

(Arnold et.al., 1991)

Tips on practising skills:

· Consider the risk involved in "performing" before your peers. For example, it might help to have guidelines for giving feedback to each other.

· Give participants control over any product that is an outcome of the workshop. 

· Build in adequate preparation time. The design needs to allow time to practise skills in front of their colleagues.

· Design time both to practise and to discuss the experience. 

(Arnold et.al. 1991)

Tips on forming strategies and planning for action:

· Consider the organisational context

· Find out where and with whom people will be exerting influence.

· Consider both collective and individual action.

· Leave time to identify the next steps for whatever action is called for.

· Identify how you will evaluate the proposed action.

(Arnold et.al. 1991)

14 Introductory Exercises

Introduction in pairs

Participants move into pairs and discuss why they came to the workshop or describe their experience in community development, etc. Alternatively, people could choose a colour (animal, plant, instrument, etc.) that they think best illustrates how they are feeling today.  This is followed by the pairs introducing each other to the large group.

Association

The facilitator states (for example) “When I think of community development I think of ………..”.  Then someone else in the group picks up the sentence, adding their own conclusion to the statement. This continues around the group.

Personal Goals

At the beginning of a workshop participants are asked to take 5 minutes to write down their personal learning goals for the session. They are asked to store them somewhere safely.  At the end of the workshop have people reflect on whether they met or exceeded their goals, or whether their goals changed. 

The Power Flower : reflection on our social identities

Source: Barb Thomas, Doris Marshall Institute. Adapted from Lee, Letters to Marcia, as cited in Arnold, et.al. (1991):

Why use it?

· To identify who we are (and who we aren't) as individuals and as a group in relation to those who wield power in our society

· To establish discrimination as a process for maintaining dominant identities.

Time it takes  

· 45-60 minutes

What you need

· The power flower drawn on large paper

· Individual copies of the flower as handouts

· A variety of coloured markers

How it's done

1. We introduce the power flower, which we have drawn on large paper and placed on the wall. Together we all fill in the dominant social identity of the group on the outside circle.

2. Asking people to work with the person next to them, we hand out individual flowers to each pair. We ask participants to locate themselves on the inner blank circle.

3. The groups of two post their identities on the inner circle of the large flower as soon as they are ready to do so.

4. We review the composite as a group and reflect on:

· personal location: how many factors you have as an individual that are different from the dominant identity; what factors can't be shifted, changed?

· representation: who we are/ are not as a group - and how that might influence the task/discussion at hand.

· the relationship between and among different forms of oppression.

· the process at work to establish dominance of a particular identity and, at the same time, to subordinate other identities.

Variations
· Individuals fill in the inner circle of the flower before reflecting on the dominant social identity in the group.

· Using flip-chart paper, cut out large versions of the twelve different petals. Each petal should be large enough so that all participants can make an entry on it. Name each of the petals and spread them around the room. Participants circulate and record their personal identity on the inner part of the petal and the dominant identity on the outer part. Gather the petals in the centre of the room, and use as a catalyst for discussion as above.

· Use the power flower as an introduction to focus on one form of oppression. The flower was developed specifically for use in anti-racist work.

· List the words participants use to describe their own "ethnicity" and "race". Examine the two columns for differences. Use this as a take-off point for talking about race as a social - as opposed to scientific- concept.


15  Assessing the past, present and future 

Community Report Cards

Community report cards are information-gathering tools which allow more people to take part in the processes of assessing a situation in a community, identifying community goals, checking past progress, monitoring future progress, finding out who/what is creating progress, determining the health and sustainability of a community.  A community group, round table or inter-sectoral committee, other agency or individual might use report card results as a basis for action.  After preparing questions about an issue, people are approached for their opinions.  Open-ended (rather than yes/no) questions are used in order to allow the respondents to select their own indicators. 

Story telling

Story-telling techniques are used in CD approaches such as Freirian critical pedagogy. Storytelling is an important tool in knowledge development in many indigenous communities and has been used in women’s organising, literacy education, international development, and community organising.  Story-telling can also be a form of practice-research, program evaluation and program planning. It is considered especially important by members of “minority” groups who wish to claim their own “voices” in addressing their own experiences.

The idea is to use a group’s personal experience as the basis for understanding an issue and action.  After a group is formed, the members share their experiences, inviting the other members of the group into a dialogue.  “This is my experience. How does it match with yours?”  Stories offer one person’s interpretation of events.  After the group shares personal stories, the group identifies common threads in the stories, a common analysis, shared plans and shared action about an issue.  A facilitator can help the group extract broader social issues related to the problem.  In some cases the facilitator is a co-researcher.

Visioning 

(1,5 - 2 hours)

This exercise involves creating a dream or a vision. It can be used in any context.  It helps people to let go of the day to day barriers and issues which often prevent them from moving forward.  This exercise is the starting point for groups interested in Healthy Communities projects.

First people are asked to sit comfortably and envision their dream or ideal community.  They might, for example, be asked to imagine they are on a hot air balloon ride, looking down on their future community.  Then the participants are asked to jot down their images.  In small groups they share their thoughts and draw the scenes they had envisioned, finding visual symbols for abstract concepts. People are encouraged not to use words.  Finally each group presents their drawing to the larger group. Once all drawings have been presented, the group is asked to identify common themes. These are recorded on a flip chart.  These themes can then be used to identify the priority areas for group action.

Collective Drawing

(45 - 50 minutes + time for report-back and discussion)

This activity is a creative and collective way for a group to analyse a problem or situation from a social, political or economic context. It can also be used to draw a community by identifying the various factors which are part of people’s daily lives and highlighting directions for action.  The facilitator asks the group to draw images that come to mind when a certain problem or issue is raised.  Often drawing unlocks hidden assumptions or relationships.  The facilitator asks the group to think of various interpretations of symbols that are drawn, looking for correlations and connections between symbols as the drawing develops.  The facilitator might ask the following questions:  

· “How would you symbolise this problem?” (affirm suggestions). Who would like to put this in the mural? Where should the symbol be placed - top or bottom?

· If this is a character - what is she/he doing? What is the facial expression? What do the gestures mean?

· What are the factors influencing this situation ? Who benefits in maintaining the status quo? What are the connections? 

· What needs to be changed in this picture?

The “Social Tree”

(45 min - 1 hour)

The tree can be used as a metaphor to analyse a situation or issue. For example, the trunk of the tree represents the issue (e.g. “elderly people and safety”) The group then explores the “roots” of this issue (i.e. “what are the factors that undermine the safety of elderly people”?) Some roots might be lack of respect and other societal, family and cultural values, powerlessness, poverty and vulnerability.  The group might then label some branches and leaves. These are all of the outward manifestations of the roots and trunk.  These might be portrayed as confusion, anger, fear, paranoia, vulnerability, more violence, lack of freedom, etc. It is noted that sometimes the roots and branches are the same, demonstrating the cyclical nature of the issue.

Community Mapping   

Community mapping originates in rural international development work. It has been used effectively in building organisational solidarity, increasing awareness of a community’s capacities and problems and identifying key individuals and groups who might enable or oppose the goal of a community development initiative.
Community Mapping  - Personal mapping 

(45 min) 

Personal mapping is often used to introduce community mapping sessions and to allow the group to get to know one another and to establish common ground.

People are asked to work in groups of 8 - 10.  Each person is given a piece of flip chart paper and a marker. They are then asked to draw a map that represents the places where they spend time (i.e. This is not meant to be a geographically correct road map, but rather an emotional map showing a bird’s eye view of:

· the places where the participant spends time

· favourite personal places

· places where there may be an emotional attachment or association with others

· places that may not be in your present but were an important part of the participant’s past

The group is then asked to share their maps with each other, making comparisons between the maps.

Community Mapping -- Mapping community capacity

This activity is the opposite of a “needs” assessment. Rather than focusing on deficits, this process maps out the capacities and existing assets of a community.

In this activity a large sheet of newsprint is taped to the wall.  

Primary building blocks are assets and capacities located inside the community, largely under community control - e.g. Individual capacities, personal incomes, individual local businesses, home-based enterprises, organisations and citizen associations, cultural / religious organisations

Secondary building blocks - assets located within the community but largely controlled by outsiders. They are private, public and physical assets - e.g. Schools, hospitals, social service agencies, police, libraries, parks, vacant land

Potential building blocks - resources originating outside the community, controlled by outsiders e.g. Capital improvement expenditures, public information, community economic development dollars.
Force Field Analysis

(45 minutes)

This exercise assists a group in planning to clearly identify, understand and work with the “helping and hindering” forces behind any attempts at change. 

In every situation there are forces that cause things to remain as they are or allow for change. These forces can be people, groups, resources or activities.  Forces that push toward a goal are helping forces. Forces that resist change are hindering forces. In order to plan for change, forces that can affect the desired goals must be clearly identified and understood.

1. Background history of the work done to date. What has been tried up to now?  What happened? What was successful? What did not work?

2. Social-economic-political context of the area. Describe the area and its people: how do they live, how do they earn money; what opportunities exist; what is the cultural and ethnic background; who owns and controls the resources; what are the important businesses; who are the main decision-makers; what are the important political issues?

3. Summarise the important groups and people in the area. Who has authority, leadership, respect? What are their strengths and weaknesses?

4. Identify the goals(s) of your project. How were these decided upon? Who decided? How? What is the rational for this goal?

5. For each goal, identify the forces that work for and against the achievement of a goal.  Be sure to look at forces both inside and outside your organisation.

6. For each goal, brainstorm all possible actions. Keep in mind the forces working for and against each goal. Remember that it is possible to move towards a goal by either increasing and helping forces, or be decreasing the hindering forces.

7. Decide on a plan. Develop the plan. Include details of objectives, action, evaluation, outputs, resources required, budget. 

(adapted from S.E. Carpio, et.al. Women and Health: Leadership Training for Health and Development Hamilton, ON: McMaster University, as cited in University of Toronto Centre for Health Promotion (1995) Chapter 3 Exercises, Module 6 Community Organising Health Promotion Summer School Handbook, Toronto: University of Toronto. p.37)

16  Prioritising Issues
Source: University of Toronto Centre for Health Promotion Health Promotion Summer School Manual, June 1995, Chapter 3, Module 6: Community organising, p.29.

Dotmocracy

In this activity the choices are listed on a flip chart or on pieces of paper attached to the wall.  Everyone is given two coloured dots (cut-out from paper).  Each participant is asked to stick the dots beside their two most preferred choices.  (If paper dots are not available, coloured markers can be used to draw the dots).

Wall Groupings

Key themes or priority areas are posted on the wall at various points.  The group is asked to “vote with their feet” by standing beside the wall space with their choice. If the groups are uneven there can be some negotiation and people can be asked to take their second choice.

Spend a pound

The choices are clearly marked. People are told that they have £1 to spend and they can put whatever amount they wish beside their top choices. i.e. they may wish to put all £1 beside one choice or they may put 20 pence beside 5 choices.  The options with the highest totals are the priority areas.

17  Reflection, Systematisation and Evaluation

This section introduces evaluation and reflection tools for people working directly with "the community".  While people working in other settings and levels may find other evaluation tools more useful, they might consider adapting some of the tools listed below to suit their needs.

As mentioned earlier in this guide, community approaches to evaluation emphasise a democratic approach to making statements about "reality."  Since the value that different members of a group or different stakeholders place on the activity depends on their reasons for being involved, community workers often find themselves in an awkward situation, as they must balance the various interests. The community worker is in the position of seeing how and the extent to which the various "frameworks" or "interests" overlap.  

Community workers face the tension between responding to the interests of the funding agency and the community. Their evaluation (perspective) of events that occurred might shift depending on the audience of the report.  

The tension between responding to the interests of a funding agency and the community is also reflected in how they decide to spend their time. For example, the community worker must determine how much time to spend on "process" issues in relation to the outcomes. Time spent on one thing means less time spent on something else.  When focused on the process for the participants, activities may change in response to their emerging needs. These activities may divert from time spent doing things to meet the objectives or outcomes set in the project plan. 

If community projects are subject to external evaluations in which the "framework" is determined with other priorities (another agenda) in mind, community groups may perceive the evaluation as a mechanism for holding "power over" the group.  For example, as mentioned in an earlier section, agencies tend to frame issues in their terms and favour traditional (scientific/business) indicators over qualitative, anecdotal evidence valued by community members. 

However, if the funding agency is more flexible, the community worker may be in a position to think strategically about the way in which to "frame" the evaluation design. This involves selecting indicators and evaluation questions that meet the various interests.  However, as various stakeholders generally have different degrees of power and influence on future events, the design of the evaluation/ report often becomes a matter of strategy.   

For example, Harris (1992) discusses the political dimension of research and suggests various options to overcome establishment prejudices about alternative ["community"] evidence:

Options to overcome establishment prejudices

· Frame outcomes that are expedient in satisfying funding agencies' assumptions about the evaluation process, even though these are not central to [the community's] values

· Enlarge funding agencies' views of what constitutes quality in evaluation

· Provide clients and resource allocators with unsolicited information about features of the work in the guise of broad general progress reports.  This strategy may satisfy clients' need for accountability and head off requests for formal audits based on "hard data"

· Accept that our convictions [about the value of qualitative data] may lead to marginalisation, requiring [the community and] those engaged in participatory research to work with fewer resources, … knowing that the quantifiers have the upper hand in university research centres

· Discredit evaluation expectation by asserting …that any accountability demands indicate pathology in the person or organisation where they originate.

When faced with organisational bias towards indicators that are not shared by the community, a community worker must consider the most strategic course of action in consideration of the context and power dynamics between the stakeholders who are involved.

The task of changing organisational cultures with respect to attitudes towards evaluation is too great for any community worker to do on his/her own. S/he can not be held solely responsible for whether or not the stakeholders committed to empowerment approaches to evaluation.

However, if stakeholders agree that the evaluation should prioritise the participants' own perspective of an activity, various techniques might be employed to document these.  Some participatory evaluation techniques are listed below:

Tools for process evaluation - continuous critical reflection

Arnold et.al. (1991) suggest building evaluation as a reflection on the process, throughout the event. They place "reflection" in the middle of the action spiral.  

Encouraging all participants to be critical of the process has benefits:

· more information helps facilitators modify the design as they go along

· it helps participants take greater ownership of the process

· feedback indicates that when the facilitators are open to the honest critique of participants, it works to build more equal relations among everyone

One drawback of continuous reflection is that it takes up time, but in order to counter this, Arnold et.al. suggest not covering all of the items on the agenda. It is more important, they feel, to address issues raised by participants than to rush through an agenda. They have the following suggestions for evaluators:

Tips on building in reflection:

· Time for redesigning. Facilitators need time to build the suggestions of the participants into the agenda.

· Length of the session A longer event requires more reflection time than a shorter one. However mid-point checks are good in shorter sessions as well.

· Where to cut your agenda Most of us suffer from a tendency to pack too much into an irresistible agenda. If something needs to be cut out, it is best to cut out the middle. You need to ensure that you don't cut out time to lay the group foundation, or the time at the end for the action discussion.

· What you want feedback on Specific points for reflection change during an event. 

· Time for discussion Try to include time for people to think individually or in pairs about the questions posed and for general discussion. 

· Making visible participant input. Using a flip-chart, we write up the objectives and agenda for each day and review the whole program during the first session. Based on continuing participant input, we revise the agenda and note any changes in a different coloured pen.  

Quick and dirty: reconstructing an activity

(Source: Doris Marshall Institute, as cited in Arnold, et.al.1991)
Time: 15 -30 minutes

Why use it? 
· To reflect critically on an activity during an event, when the activity has not gone well.

What you need:

· Cards or small pieces of paper and markers.

How it's done
1. In advance we break down the activity into its component parts and make a card for each point. We copy the cards so there are 2 identical sets.

2. We divide participants into 2 teams and give each team one set of cards. We ask them to put the activity cards into the right order - that is, the order in which the activity occurred.

3. When both groups have finished this task, they compare the reconstructions and work to reach an agreement on the order of the parts of the activity. 

4. In smaller groups, participants are asked to identify what worked or didn't work in the original activity and why. We ask them if they have any suggestions for improvement

5. Participants return to the plenary and report back on their discussions and suggestions.

Quick and dirty: line-up.

Source: Denise Nadeau, a popular educator from Vancouver.

Time: 15 minutes + follow-up.

Why use it?

· To clarify objectives when there is disagreement among participants

How it's done

1. Ask 2 participants to represent the extreme poles.  For example, during a workshop looking at coalition-building in Canada, there were participants present for different reasons. A participant who saw the purpose of the session as a time for people to listen to each other went to one side of the room. A participant who saw the objective as organising an action campaign went to the other side.

2. When these two participants were in place, we asked others in the group to physically position themselves along the line between the two according to how they saw the objectives for the session. 

3. We asked people to briefly explain the reasons for their position.

4. Based on this information, we asked the participants to look at the agenda and see how their differing priorities could be covered. We agreed on making changes to the agenda.

Variations: 

· Have people line up by the length of time they have been with the organisation. It gives a sense of both new blood and experience in the room.

· The activity can be used as a conflict resolution technique

· It can also be used for the quick and dirty end-of-session evaluations: one end of the line for "absolutely wonderful"; the other end for "yuck".

Process observers

Source: Doris Marshall Institute, as cited by Arnold et.al. (1991) p.105.

Why use it?

· To give participants an opportunity to practice observing process

· To equalise power relations between facilitator and participants

Time it takes

10 minutes for the report

What you need

· Copies of the "process observer sheet"

How it's done

1. In the first session of a longer event, during the introduction to the program, we introduce the "process observer" concept and its objective and review the sheet with the group.

2. We ask for 2 volunteers for the first day of the program. We explain that these two process observers are responsible for collecting input from other participants, and that they will make a short report at the beginning of the session following the one they observed.

3. The process observer report is the first thing we usually ask for in the morning, before reviewing the agenda for the day. Then we ask for new volunteers to act as process observers for the coming session.

Process observer sheet

Your role:

1. To be available to participants for input into the course as we go along.

2. To reflect on how the day went, keeping in mind:

· participation

· pacing (Did things move too fast? Too slow?

· Balance of new and familiar content

· Language (could everyone understand? Is the terminology clear?
Logistics.

At the end of the day, prepare your report with the other observer based on feedback from other participants and your own observations during the day. The report should be no more than 10 minutes in length and will be given at the beginning of the morning session. You might want to make your observations on this sheet.

Tools for process evaluation - at the conclusion of an event

Fly on the ceiling

Source: Doris Marshall Institute, as cited in Arnold, et.al. p.103.

Why use it?

· To determine to what extent the process and content of an event are meeting the needs of participants

Time: 

10-30 minutes at the end of a session (day)

What you need

· a copy of the "fly on the ceiling" handout for each person.

How it's done

1. Give each person a copy of the handout (below) and explain the purpose of the exercise. The sheets are for their own reference and will not be collected.

2. Reconstruct the day by reviewing what happened.

3. Give participants 5 minutes to fill in the sheet.

4. Ask for volunteers or ask all participants to comment on what happened for them during the day; what worked or didn't work.  The information should be used to redesign the program for the next day.

Variations
· Focus on a particular problem that emerged during the day

· Participants can be asked to say what they want the program to stop, start, keep doing the next day.

(handout sheet)
Fly on the ceiling

1.  What did we do (reconstruction)? Why?

2.  What happened for you - summarise what you learned or felt.

3.  What could you use? How could you change it to meet your own situation? What alternatives can you think of?

Some other evaluation activities suggested by Nadeau (1996) for popular educators:

Evaluation Form and Group Evaluation Discussion 

Time: 

45-60 minutes

What you Need:

· Evaluation form

· Flip chart paper

· Markers

· Objectives and roadmap of the training

How it's done

1. Evaluating the training 
(15 minutes)

Some organisations have their own evaluation forms. You may also develop your own with the group. We like to include questions about how people are feeling at the end of the course, what they learned, what they will use, what worked and didn't work and what improvements they suggest. We also put the course objectives and course flow (road map) up on the flip chart so that participants can review what the training covered.

2. Making a collective evaluation 
(30-45 minutes)

Have the entire group discuss some of the key questions on the evaluation form. This allows participants to develop a collective critique of the workshop and, as a group to make suggestions for improvement.

Keep, Stop, Start

Time: 

35 minutes

What You Need

· File cards

· Three hats or containers
How it's done:

1. Evaluating the training (10 minutes)

Give participants 3 cards each. On the first one, they write three things they consider the most valuable in the training and would want to keep. On the second, they write what they think should be dropped, changed or stopped. On the last, they write 3 suggestions for improvements or starts. After they are filled out, place the cards in three separate hats or containers.

2. Summarising the evaluations (25 minutes)

Divide the large group into three and give each group one of the hats. Ask group members to sort through the cards, and summarise the contents. Each group then reports back. Have the large group discuss and make additions to each category.
Head, Heart, Feet

Time: 40 minutes

* This activity can also serve as a closing. However, it only works for groups of approximately 16 or less because of the time required for each person to speak.

What you Need:

· Large drawing of a person on a flip chart or chalkboard

· File cards and tape.

How it's done:

1. Describing what we have learned (5 minutes)

Give each person three filing cards, one for the head (knowledge), one for the heart (feelings) and one for the feet (skills). Have participants write a few words on each card to describe how the main things they have learned in each area.

2. Summarising what we have learned (35 minutes). 

Have each person stick their cards on the figure and explain what they have learned.

Systematisation - evaluation of the long-term process

In the popular education training guide Counting our Victories (1996), Denise Nadeau introduces an evaluation method known in Latin America as "systematisation":

Another term for systematisation is "critical interpretation of experience." Systematisation is similar to evaluation in that it aids us in looking back at an organising experience to assess its strengths and weaknesses, and successes and failures. However, it differs from most evaluations because it also requires that we examine the contradictions, challenges and difficult questions raised by our experiences. Systematisation also requires us to link the evaluation of our experiences to the wider context in which we are working.

When we have gone through this critical process of reflection, we are ready to move on to the next stage in our organising.  This process of reflection, this revisiting of our work, is necessary before we go on to organise anew. For us as popular educators and organisers, this process is critical in assessing the impact of our work, and our role as educators and organisers within the groups we work.

A comparison between systematisation and evaluation
Systematisation
Evaluation

Analyses the dynamics of the process
Analyses results

Builds on strengths
Records what worked and didn't work

Examines how we arrived at where we are now
Matches objectives

Builds new interpretation and strategy
Suggests improvements

Connects with past history and future vision
Recognises achievements

Nadeau provides an example:

In Latin America, groups sometimes allocate a week a year, or a day a month to do systematisation. Organisations keep rigorous records of their experiences for use in this process. As well, some groups bring in resource people, do background research, and read theoretical articles to aid in the process. While there is no one model of "correct" way of doing systematisation, the example below is a "taste" of the process - and can be accomplished in one evening:

Community Health Nurses

November 1994 - 5:30 - 9:30 p.m. on a weekday evening

Resources:

· Background materials from the job action displayed on walls, including press clippings, union reports, photographs, banners, posters, placards and slogans

· Long piece of newsprint across one wall for historical timeline

· Flip chart and markers

Participants were encouraged to read the material on the walls before the workshop began as they made tea and sandwiches.

Systematisation of the Community Health Nurses' Job Action: 

(adapted from Oscar Jara, Para Sistematizar Experiencias)

Objective
Activity



Step 1: Define our Framework
· Introduce workshop and method

· Clarify the objective of this process (10 minutes)
· Planning team presents a proposal and asks for group feedback. Objective of the workshop redefined.

· Develop timeline of the period we want to reflect on (5 minutes)
· Discussion and decision by consensus

· Define the central themes where we want to focus  (5 minutes)
· Discussion, narrow down to one or two themes

Step 2: Recover the "lived experience"
· Debrief leftover feelings from the job action (20 minutes)


· Pick colour paper that reflects your feelings now about the job action. Share in pairs. Then explain your choice of colour in large group.

· Reconstruct our history (50 minutes)
· Historical Timeline: key moments and people in the process. First, reflect individually. Then participants draw or symbolise moments on timeline. 

· Context timeline: the context in which this was happening. Next, participants note other events which affected their actions. These can be drawn in on a line near the top of the paper.

· Order and classify our information (80 minutes)
· Objectives of the job action (10 min) .What were our initial objectives? What were our motivations for participating in the job action?

Step 3: Why what happened happened


· Analyse our struggle (30 minutes)
· Difficulties and Accomplishments (70 minutes). Small group discussion and report back in skits: What were the doubts, difficulties, problems you had? What were the accomplishments, successes, and advances? Discuss difficulties and gains, similarities and differences. What helped us to keep going?

· Have our objectives changed and if so, why? How have our needs changed? Our motivation? What other changes? What tensions, contradictions did we experience then and now? Causes? How did we address them? How would we now? How has our perspective changed?

Step 4: End point

· Frame conclusions (15 minutes)
· What conclusions and lessons can we draw from these experiences?

· Where do we go from here ? (10 minutes)
· Next steps and how do we get this information out?

· Evaluation of the evening

Part 4 - Some final thoughts

This section includes some ideas about how this guide might be used and developed in the future. In addition, it includes a list of books, websites and organisations which will hopefully be useful for readers looking for more ideas and practical support as they go about their work. As with the previous sections, this is considered a starting point and we hope readers will share their ideas and sources of inspiration by adding to this collection.

18  Concluding remarks

This collection of resources will hopefully prove to be a useful tool for the stimulation of thoughts and generation of ideas for people working with communities.  Ultimately, all people working for community health and equity will make decisions in consideration of their local context - the local culture, politics and power relations between individuals and organisations.  The path may not always seem clear, as the situation might be assessed from various perspectives, each of which may appear to have benefits and drawbacks. 

When facilitating collaborative work, in which each individual or organisation has their own opinion,  it may seem that "good" and "bad"  are replaced with the idea of balancing tensions, with paradox or with contradictions. In these situations, the principles or values of health promotion can prove to be useful to guide our decision-making or to help establish the common ground.

The principles of health promotion also provide direction with respect to planning and evaluation approaches.  Clearly, an approach respecting multiple perspectives and focused on community empowerment is, by definition, participatory.  This is situated within a constructivist paradigm and corresponds to the idea that what we perceive depends on the perspective from which we are looking.  

As communities exist within regions, nations and world events, all of which influence developments, the assumption cannot be made that change is easily directed. However, most every community has at least a few inspirational stories to remind us of the great potential for the improvement of the quality of life. 

We hope readers will share these inspirational stories with us, as they may encourage cynics and those with power to engage in collaborative work and to create opportunities for a more equitable distribution of resources.

19  Resources
Networks and organisations in England:

Association of Community Workers, Stephenson Building, Elswish Rd., Newcaste-upon-Tyne NE4 6SQ Tel. (1091) 272 4341

Association of Community Health Councils for England and Wales 30 Drayton Park, London N5 1PB Tel. 0171 609 8405

British Association of Settlements and Social Action Centres 1st Floor, Winchester House, 11 Cranmer Rd., London SW9 6EJ tel. 0171 735 1075
Central Council for Education and Training in Social Work  (CCETSW),  Derbyshire House St. Chad's St. London WC1H 8AD Tel. (01710 278 2455

Community Development Foundation, 60 Highbury Grove, London N5 2AG

Community Health UK,  6 Terrace Walk, Bath BA1 1LN Tel  01225 462680

Community Links 237 London Rd., Sheffield S2 4NF Tel. 0114 258 8822

Federation of Community Work Training Groups, 356 Glossop Rd., Sheffield, S10 2HW Tel. (0114) 2739391

King's Fund  11-13 Cavendish Square, London W1M 0AN tel. 0171 307 2400

Manchester Alliance for Community Care, Swan Buildings, 20 Swan St., Ancoats, Manchester M4 5JW Tel. 0161 834 9823

National Community Health Resource

National Association of Councils for Voluntary Services 3rd Floor, Arundel Court, 177 Arundel St., Sheffield S1 2NU Tel. 0114 278 6636

National Council for Voluntary Organisations Regent's Wharf, 8 All Saints St., London N1 9RL Tel. 0171 713 6161

Public Health Alliance BVSC, 138 Digbeth, Birmingham B5 6DR Tel. 0121 643 4343 /7628

Standing Conference for Community Development, 4th floor, Furnival House, 48 Furnival Gate, Sheffield S1 4QP Tel. (0114) 270 1718 Fax (0114) 276 7496

UK Health for All Network (subgroups for community participation) PO Box 101 Liverpool L69 5BE Tel/Fax 0151 207 0919

Useful reading

Community Development Training Group Wearside. Learning theRopes. North East Regional Training Group Sunderland Tel. 0191 567 7051. A video and handbook for voluntary management committees.

Federation of Community Work Training Groups 1990. Learning for Action: Community work and participative training. London: Association of Metropolitan Authorities.

Hampshire and South Coast CWTG A Training Manual for Stage 1 Course in Community Work. Hampshire and South Coast CWTG Tel. 01705 834809

Haris V (ed) 1994. Community Work Skills Manual. Newcastle-upon-Tyne: Association of Community Workers. Tel. 0191 272 43441.

Henderson P 1989 Promoting Active Learning. Cambridge: National Extension College.

Nadeau, D. (ed.) (1996) Counting Our Victories. Popular Education and Organising. A Training Guide on Popular Education and Organising. Repeal the Deal Productions, New Westminster, British Columbia, Canada. Fax (+001 604) 522-8975

Sapin, K. and Waters G. Learning from Each Other: Handbook for participative learning and community work learning programmes. Greater Manchester Community Work Training Group Tel. 0161 953 4117.

Smithies, J. and Webster, G. (1998) Community Involvement in Health From passive recipients to active participants. Ashgate: Hants, England.

Electronic (WWW) resources

Asset Based Community Development (ABCD) Institute

http://www.nwv.edu/pr/abcd.html  (has list serve)

British Urban Regeneration Association 
http://ourworld.compuserve.com/homepages/bura/ 
BURA is an organisation concerned with the renewal of towns and cities. It brings together a cross-section of members from the public, private and voluntary sectors and provides a forum for the exchange of ideas, experience and information on urban regeneration. 

Business Growth Partners - Community Development Programs 
http://www.bizgrow.com/bgp/cd/cd.html#menu 

British Urban Regeneration Association (BURA)

http://ourworld.compuserve.com/homepages/bura/
BURA is an independent organisation concerned with the renewal of towns and cities. It brings together a broad cross-section of members from the public, private and community sectors and provides a forum for the exchange of ideas, experience and information on urban regeneration.
Centre  for Neighbourhood Technology 
http://www.cnt.org/ 
The Centre for Neighbourhood Technology promotes public policies, new resources and accountable authority which supports sustainable, just and vital urban communities. 

Centre for Regional Economic Issues - Case Western Reserve University 
http://weatherhead.cwru.edu/dept/rei/index.html 
REI seeks to improve the economic welfare of the nation's regions through a program of policy research, education, and decision support. 

Centre for Urban Poverty and Social Change - Case Western Reserve University 
gopher://poverty.sass.cwru.edu/11/centers/c.pov 
The Centre for Urban Poverty and Social Change is dedicated to shaping an understanding of how changes in social and economic structure have affected low-income communities. 

Civic Practices Network 
http://www.cpn.org/ 
Civic Practices Network (CPN) is a collaborative and non-partisan project bringing together a diverse array of organisations and perspectives within the new citizenship movement, with a goal of bringing practical methods for public problem solving into community and institutional settings. 

The Civic Trust for Wales
http://www.civictrustwales.demon.co.uk 
Environmental charity with an urban focus, devoted to town planning, urban development and conservation issues relating to Wales, UK 

Coalition for Healthier Cities and Communities

http://www.healthycommunities.org
A partnership of entities from the public, private and non-profit services collaborating to focus attention and resources on improving the health and quality of life of communities through community-based development.
COMM-ORG - Community Organising 
http://uac.rdp.utoledo.edu/comm-org/ 
COMM-ORG is an online conference on community organising and development. 

Community Development Caritas - Edmonton, Alberta 
http://www.caritas.ab.ca/~ccd/index.html 
Community Development Caritas supports neighbourhoods and various groups by working with them, and facilitating the development of community centred initiatives which support community driven and centred action. 

Community Development Society

http://www.scn.org/IP/cds/  

http://comm-dev.org/ (has list serve)
Community Information Exchange 
http://neighborlink.cc.duq.edu/cie/index.htm 
The Community Information Exchange is a national, non-profit information service that provides community-based organisations and their partners with the information they need to successfully revitalise their communities. The Exchange provides comprehensive information about strategies and resources for affordable housing, economic, and community development. 

Community Preventive Services

http://web.health.gov/communityguide/

Community Renewal Index - Alliance for National Renewal 
http://www.csn.net/anr/comindex.htm 
The Community Renewal Index includes a growing number of stories on the topics of most concern to communities including education, environment, public safety, youth, and many others. 

Community Tool Box 
http://ctb.lsi.ukans.edu/homepage.html-ssi 
The Community Tool Box was created to provide information and assistance to people interested in taking action to improve their communities. 

Community Health Research Unit: Canada
http://www.uottawa.ca/academic/med/epid/chru.html 

Eagles.Net 
http://eagles.net 
eagles.net is a network/resource for non-profit professionals. eagles.net has over 140 topics covering a range of issues for nonprofits. Each topic may include forums, chat, field stories, action ideas and best practice models.  
Foundation for Community Encouragement 
http://www.ccsi.com/~jack/FCE.html 
FCE is a non-profit organisation founded in 1984 by M. Scott Peck and others to teach community building methods of Scott Peck's books Different Drum and World Waiting to be Born. 

H-Urban Seminar on the History of Community Organising and Community-Based Development 
http://h-net.msu.edu/~urban/comm-org/ 
The primary purpose of the seminar is to present and discuss scholarly papers submitted in response to the Call for Papers issued in the summer of 1995. In addition, COMM-ORG accepts additional postings on the topic of the history and present practice of community organising and community based development. 

Healthy Cities and Communities 
http://www.healthycities.org 
This is a site that looks at cities and communities holistically.  
Institute on Race and Poverty 
http://www.umn.edu/irp/ 
The Institute on Race and Poverty is a strategic research centre based at the University of Minnesota Law School in Minneapolis. The Institute's goals are to create scholarship, commentary, and dialogue to promote a better understanding of the issues confronting communities which face the combined challenges of racial segregation and poverty. 

Intentional Communities  (co-housing, coops,...)

http://www.well.com/user/cmty/ 
International Downtown Association 
http://ida-downtown.org/ 
Kellogg Collection of Rural Community Development Resources 
http://www.unl.edu/kellogg/index.html 
The Collection contains high quality rural community development materials funded by the Kellogg Foundation and other selected sponsors of recognised rural programs. Guidebooks, manuals, workshop materials, reports, books, and videos are included. 

LETSystem Design Manual
http://www.u-net.com/gmlets/design/home.html
Local Government Commission 
http://www.lgc.org/ 
The LGC provides a forum and technical assistance to enhance the ability of local governments to create and sustain healthy environments, healthy economies, and social equity. 

Local Horizon 
http://www.macbroker.com/:cserve/langevin/horizong.htm 
This site offers organisation and communication technical information as well as a selection of references and links to other sources of information on local development and micro-projects.  
National Centre for the Revitalisation of Central Cities 
http://www.uno.edu/~cupa/ncrcc/ 
The National Centre for the Revitalisation of Central Cities is a consortium of universities that conduct research and analysis leading to programs, strategies and theories to assist the legislative and executive branches of government in formulating a national policy to revitalise our central cities. The National Centre was established by Congress in 1990 at the University of New Orleans' College of Urban and Public Affairs. 

The Neighbourhood Works 
http://www.cnt.org/tnw/tnwhome.htm 
The intent of The Neighbourhood Works is to share resources urban residents are using to move their neighbourhoods toward self-reliance and to stimulate economic growth. 

Neighbourhoods Online 
http://libertynet.org/community/phila/natl.html 
This is part of a joint project of the Institute for the Study of Civic Values and LibertyNet in Philadelphia, aimed at helping neighbourhood activists and organisations gain information and resources of use in solving community problems. 

Neighbourhoods Online - Libertynet 
http://www.libertynet.org:80/community/phila/natl.html/ 
This project is aimed at helping neighbourhood activists and organisations gain information and resources of use in solving community problems.  

Ontario Prevention Clearinghouse 

http://www.opc.on.ca 

Health promotion , community resources - link to Ontario Healthy Communities Coalition site
Participatory Design in an Urban Context

http://www.gotzespace.dk/phd/

The general theme is democratic urban innovation and participatory design processes and aims at addressing the possibilities for increasing public participation and citizenship in the urban development process.

Policy Research Action Group 
http://www.luc.edu/depts/sociology/prag/ 
PRAG consists of Chicago-based academics and community activists which has been building a collaborative research network to better link research and grassroots activism. 

Pratt Institute Centre for Community and Environmental Development 
http://www.pratt.edu/picced/ 
The mission of the Pratt Centre is to use the professional skills of architects and planners to work for social and economic justice by providing low- and moderate-income communities with access to the tools and resources needed to meet the challenges they face in planning and implementing their future. 

Project for Public Spaces 
http://www.pps.org/ 
Project for Public Spaces, Inc. (PPS) is a non-profit corporation specialising in the planning, design, and management of public spaces. PPS's objective is to improve public spaces so they are more active, attractive, comfortable and enjoyable. PPS considers public spaces to include all of the areas, interior or exterior, publicly or privately owned, to which the public has access and which form the common life of a community. 

Public Voice for Food and Health Policy - Inner City Food Access 
http://www.publicvoice.org/partners/pvoice/citytoc.html 
Contains papers on the lack of supermarkets in US inner city neighbourhoods. 

Redefining Progress

http://www.rprogress.org

Rural Chronicles 
http://home.navisoft.com/ruralchronicles/index.htm 
Rural Chronicles, a rural affairs publishing company, is dedicated to the revitalisation of rural communities, advancing the body of knowledge of small towns, and documenting the essence of rural life.  

Rural Economic and Community Development - USDA 
http://www.rurdev.usda.gov/ 
The purpose of this WWW site is to provide access to the informational resources of the RECD agencies. 

Sustainable Communities

http://cfn.cs.dal.ca/environment/SCN?SCN-home.html.

United States - Empowerment Zone and Enterprise Community Program 
http://www.ezec.gov/ 
The Empowerment Zone and Enterprise Community program is designed to afford communities real opportunities for growth and revitalisation. The framework of the program is embodied in four key principles: Economic Opportunity; Sustainable Community Development; Community-based Partnerships; Strategic Vision for Change.  
United States Department of Housing and Urban Development - Community Planning and Development 
http://www.hud.gov/cpd.html  
Urban Alliance on Race Relations 
http://www.uarr.org/ 
The UARR was formed by a group of concerned Toronto citizens. Its primary goal is to promote a stable and healthy multiracial/multicultural environment in the community. 

World Health Organisation Collaborating Centre for Research on Healthy Cities - http://www.rulimburg.nl/~who-city/www.html 

bibliography - European links - access to newsletter
World Summary of Community Development WWW sites.

http://www.arch.buffalo.edu/cgi-bin/pairc/comm_dev

Community development list -server network

An interactive seminar on the history of community organisation and community-based development (in English) on the list "commorg@uicvm.uic.edu"  To subscribe send e-mail to listserv@uicvm.uic.edu with the message:  SUB COMM-ORG <firstname> <lastname>, <institution> .  For example, SUB COMM-ORG Tiina Sepp, Tartu University.
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