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ABSTRACT
Community-based research in public health focuses on social, structural, and
physical environmental inequities through active involvement of community mem-
bers, organizational representatives, and researchers in all aspects of the research
process. Partners contribute their expertise to enhance understanding of a given
phenomenon and to integrate the knowledge gained with action to benefit the
community involved. This review provides a synthesis of key principles of
community-based research, examines its place within the context of different
scientific paradigms, discusses rationales for its use, and explores major chal-
lenges and facilitating factors and their implications for conducting effective
community-based research aimed at improving the public’s health.

INTRODUCTION

Historically, the field of public health has examined environmental and so-
cial determinants of health status (54, 95,132, 165,174,179, 182, 186) and in-
volved the public itself in identifying and addressing public health problems
(89,127,165). More recently, research aimed at creating knowledge about
health and disease has been emphasized, often using the randomized clini-
cal trial as the “gold standard.” This research has tended to stress individual
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rather than social or environmental risk factors, and to separate researchers
and public health practitioners from the public at-large as the health “experts”
(55, 84,95,115,132,173,174). The emphasis on individual-level risk factors
tends to obscure the contributions of social and environmental conditions to
health and disease, most visible in the growing gap between the health status of
rich and poor, white and non-white (95, 96, 195). Furthermore, although such
research has contributed to increased knowledge about public health issues and
improved health status, there is often a gulf between that knowledge and its
application (21, 145).

Recognition of the inequities in health status associated with, for example,
poverty, inadequate housing, lack of employment opportunities, racism, and
powerlessness (83, 85, 90, 95, 96, 195), has led to calls for a renewed focus on an
ecological approach thatrecognizes thatindividuals are embedded within social,
political, and economic systems that shape behaviors and access to resources
necessary to maintain health (13,58, 95, 96,100, 115,169, 171,174,175, 195,
197). Researchers and practitioners alike have called for increased attention to
the complex issues that compromise the health of people living in marginal-
ized communities (87,195); for more integration of research and practice
(21, 145); for greater community involvement and control, for example, through
partnerships among academic, health practice, and community organizations
(36,48,61,71,83-85,103, 121, 125, 197); for increased sensitivity to and com-
petence in working within diverse cultures (9,112,113, 118, 160, 161, 185); for
expanded use of both qualitative and quantitative research methods (61, 84,
107,132,164, 173), and for more focus on health and quality of life (3, 30), in-
cluding the social, economic, and political dimensions of health and well-being.
These calls for a more comprehensive and integrated approach to research and
practice in public health have been voiced in major national reports Téng.
Future of Public Health(145), Healthy People 200072) andHealth Profes-
sions Education for the Future: Schools in Service to the Ngti@8)]. They
have also been translated into funding initiatives and policy statements by a
number of private foundations and federal and international organizations.

1Examples include: the W.K. Kellogg Foundation’s Community-Based Public Health Initiative
(194); the Henry J. Kaiser Family Foundation’s Community Health Promotion Grant Program
(59, 178); the Robert Wood Johnson Foundation’s America’s Promise; the Pew Charitable Trusts’
support of Community-Campus Partnerships for Health (25); the Center for Disease Control and
Prevention’s Urban Center(s) for Applied Research in Public Health Initiative (19); the National
Cancer Institute’s Plan for Cancer Prevention and Control Research among American Indians and
Alaska Natives (124); the U.S. Office of Disease Prevention and Health Promotion’s Healthy Com-
munities Initiative (50); and the World Health Organization’s Healthy Cities Initiative (30, 199).
In addition, the Royal Society of Canada recently commissioned a study to examine the status of,
and to make policy recommendations to further develop participatory research in health promotion
in Canada (61).
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This combination of critical reflection within public health and new oppor-
tunities for funding has given rise to a number of partnership approaches to
research and practice, variously called “community-based/involved /collabora-
tive/centered-research” (7, 16, 23, 24, 30, 36, 38,42,44,81,121,125, 155, 156).
At the same time, a large literature spanning the social sciences has examined
approaches to research in which participants are actively involved in all aspects
of the research process. Examples include “participatory research” (31, 61,
68, 110, 128, 167, 168, 176), “participatory action research” (43, 193), “action
research” (15, 29, 79, 104, 133, 172), “action science/inquiry” (5), “cooperative
inquiry” (141, 143), “feminist research” (110, 119), “participatory evaluation”
(190), and “empowerment evaluation” (47). Despite differences among these
approaches (e.g. 143, 167, 168), each is explicitly committed to conducting
research that will benefit the participants either through direct intervention or
by using the results to inform action for change.

The renewed interest in the “rhetorics and realities” of community-based ap-
proachesto public healthin the past few years (105) has highlighted community-
based research as one of many viable approaches to the development of knowl-
edge and action in the field of public health. This article examines lessons to
be learned from the interdisciplinary pool of knowledge about conducting col-
laborative or participatory forms of research, and from the experience of public
health researchers, practitioners, and community members working in what is
referred to here as community-based research in public health. Rather than at-
tempt an exhaustive review of the literature mentioned above (e.g. 56, 61, 110,
142, 144, 199), this article draws on the literature on community-based and
related forms of research, the authors’ experiences with community-based re-
search, and related literature on community-based interventions, coalitions, and
community organizing (e.g. 30,57, 121,170, 188, 189) with the aim as follows:
to synthesize key principles or characteristics of community-based research; to
examine community-based research within the context of different scientific
paradigms; to discuss rationales for its use; and to explore challenges and facil-
itating factors and their implications for conducting effective community-based
research aimed at improving the public’s health.

MULTIPLE WAYS OF KNOWING: ALTERNATIVE
INQUIRY PARADIGMS

The past several decades have seen considerable discussion of the construction
of scientific knowledge. Debates have centered around different paradigms—
basic sets of beliefs about the nature of reality and what can be known about it,
the relationship between the knower and what is known or knowable, and how
the knower can find out what can be known (63-65, 97,110, 141, 144). Within
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the field of public health the positivist paradigm, which emphasizes a static,
objective knowledge that is separate from the knower, has been dominant. From
the positivist perspective, a single reality exists independent from the inquirer’s
interest, operating according to a set of laws that take a cause-effect form. The
inquirer is able to remain distant and value-free from what is being studied,
and methods must be used that control for context (confounding variables)
and allow for predicting phenomenon (64). This paradigm has influenced the
development of research processes that elevate the presumed objectivity of
scientific knowledge over subjective or experiential knowledge. This emphasis
on objectivity and expertness underlies the separation of research from practice
in the field of public health. An extensive literature examines the limitations
of the positivist paradigm, with direct relevance to the present discussion of
community-based researéh.

Guba & Lincoln (65) describe three alternative inquiry paradigms, “postposi-
tivism,” “critical theory et al” (a blanket term for several alternative paradigms,
e.g. feminism, participatory inquiry), and “constructivism.” The latter two
paradigms are particularly applicable for community-based research. From the
critical theory et al perspective, a reality exists that is influenced by social,
political, economic, cultural, ethnic, and gender factors that crystallize over
time; the researcher and the participant are interactively linked; findings are
mediated by values; and the transactional nature of research necessitates a
dialogue between the investigator and participants in the inquiry (65). From
the constructivist paradigm, there exist multiple, socially constructed realities
that are influenced by social, cultural, and historical contexts; the inquirer and
participant are connected in such a way that the findings are inseparable from
their relationship; and the methods used emphasize a continual dialectic of
iteration, analysis, assessment, reiteration, and reanalysis (64).

It is important for researchers and practitioners to be aware of the differ-
ent paradigms and how they guide their work. Although they are most often
presented as dichotomies, suggesting an either/or choice between, for exam-
ple, positivist and constructivist paradigms, House argues that the “choice does
not have to be between a mechanistic science and an intentionalist humanism,
but rather one of conceiving science as the social activity that it is, an activity
that involves considerable judgment, regardless of the methods employed” (77,
p. 19).

Community-based research draws upon constructivist and critical theoretical
perspectives thataddress some of the criticisms of positivist science. Specificre-
search methods are determined by the purpose of the study, how the information

20wing to space limitations, this literature is not discussed in detail here. See the section on
Rationalebelow for a brief discussion and References 22, 46, 56, 62, 67, 75, 76, 84, 93, 109, 110,
123, 155, 156, 165, 173, 176, 199 for further examination of this topic.
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is to be used, the context and setting, the theoretical perspectives—including
“local” theory, the applicability of measurement tools, and the input of commu-
nity participants (78, 84, 115). Thus, both quantitative and qualitative methods
may be employed to develop an understanding of the phenomenon under study.

COMMUNITY-BASED RESEARCH: OVERVIEW

The term “community-based research” is used in many ways, and other terms
such as “community-wide research,” “community-involved research,” and
“community-centered research” are sometimes used interchangeably. Consis-
tent with constructivist and critical theory paradigms and their emphasis on the
socially created nature of scientific knowledge, a fundamental characteristic of
community-based research as defined here is the emphasis on the participation
and influence of nonacademic researchers in the process of creating knowl-
edge. A critical distinction is the extent to which community-based research
emphasizes conducting research in a community as a place or setting—in which
community members are not actively involved—versus conducting research
with a community as a social and cultural entity with the active engagement
and influence of community members in all aspects of the research process
(71, 155)

Community-based research in public health is a collaborative approach to
research that equitably involves, for example, community members, organiza-
tional representatives, and researchers in all aspects of the research process. The
partners contribute “unique strengths and shared responsibilities” (61, p. 12)
to enhance understanding of a given phenomenon and the social and cultural
dynamics of the community, and integrate the knowledge gained with action to
improve the health and well-being of community members (36, 41, 71, 155).

The following presents a set of principles or characteristics that seek to cap-
ture the key elements of this approach based on the present state of knowledge in
the field. These principles will continue to evolve as further community-based
research is conducted and evaluated. They are presented with the recogni-
tion that the extent to which any research endeavor can achieve any one or a
combination of these principles will vary depending on the context, purpose,
and participants involved in the process. Each principle may be located on a
continuum, with the principle as described here representing a goal to strive to
achieve, for example, equitable participation and shared control over all phases

3The label “community-centered research” (38, 160) is probably more accurate and less am-
biguous in reflecting the emphasis on the social and cultural elements and the role of the community
atthe center of this approach, but given the widespread use and recognition of the term “community-
based research” it will be used here.
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of the research process (26, 35, 6 Although presented here as distinct items,
community-based research is an integration of these elements.

KEY PRINCIPLES OF COMMUNITY-BASED
RESEARCH

1. Recognizes community as a unit of identity The concept of community as
an aspect of collective and individual identity is central to community-based
research. Units of identity, for example, membership in a family, friendship net-
work, or geographic neighborhood, are all socially constructed dimensions of
identity, created and recreated through social interactions (71, 163, 166). Com-
munity is characterized by a sense of identification and emotional connection to
other members, common symbol systems, shared values and norms, mutual—
although not necessarily equal—influence, common interests, and commitment
to meeting shared needs (83, 92, 150, 166). Communities of identity may be
centered on a defined geographic neighborhood or a geographically dispersed
ethnic group with a sense of common identity and shared fate. A city or other
geographic area may not be a community in this sense of the term, but rather
an aggregate of people who do not share a common identity, or may contain
several different and overlapping communities of identity within its boundaries.
Community-based approaches to research attempt to identify and to work with
existing communities of identity, and/or to strengthen a sense of community
through collective engagement (83,172).

2. Builds on strengths and resources within the community Community-based
research seeks to identify and build on strengths, resources, and relationships
that exist within communities of identity to address their communal health con-
cerns (116,117,120, 166). These may include skills and assets of individuals
(117), networks of relationships characterized by trust, cooperation and mu-
tual commitment (80), and mediating structures within the community such as
churches and other organizations where community members come together
(8)—resources that have recently been referred to as social capital (138; SR
Smith, unpublished manuscript). Community-based research explicitly recog-
nizes and seeks to support or expand social structures and social processes that
contribute to the ability of community members to work together to improve
health.

3. Facilitates collaborative partnerships in all phases of the research Commu-
nity-based research involves a collaborative partnership in which all parties

4See the guidelines for participatory research in health promotion by Green and his colleagues
(61) which are intended to be used to assess the extent to which proposed projects meet participatory
research criteria.
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participate as equal members and share control over all phases of the research
process, e.g. problem definition, data collection, interpretation of results, and
application of the results to address community concerns (9, 32, 38,61, 71, 81,
82,102,106,111,122,126, 128, 155, 160, 172). Communities of identity con-
tain many individual and organizational resources, but may also benefit from
skills and resources available from outside of the immediate community of
identity. Thus, community-based research efforts may involve individuals and
groups who are not members of the community of identity. Such partner-
ships may include representatives from health and human service organiza-
tions, academia, community-based organizations, and the community-at-large.
These partnerships focus onissues and concerns identified by community mem-
bers (10, 32,56, 61, 71, 106, 134, 160, 172), and create processes that enable all
parties to participate and share influence in the research.

4. Integrates knowledge and action for mutual benefit of all parthners Commu-
nity-based research seeks to build a broad body of knowledge related to health
and well-being while also integrating that knowledge with community and
social change efforts that address the concerns of the communities involved
(61,83,109, 110,128, 143,155,160, 172). Information is gathered to inform
action, and new understandings emerge as participants reflect on actions taken.
Community-based research may not always incorporate a direct action com-
ponent, but there is a commitment to the integration of research results with
community change efforts (155) with the intention that all involved partners
will benefit (32,61, 101, 134, 143, 155).

5. Promotes a co-learning and empowering process that attends to social in-
equalities Community-based research is a co-learning and empowering pro-
cess that facilitates the reciprocal transfer of knowledge, skills, capacity, and
power (9,10, 32,42,53, 83,99, 106, 126,147, 155, 160, 172). For example, re-
searchers learn from the knowledge and “local theories” (40) of community
members, and community members acquire further skills in how to conduct
research. Furthermore, recognizing that socially and economically marginal-
ized communities often have not had the power to name or define their own
experience, researchers involved with community-based research acknowl-
edge the inequalities between themselves and community participants, and
the ways that inequalities among community members may shape their par-
ticipation and influence in collective research and action (11,110, 199). At-
tempts to address these inequalities involve explicit attention to the knowledge
of community members, and an emphasis on sharing information, decision-
making power, resources, and support among members of the partnership
(9,83,99,114,147,199).
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6. Involves a cyclical and iterative process Community-based research in-
volves a cyclical, iterative process that includes partnership development and
maintenance, community assessment, problem definition, development of re-
search methodology, data collection and analysis, interpretation of data, de-
termination of action and policy implications, dissemination of results, action
taking (as appropriate), specification of learnings, and establishment of mech-
anisms for sustainability (1, 45, 71, 83,102, 144,162,172, 176).

7. Addresses health from both positive and ecological perspectives Commu-
nity-based research addresses the concept of health from a positive model
(3,70, 91) thatemphasizes physical, mental, and social well-being (196). Italso
emphasizes an ecological model of health (13, 38,58, 62, 70, 83, 95, 115, 155,
169, 171) that encompasses biomedical, social, economic, cultural, historical,
and political factors as determinants of health and disease.

8. Disseminates findings and knowledge gained to all partners Community-
based research seeks to disseminate findings and knowledge gained to all part-
ners involved, in language that is understandable and respectful, and “where
ownership of knowledge is acknowledged” (10, p. 186; 36, 56, 69, 106, 110,
155, 161, 191). The ongoing feedback of data and use of results to inform
action are integral to this approach (45,51, 82). This dissemination principle
also includes researchers consulting with participants prior to submission of any
materials for publication, acknowledging the contributions of participants and,
as appropriate, developing co-authored publications (155).

RATIONALE FOR COMMUNITY-BASED RESEARCH

Many advantages to community-based research noted in the literature are as-
sociated with the changing trends and critiques of public health research and
practice presented earlier, as well as critiques of the positivist research paradigm.
Some key rationales discussed in the literature on community-based research
include that it:

Enhances the relevance, usefulness, and use of the research data by all
partners involved (14, 28, 151, 156);

Joins together partners with diverse skills, knowledge, expertise and sensi-
tivities to address complex problems (17,69, 74,79, 151);

Improves the quality and validity of research by engaging local knowl-
edge and local theory based on the lived experience of the people involved
(1,10, 32, 36,40, 56, 69,110, 151, 185);
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Recognizes the limitations of the concept of a “value-free” science (34) and
encourages a self-reflexive, engaged and self-critical role of the researcher(s)
variously referred to as “critical subjectivity” (144) and “informed subjec-
tivity” (200);

Acknowledges that “knowledge is power” and thus the knowledge gained
can be used by all partners involved to direct resources and influence policies
that will benefit the community (32, 36, 69, 74,110, 176);

Strengthens the research and program development capacity of the partners
(1,61,151, 155, 160, 161);

Creates theory that is grounded in social experience, and creates better in-
formed/more effective practice that is guided by such theories (1, 152);

Increases the possibility of overcoming the understandable distrust of re-
search on the part of communities that have historically been the “subjects”
of such research (71, 156);

Has the potential to “bridge the cultural gaps that may exist” (14, p. 211)
between the partners involved (9, 10, 71, 156, 185);

Overcomes the fragmentation and separation of the individual from his/her
culture and context that is often evident in more narrowly-defined, categor-
ical approaches (61, 83,144,171);

Provides additional funds and possible employment opportunities for com-
munity partners (1, 126, 156);

Aims to improve the health and well-being of the communities involved, both
directly through examining and addressing identified needs (37,61, 71, 155),
andindirectly through increasing power and control over the research process
(32,80, 83,187); and

Involves communities that have been marginalized on the basis of, for ex-
ample, race, ethnicity, class, gender, and sexual orientation in examining
the impact of marginalization and attempting to reduce and eliminate it
(32,56, 71,95, 110, 185, 195).

As Hatch and his colleagues (71) summarize in their examination of commu-

nity research partnerships within African-American communities: “the oppor-
tunity arises for communities and science to work in tandem to ensure a more
balanced set of political, social, economic, and cultural priorities, which satisfy
the demands of both scientific research and communities at higher risk” (71,
p. 31).
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CHALLENGES AND FACILITATING FACTORS IN
CONDUCTING COMMUNITY-BASED RESEARCH:
LESSONS LEARNED AND IMPLICATIONS

This section provides a more specific look at the factors involved in, and lessons
learned from, the actual conduct of community-based research. Most of the
materials considered are specific examples of research conducted using a col-
laborative approach. Examples from related literatures are included, such as
participatory action research and cooperative inquiry, because of their similarity
to and usefulness in synthesizing issues related to community-based research.
The research reviewed involves diverse communities addressing multiple is-
sues, for example, the prevention of cardiovascular disease within an African-
American community in Baltimore (102); occupational stress within an auto-
mobile plant in south-central Michigan (81, 158); immunization and primary
health care in New York City (149); enhancing community capacity in a ru-
ral Mississippi Delta community (42); Healthy Start initiative in Boston (137);
community empowerment in a multicultural community in Oakland, California
(7); prevention of substance abuse in the Jicarilla Apache Tribe in north-central
New Mexico (45); and maternal and child health within an African-American
community in Detroit (129, 155, 156).

In these examples, the authors frequently discuss challenges, tensions, and
barriers, as well as facilitating factors and lessons learned. In many instances,
the opposite side of a “challenge” is framed as a “facilitating factor.” For ex-
ample, a history of prior positive working relationships may be considered a
facilitator and the absence of such history an impediment. In addition, what
some authors discuss in terms of factors that facilitate collaborative research,
others suggest as strategies for overcoming challenges or barriers. For example,
the joint development of operating norms that foster open communication, mu-
tual respect, and shared decision-making, may be viewed as facilitating factors
in their own right, or as recommendations or “lessons learned” in overcoming
lack of trust and inequitable power relationships.

For coherence, this discussion is organized into three broad, but not necessar-
ily mutually exclusive categoriesa) issues related to developing community
research partnershipdi)(methodological issues involved in community-based
research; anccf broader social, political, economic, institutional, and cultural
issues. Within each category, key challenges are examined, followed by a dis-
cussion of facilitating factors, lessons learned, and recommendations to address
the related challenges. The salience of various challenges and facilitating fac-
tors will vary at different phases of the community-based research process (e.g.
partnership formation, data collection, data interpretation).
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Partnership-Related Issues

CHALLENGES/BARRIERS/TENSIONS A number of challenges, tensions, and bar-
riers discussed in the literature are specifically related to the development and
maintenance of partnerships between community members and researchers.
Although interrelated, they are disentangled and presented as separate issues in
this section.

Lack of trust and respectThe most frequently mentioned challenge to con-
ducting effective community-based research is lack of trust and perceived lack
of respect, particularly between researchers and community members. A long
history of research from which there was no direct benefit (and sometimes ac-
tual harm) and no feedback of results to the community has contributed to this
mistrust (35, 71,102, 106, 114, 146, 156), which sometimes develops into anger
and suspicion (140; SR Smith, unpublished manuscript). Community members
may hesitate to get involved even if researchers are proposing a community-
based approach. Once established, trust cannot be taken for granted; researchers
must continually prove their trustworthiness (181).

Inequitable distribution of power and controlThe history and presence of
power differentials among researchers, health professionals, and community
members is another frequently mentioned challenge. Community members are
legitimately skeptical about whether the language of being “equal partners” can
become a reality of shared ownership and control (1, 7, 16, 27, 35, 82, 114, 137).
Within any community-based research partnership, the distribution of informa-
tion, time, formal education, and income reflects broader social inequalities
structured around race/ethnicity, class, and gender (7). These inequalities af-
fect who attends, who participates, whose opinions are considered to be valid,
and who has influence over decisions made (16,99). They may be exacer-
bated when meetings are facilitated/led by researchers or health professionals
(27,82). In addition, community groups who have worked with government
agencies and universities are likely to be familiar with the hierarchical modes
of decision-making in those organizations, and to have few experiences of
such organizations having the knowledge, skills, and willingness to share con-
trol (16, 137). Furthermore, researchers working within those institutions may
encounter unanticipated institutional barriers to their ability to share control.
Finally, questions about the feasibility and benefit of shared control on “all”
aspects of the research process are also relevant. For example, is it most appro-
priate to train community members and health practitioners to analyze data, or
is it more valuable to focus the use of scarce time and resources on involving
them in interpreting and making sense of the data (82)?
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Conflicts associated with differences in perspective, priorities, assumptions,
values, beliefs, and languageConflicts within a community-based research
partnership may occur between members within the same organization (e.qg.
community-based organization, university) as well as across organizational
affiliation. They may be associated with differences in overall philosophy,
decision-making styles, values, priorities, assumptions, beliefs, and use of lan-
guage (16, 82, 139, 155). For example, words such as “ownership of data” and
“community-based research” may have different meaningsto different members
of a partnership, and these different understandings can create conflicts (155).
These differences may also be associated with diversity in gender, race, eth-
nicity, class, age, and sexual orientation (82,110, 114, 155, 161). For example,
conflict may arise when women are involved as equal partners in traditionally
male-dominated settings (26, 82), and when one partner makes comments that
are considered sexist or homophobic by other partners.

Conflicts over funding Frequently conflict arises over funding. Common
guestions include: Who is the fiduciary of the funds, how are funds distributed,
what is the amount of funds provided to different partners, how are budget-
related decisions made, and what happens when funders reduce initial budgets
(16,137)? When universities or health departments are the fiduciary agents,
their structured financial systems can make the transfer and reimbursement of
funds to community partners into a cumbersome, time-consuming, and seem-
ingly disrespectful process (16, 137).

Conflicts associated with different emphases on task and procHss different
emphases placed by members of a community-based research partnership on
process “versus” task are another potential source of conflict. In some research
examples academics have been viewed as more interested in accomplishing
the tasks of the project, whereas the community members were seen as more
concerned with the processes involved, such as how decisions were made and
how relationships were established (16). In other examples, the researcher
was viewed as placing greater emphasis on process goals and being sure that
everyone’s voice was heard, whereas community members wanted to move
ahead more quickly with the tasks (129, 137). Rarely is this a matter of focusing
on either process or task, rather it is the difference in emphasis among partners
that often creates conflicts.

Time-consuming processNumerous issues relate to the time involved in con-

ducting community-based research, particularly the time required to establish
and maintain trusting relationships (71, 82,110, 122, 155, 190). This expendi-
ture of time often goes beyond what is usually perceived as directly related to
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the task/purpose of the research, for example, providing transportation, tech-
nical assistance, and participating in community events (110, 192). This issue
is especially problematic if researchers view community-based research as just
another project and are not committed to developing the necessary long-term
relationships (16).

Who represents the community and how is community defiddtllenges

and conflicts also arise related to how the community is defined. Issues may
include: the extent to which a sense of community exists; who represents
the community; the extent to which community participants are members of
community-based organizations and/or more grass-roots groups and how they
relate back to those organizations; who in the community is excluded; the extent
to which participants from community-based organizations represent and reflect
community members; and competition or turfissues between community-based
organizations and community groups (7, 60, 82,106, 129, 130, 137, 156).

FACILITATING FACTORS, LESSONS LEARNED, AND RECOMMENDATIONS: PARTNER-
SHIP ISSUES Various facilitating factors and strategies have been used in com-
munity-based research efforts to address the challenges and barriers raised
above. They are presented here as lessons learned or recommendations for es-
tablishing and maintaining effective community-based research partnerships.
Here again, although discussed as separate entities, they are interrelated.

Jointly developed operating normgOne of the most frequently mentioned fa-
cilitating factors (although labeled in different ways) is the development by the
partnership of operating norms and procedures that are consistent with and rein-
force the key elements of community-based research (6, 7, 16, 17, 40, 66, 74, 82,
99,102,129, 155, 156, 172, 181). Authors have noted the importance of op-
erating in ways that foster attentive listening, openness, caring, inclusive-
ness, agreement to disagree, identifying and addressing conflicts, opportunity
for all to participate, negotiation, compromise, mutual respect, and equality
(7,16,66,114,137,155, 156, 158,172,181). Emphasis needs to be placed on
developing norms and ways of operating that promote understanding and demon-
strate sensitivity and competence in working with diverse cultures, e.g. with
respect to class, gender, race, ethnicity, age, and sexual orientation (9, 10,
32,36,71,86,102,106,112,113,114,155, 172, 185). For example, establish-
ing norms that encourage respect for group differences and developing mech-
anisms for constructively challenging group processes that reinforce social
inequalities.

Also noted as important is the establishment of a norm of confidential-
ity among participants, in which topics discussed are not shared outside the
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partnership (158). Deciding how decisions will be made, whether by consen-
sus or majority vote (81, 106), and with regard to which issues, for example,
budgeting and resource allocation (6), is another important conside?ation.

The process of establishing such operating norms should follow the norms
themselves. That is, they cannot be imposed on a partnership, but must be
developed and agreed upon by its members. The extent to which these are
formal or informal arrangements should also be decided by each partnership.
[See, for example, the Memo of Agreement clarifying what is meant by equal
partnership, described by Plough & Olafson (137).]

Identification of common goals and objectiveEhe partnership as an entity
needs to identify a common set of goals and objectives (17, 20, 27, 45, 99, 129),
recognizing that each involved organization has its own mission, goals, and
objectives. Here again, the extent to which these are informal or formal written
arrangements should be decided by the group itself.

Democratic leadership The success of a collaborative partnership is deter-
mined in part by the extent to which the designated leader(s) fosters democratic
processes and decision-making (2, 17,98, 157, 158). Thus, effective leaders are
supportive of and facilitate the implementation of the operating norms discussed
above.

Presence of community organizecCritical to the success of the partnership is
the presence on the staff of a community-based research effort (particularly one
involving an intervention component) of a community organizer who is able
to bring together people in the community, who has a history of community
involvement, and who is respected and perceived as a leader in the community
(122, 1586).

Involvement of support staffteanBupport staff, who may or may not be
university-based, frequently provide the glue to keep the research partnership
together. Responsibilities may include informal communication outside of
meetings, providing minutes of meetings, gaining input on agenda items, cir-
culating materials, establishing computer linkages, distributing grant-related
and other information, and briefing participants who are unable to attend meet-
ings (7,27,45,192).

Researcher role, skills, and competenciekhe effective community-based
researcher is often referred to in the literature as a catalyst, facilitator, co-
learner, and/or consultant (52, 82,161, 172). Researchers contribute their own
expertise—while at the same time recognizing the expertise of others—with

5Many of these factors are consistent with the research on effective group process and the reader
is referred to that literature for further elaboration, e.g., 8, 73, 159.
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the aim of establishing interdependency among rather than dependency on any
of the partners involved (7, 33,56, 74). To further establish trust and show
commitment, researchers need to spend time in the community on an ongoing
basis (49, 140), and at the request of partners, be willing to provide technical
assistance that may not be directly related to the specific research effort, e.g.
grant writing or questionnaire design for another study. To carry out this role, a
community-based researcher needs skills and competencies in addition to those
required in research design and methods, for example: listening, communica-
tion (e.g. use of language that is understandable and respectful), group process,
team development, negotiation, conflict resolution, understanding and compe-
tency to operate in multicultural contexts, ability to be self-reflective and admit
mistakes, capacity to operate within different power structures, and humility
(7,33,38, 39,63, 82,109, 140, 155, 156, 162, 192).

Prior history of positive working relationshipsBuilding upon prior positive
working relationships is a viable strategy for conducting community-based
research (129, 130, 155). Thus, identifying participants based on pre-existing
trusting relationships is an important consideration for developing research
partnerships. Such a history may be established through such mechanisms
as previous collaborative research endeavors, consultations, student internship
programs, conferences, and participation in community-wide coalitions.

Identification of key community memberBifferent facilitating factors or
strategies have been suggested for addressing questions related to how commu-
nity is defined and who represents the community. Several authors mentioned
the importance of involving respected community members who have credibil-
ity and visibility, and who are well-integrated in their community (6, 20, 99, 102).
Obtaining the involvement of members of the “community of identity” in addi-
tion to representatives from community-based organizations (who may or may
not be of the community) is of paramount importance, recognizing that this
involvement may need to occur in ways other than participation on community-
based research boards (129, 130, 137, 156). In-depth interviews and analysis of
community leadership and decision-making experiences have been suggested
as strategies for identifying appropriate community partners (12, 41).

Methodological Issues

CHALLENGES/BARRIERS/TENSIONS: METHODOLOGICAL ISSUES Challenges re-

lated to research methodology are discussed here as distinct challenges, even
though they are related to each other and to challenges related to the partnership
and broader social issues.

Questions of scientific quality of the researcommunity-based research is
continually challenged by questions raised regarding its validity, reliability, and
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objectivity for both basic research and evaluation research (35, 45, 71,82, 101,
102,155, 156). The predominance of the scientific method in public health
makes it difficult to convince academic colleagues, potential partners, and fun-
ders of the value and quality of collaborative research (45, 81, 155, 156).

Proving intervention successThe success of a particular intervention in a
community-based research effort may be difficult to prove (94,122, 129). For
example, such interventions are often conducted in communities with multiple
concurrentinterventions, and itis difficultto tease out the effects of the particular
intervention being evaluated (129). In addition, problems such as those related
to few units of analysis, sampling, and migration patterns make it difficult to
detect statistically significant effects (122).

Inability to fully specify all aspects of research up-fronGiven the role of the
partners in a community-based research effort and the dynamic community con-
textinwhichitis carried out, itis not always possible to fully specify up-front all
aspects of the research design and intervention (when included) (4, 27, 82, 156).
Thus, there is the challenge of selling a process without completely specifying
all the outcomes beforehand, often troubling for researchers, health profession-
als, and community members, as well as funders (see below) (27, 81).

Seeking balance between research and acti@meating a balance between
research and action that is mutually agreed upon by the partners involved
(1,45, 82,156, 180) is not a matter of deciding between research versus ac-
tion, but a question of emphasis and timing (82). Community members are
frequently, although not always, more interested in how the data promote com-
munity changes rather than using the data to address basic research questions.
In addition, community members may not agree on the value of collecting as
much data as the researchers might prefer (82, 156, 180).

Time demands The active involvement of all partners in the research process,
including questionnaire development, survey administration, and feedback and
interpretation of data, exacts a tremendous commitment of time from all par-
ticipants (82, 156, 162). Community members may well have many other obli-
gations and may perceive some of the issues of concern to researchers (e.qg.
sample size, generalizability) as less than pressing. Researchers, too, must
prepare timely and comprehensible feedback sessions/reports to the commu-
nity that emphasize action and policy implications, as well as manuscripts for
publication and final reports to funders (82, 156,162). Analysis of data and
preparation of such feedback is a lengthy process that often creates frustrations
among partners who view it as slowing down the process (82).

Interpreting and integrating data from multiple source€ommunity-based
research often involves collecting multiple types of data (e.g. community-based
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survey, in-depth interviews, focus group interviews) from multiple sources
(e.g. random sample of community members, key community leaders, agency
representatives), which increases the likelihood of differences in the results
(26, 183). For example, within a given community men and women and youth
may all identify different concerns (26), and community members, commu-
nity leaders, and health professionals may all identify different priority health
concerns (183). Interpretation of these differences and decisions about how to
integrate and prioritize the results are a challenge for community partners and
researchers alike.

FACILITATING FACTORS, LESSONS LEARNED, AND RECOMMENDATIONS: ME-
THODOLOGICAL ISSUES Methodological flexibility and different criteria

for judging quality Given the aims and the dynamic context within which
community-based research is conducted, methodological flexibility is essential,
that is, the use of methods that are tailored to the purpose of the research and
the context and interests of the community (32, 35, 36, 61, 69, 71,112, 126, 156,
160, 172). Several researchers have suggested greater use of qualitative data for
evaluating the context and process of community-based research interventions
(78,84,94,122,129,130). Furthermore, different criteria for judging qual-

ity, as well as different techniques for establishing the trustworthiness of data
have been proposed (63, 101, 107, 126, 131, 146, 158,176, 192) such as triangu-
lation, involving multiple sources of data, methods, and investigators (78, 101,
107, 158).

Involvement of community members in research activiti€lse involvement

of community members in the actual conduct of the research enhances the
guality of the process and the results (42,102, 106, 146, 149, 156). This may
include, for example, involving community members in the development of
research instruments (156), as well as hiring and training community members
as interviewers for a community-based survey (42, 156).

Conduct community assessment/diagnogiskey factor facilitating the suc-
cessful conduct of community-based research is the ongoing analysis of com-
munity strengths, resources, structure, and dynamics (42,45, 106,122,129,
172). This continual process of getting to know the community enhances the
relevance and appropriateness of all aspects of the research and intervention,
for example, fostering the development of culturally appropriate measurement
tools and the interpretation of the data (41, 42, 106, 129).

Development of jointly agreed upon research principlé€3ne strategy for
addressing some of the methodological challenges is the joint development of
a Memorandum of Understanding or Community-Based Research Principles
(2,129,155, 156). Such collaborative agreements can specify the parameters
around issues such as confidentiality and access to the data.
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Conduct educational forums and training opportunitieGiven that comm-
unity-based research is a different approach than many researchers, community
members, and health professionals are accustomed to, the conduct of educa-
tional forums that address both process and methodological issues, as well as
advantages and limitations of this approach, can be useful (35, 126, 155). Sim-
ilarly, more long-term training opportunities are needed (e.g. masters and doc-
toral degree programs), in which the curriculum covers the knowledge and skills
necessary for professionals to be able to conduct community-based research.

Involve partners in the publishing proces3 he involvement of partners in the
process of writing and publishing has been suggested as a way to obtain more in-
depth discussions, reflection and increased understanding of the methodology,
results and overall process of conducting community-based research (82, 180).
Community and practitioner partners can be involved, for example, as co-
authors in a writing team (155-157), as respondents to initial manuscript drafts
(82), or as reactants to preliminary data analysis and interpretations (157).

Create interdisciplinary research teamsGiven the methodological complex-

ity and diverse skills needed to conduct community-based research, many au-
thors have suggested the use of interdisciplinary research teams (70, 82, 126,
155, 160). This does not mean bringing multiple disciplines together to individ-
ually and separately contribute their respective expertise. Rather an approach
is taken that integrates across disciplines in which the synergy involved results
in a more creative and innovative approach to conducting research.

Broader Social, Political, Economic, Institutional,

and Cultural Issues

CHALLENGES/BARRIERS/TENSIONS: BROADER ISSUESMany of the challenges

and tensions inherent in community-based research relate to broader social,
political, economic, institutional, or cultural issues that shape the partnership
and the activities of the members.

Competing institutional demandsThere are multiple and competing demands

on the time and resources available across the partner institutions involved in a
community-based research effort (e.g. publishing, grant writing, providing ser-
vices, increasing community capacity). These larger political and institutional
pressures make it difficult for individuals within these organizations to devote
the requisite time and energy for a particular community-based research en-
deavor. For example, individuals from health agencies and community-based
organizations often get involved in research without being relieved of other
responsibilities (74). Also, while agency and university-based partners are able
to consider their involvement as part of their job, for which they are paid and
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receive some rewards, community participants without a formal institutional
base are often volunteering their time (114, 136). Given these different institu-
tional priorities, and particularly within larger, more hierarchical organizations,

it is a challenge for individuals involved in the partnership to keep other staff
informed and engaged as needed, and to maintain the support of senior admin-
istrators (99).

Risks associated with achieving tenure and promotion within academia
Among academics, the most frequently discussed institutional barriers to con-
ducting community-based research are the risks associated with trying to achieve
tenure and promotion (16, 18, 61,82, 114, 126, 140, 155, 156). Most academic
institutions confer tenure and promote faculty based primarily on the quan-
tity and caliber of their publications in those journals and with publishers
most respected by the academy (which often place greater value on traditional,
guantitative, basic research), and on having obtained outside research funding,
preferably from a federal granting agency. The time involved in relationship
building, jointly developing and implementing the research, collecting and ana-
lyzing qualitative and quantitative data, and feeding back the results often means
that it takes longer before research results are generated and published in peer-
reviewed publications. In addition, the traditional standards upon which the
quality of the research is judged, the emphasis on both scholarship and practical
relevance, and the difficulties in obtaining funding (discussed below), contribute
to making this a high-risk approach for achieving tenure (16, 18, 82, 155).

Expectations/demands of funding institutionrSommunity-based researchers
face many barriers in obtaining funding and in meeting the expectations of
funding institutions. Green and his colleagues (61), in a survey of 29 participa-
tory research studies in health promotion, found that researchers reported more
difficulty obtaining funding for this approach compared to more traditional
research efforts. Most granting institutions that fund public health research
have established priorities for studies that examine categorically defined phys-
ical health problems, involving individualistic intervention approaches (if at
all), focusing outcomes on morbidity, mortality, and risk factors, using tra-
ditional research designs in which the expert researcher defines the problem
and the methods used, and occurring within a specified and limited time frame
(122,191). Such funding priorities are different from both the key principles
of community-based research presented here and from the concerns of many
community partners (1). In instances where funders have altered their nor-
mal priorities and have funded community-based research efforts, the same
expectations and parameters that are consistent with a more traditional research
paradigm (e.g. researcher control, health status/illness outcome indicators) of-
ten still apply (137). In addition, most funding sources have deadlines for grant
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submissions that do not allow for the time needed to develop trusting working
relationships and collaborative applications (74, 81).

The time frame required for building relationships, conducting a proper com-
munity assessment, and facilitating community change requires sustained com-
mitment of financial and personal resources, often longer than what most fun-
ders are willing to support (35, 39, 81, 122). For example, both Eisen (39), ina
study of 19 empowerment initiatives, and Mittelmark and colleagues (122), in
an examination of “exemplar community-based cardiovascular disease health
promotion programs,” found that no less than and sometimes more than one
year was needed to carry out a successful planning and community assess-
ment phase, preparation considered essential to the overall effectiveness of the
initiatives. The long time involved in conducting community-based research
presents challenges not only in working with funding agencies, but also with
the shorter-term expectations typical of health agencies and universities (81).

Political and social dynamics within the communitfolitical and social dy-
namics within community settings, discussed above, can be problematic. Poten-
tial friction can arise over determining who represents the community, competi-
tion among community groups, different values among partners, and language
and cultural diversity. Community partners are well aware of the history of
negative experiences with researchers and agencies, and thus are reluctant to
engage in activities that may be perceived as selling out to a university or govern-
ment agency, for example, or being critical of other community organizations
or groups.

Deterrents to institutional, community, and social changks discussed ear-

lier, many political, economic, or cultural factors can impede the institutional,
community, and social changes often associated with conducting community-
based research. Examples include inequitable distribution of power and re-
sources, history of discrimination across culturally diverse groups, expert mod-
els of policy decision-making, and the predominance of a positivist scientific
paradigm.

FACILITATING FACTORS, LESSONS LEARNED, AND RECOMMENDATIONS: BROADER
ISSUES Broad-based support: top down and bottom uphe successful con-

duct of community-based research is facilitated when both the staff represen-
tatives and the senior leadership/management of the organizations involved are
supportive of the endeavor—in actions and words (1, 4,81, 158). Such support
from the top is critical, for example, in enabling participants to contribute the
time necessary, in providing rewards for participation, and in helping effect
needed changes identified by the research. In addition, the extent to which



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

COMMUNITY-BASED RESEARCH PARTNERSHIPS 193

organizational representatives are accountable to their organization and have
enough clout within that organization to make decisions also fosters the success
of the research and commitment to change (39, 158).

Provision of financial and other incentivesGiven the many challenges, strate-
gies are needed to ensure that the benefits of involvement in community-based
research outweigh the costs (17, 148; SR Smith, unpublished manuscript).
Such strategies include financial compensation for all participants involved (i.e.
not only the university participants), financial remuneration for institutional
commitment and involvement, public events recognizing partner contributions,
newspaper coverage of partnership efforts, provision of technical assistance,
training and educational opportunities as desired, and letters of commendation
sent to organizational leaders and beyond (e.g. health department director and
mayor’s office).

Actions promoting policy changesA number of examples of actions recom-
mended and taken to facilitate policy changes (e.g. university, governmental,
and funding policies) are consistent with and supportive of the conduct of
community-based research (60,61, 83,154,156). Several Schools of Public
Health have been actively involved in trying to affect the policies on tenure,
promotion, and rewards within their respective universities to be more support-
ive of community-based research (153,154, 184). Several respected journals
have recently devoted theme issues to the topic of partnership approaches to
research and practicétealth Educatior& Behavior(formerly Health Educa-

tion Quarterly) (188, 189),The American Sociologiét67, 168), andmerican
Journal of Preventive Medicing25). Community-based intervention research
efforts have increasingly emphasized influencing policy, regulatory, and organi-
zational issues beyond the local level to facilitate more comprehensive changes
(60, 61, 156). Several Foundations have implemented funding initiatives that
include initial time and resources for planning and partnership building (1-2
years), accompanied by a commitment to provide more long term funding (4—8
years) (e.g. W.K. Kellogg Foundation, 1992; Robert Wood Johnson Founda-
tion’s America’s Promise). Furthermore, the potential role of foundations in
leveraging governmental funding sources to direct resources to community-
based research efforts has been advocated and tried (126).

CONCLUSIONS AND FUTURE DIRECTIONS

The past several decades have seen a resurgence of interest in partnership ap-
proaches to research and practice in public health, with an emphasis on com-
munity participation and influence in research efforts that are beneficial to the
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communities involved. Challenges and limitations of this approach, as well as
the factors that facilitate its effective use have been discussed here. Embed-
ded in this discussion are recommendations for addressing partnership-related,
methodological, and broader social, political, economic, institutional, and cul-
tural issues associated with this approach. There are clear implications for
changes to be made at multiple levels (e.g. individual training, institutional
reward structures), within and across the organizations involved (e.g. univer-
sity, government agency, community-based organization, funding institution)
to foster and strengthen community-based research within public health. Green
and his colleagues, in their study of participatory research in health promotionin
Canada, grouped 45 recommendations from participatory researchers involved
in their study into three broad categories, suggesting the need for “legitimiz-
ing the field, supporting the field through reform of the funding process, and
building the capacity for greater emphasis on participatory action research in
the future” (61, p. 55).

Despite the extensive body of literature on partnership approaches to re-
search, more in-depth, multiple case study evaluations of the context and pro-
cess (as well as outcomes) of community-based research endeavors are needed
(84,158). The results of such evaluations will provide a better understanding
of the challenges and facilitating factors raised in this article. In order to assess
the effectiveness of a community-based research effort, the key principles or
characteristics presented here, along with some of the facilitating factors, could
be operationalized and used as criteria for examining the extent to which these
dimensions were present in a given project. The guidelines developed by Green
and his colleagues (61) for classifying participatory research projects are also
useful in this regard.

It has not been the intent of this article to suggest that community-based
research is the only or best approach to conducting research in public health.
Rather the aim has been to present the key principles, benefits, and lessons
learned from experiences with community-based research that show the strength
of this approach. The challenges notwithstanding, community-based research
offers a means to reduce the gap between theory, research, and practice that
has been problematic in the field. This approach is particularly aimed toward
working with marginalized communities, whose members experience limited
access to resources and decision-making processes. The emphasis is on inte-
grating the generation of knowledge into strategies to provide community and
social change.

Community-based research in and of itself will not resolve broader social
issues, such as racism and economic inequalities. Differences in beliefs and so-
cial inequalities enter into community-based research relationships, just as they
do in other forms of research. That they are made explicit in community-based
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research, and that the research process attempts to grapple with them and their
implications for the construction of knowledge and the development of ef-
fective strategies for change, enhances the potential for community-based re-
searchto address social inequalities associated with differentials in health status.
Community-based research is a viable approach for public health researchers
to reaffirm their roots in improving public health as a primary value (173). The
long-term commitment and combined efforts and expertise of all the partners
involved can expand and refine community-based research approaches, thus
contributing to the health and well-being of the communities and institutions
involved.

ACKNOWLEDGMENTS

We greatly appreciate the contributions of our partners from numerous projects
who have helped develop our understanding of community-based research. We
thank Sue Andersen and Nicole Bishell for their assistance in preparing the
manuscript, and colleagues at the Department of Public Health, Wellington
School of Medicine, for their support of the first author during the writing of
this article.

Visit the Annual Reviews home pagat
http://www.AnnualReviews.org.

Literature Cited

1. Altman DG. 1995. Sustaining interven- Commun. Health, Sch. Public Health,
tions in community systems: on the re- Univ. Calif., Berkeley
lationship between researchersand com- 8. Berger PL, Neuhouse RJ. 1976 Em-
munities.Health Psychol14:526—-36 power People: The Role of Mediating
2. Andrews H, Goldberg D, Wellen N, Structures in Public PolicyVashington,
Pittman B, Struening E. 1995. Predic- DC: Am. Enterp. Inst. Public Policy Res.
tions of special education placement 45 pp.
from birth certificate dataAm. J. Prev. 9. Bishop R. 1994. Initiating empowering
Med.11(Suppl.):55-66 researchNZ J. Ed. Stud29:175-88
3. Antonovsky A. 1985Health, Stressand ~ 10. Bishop R. 1996. Addressing issues of
Coping.San Francisco: Jossey Bass self-determination and legitimation in
4. Archer L, Whitaker D. 1994. Develop- Kaupapa Maori research. IResearch
ing a culture of learning through research Perspectives in Maori Educatiored.
partnerships. See Ref. 142a, 10:163-86 B. Webber, 143-60. Wellington, NZ:
5. Argyris C, Putnam R, Smith DM. 1985. Counc. Educ. Res.
Action Science: Concepts, Methods and 11. Blankenship KM, Schulz AJ. 1998p-
Skills for Research and Interventid®an proaches and dilemmas in community-
Francisco: Jossey Bass. 480 pp. based research and actiofRresented
6. Bailey D. 1992. Using participatory re- at Annu. Meet. Soc. Study Soc. Probl.,
search in community consortia devel- New York: NY
opment and evaluation: lessons from 12. Bracht N, Finnegan JR, Rissel C, Weis-
the beginning of the storyAm. Sociol. brod R, Gleason J, et al. 1994. Com-
23:71-82 munity ownership and program contin-
7. BarnettK. 1993Collaboration for com- uation following a health demonstration
munity empowerment: re-defining the project.Health Educ. Re€:243-55

role of academic institutionsCent. 13. Brown ER. 1991. Community action for



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

196

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

24a.

25.

26.

ISRAEL ET AL

health promotion: a strategy to em-
power individuals and communitieisit.

J. Health Sen21:441-56

Brown P. 1995. The role of the evalua-
tor in comprehensive community initia-
tives. See Ref. 24a, pp. 201-25

Brown LD, Tandon R. 1983. Ideology
and political economy in inquiry: ac-
tion research and participatory research.
J. Appl. Behav. Scll9:277-94

Buchanan DR. 1996. Building acade-
mic-community linkages for health pro-
motion: a case study in Massachusetts.
Am. J. Health Promot10:262-69
Butterfoss FD, Goodman RM, Wanders-
man A. 1993. Community coalitions for
prevention and health promotidrealth
Educ. Res8:315-30

Cancian FM. 1993. Conflicts between

activist research and academic success:

participatory research and alternative
strategiesAm. Sociol24:92-106

Cent. Dis. Control Prevent. Initiative.
1994.Urban Center(s) for Applied Re-
search in Public Health, No. 515

Clark NM, Baker EA, Chawla A, Maru
M. 1993. Sustaining collaborative prob-
lem solving: strategies from a study in
six Asian countriesHealth Educ. Res.
8:385-402

Clark NM, McLeroy KR. 1995. Creat-
ing capacity through health education:
What we know and what we don't.
Health Educ. Q22:273-89

Collins PH. 1990. Black Feminist
Thought: Knowledge, Consciousness
and the Politics of Empowerment.
Boston: Unwin Hyman. 265 pp.
COMMIT Research Group. 1995. Com-
munity intervention trial for smoking
cessation-I.Am. J. Public Health85:
183-92

COMMIT Research Group. 1995. Com-
munity intervention trial for smoking
cessation-1l: changes in adult cigarette
smoking prevalence Am. J. Public
Health85:193-200

Connell JP, Kubisch AC, Schorr LB,
Weiss CH, eds. 1998 ew Approaches
to Evaluating Community Initiatives.
Washington, DC: Aspen

Connors K, Seifer SD. 1997. Overcom-
ing a century of town-gown relations:
redefining relationships between com-
munities and academic health centers.
Expanding boundaries: building civic
responsibility within higher education.
Washington, DC: Corp. Natl. Serv.
Cornwall A. 1996. Towards participa-
tory practice: participatory rural ap-
praisal (PRA) and the participatory pro-

27.

28.

29.

30.

31.

32.

33.

34.

34a.

35.

36.

37.

38.

39.

40.
41.

cess. See Ref. 31, 9:94-107

Cosier J, Glennie S. 1994. Supervising
the child protection process: a multidis-
ciplinary inquiry. See Ref. 142a, pp. 99—
119

Cousins JB, Earl LM, eds. 19%3artic-
ipatory Evaluation: Studies in Evalua-
tion Use and Organizational Learning.
London: Falmer. 185 pp.

Cunningham B. 1976. Action research:
toward a procedural modeHum. Rel.
29:215-38

Davies JK, Kelly MP, eds. 1998ealthy
Cities: Research and PracticeNew
York: Routledge. 188 pp.

deKoning K, Martin M. 1996&Partici-
patory Research in Health: Issues and
ExperiencesLondon: Zed Books. 242

pp.

deKoning K, Martin M. 1996. Participa-

tory research in health: setting the con-
text. See Ref. 31, 1:1-18

De Venney-Tiernan M, Goldband A,

Rackham L, Reilly N. 1994. Creat-

ing collaborative relationships in a co-

operative inquiry group. See Ref. 142a,
8:120-37

Denzin NK. 1994. The art and politics
of interpretation. See Ref. 34a, 31:500—
15

Denzin NK, Lincoln YS, eds. 1994.
Handbook of Qualitative Research.
Thousand Oaks, CA: Sage. 643 pp.
Dockery G. 1996. Rhetoric or real-
ity? Participatory research in the Na-
tional Health Service, UK. See Ref. 31,
15:164-76

Dressler WW. 1993. Commentary on
“Community Research: Partnership in
Black Communities”Am. J. Prev. Med.
9(Suppl.):32-34

Durie MH. 1994. Whaiora: Maori
Health Developmenfuckland: Oxford
Univ. Press

Durie MH. 1996. Characteristics of
Maori health research.Presented at
Hui Whakapiripiri: A Hui to Discuss
Strateg. Dir. Maori Health Res., Eru Po-
mare Maori Health Res. Cent., Welling-
ton Sch. Med., Univ. Otago, Wellington,
NZ

Eisen A. 1994. Survey of neighborhood-
based comprehensive community em-
powerment initiativesHealth Educ. Q.
21:235-52

Elden M, Levin M. 1991. Cogenerative
learning. See Ref. 193, 9:127-42

Eng E, Blanchard L. 1990-1. Action-
oriented community diagnosis: a health
education toollnt. Q. Commun. Health
Educ.11(2):93-110



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.
55.

56.

56a.

COMMUNITY-BASED RESEARCH PARTNERSHIPS 197

Eng E, Parker EA. 1994. Measuring
community competence in the Mis-
sissippi Delta: the interface between
program evaluation and empowerment.
Health Educ. Q21:199-220

Fals-Borda O, Rahman MA. 199Ac-
tion and Knowledge: Breaking the
Monopoly with Participatory Action Re-
search.New York: Intermed. Technol.
Publ/Apex. 182 pp.

Farquhar JW, Fortmann SP, Flora JA,
Taylor CB, Haskell WL, et al. 1990.
Effects of community-wide education
on cardiovascular disease risk factors.
JAMA264:359-65

Fawcett SB, Paine-Andrews A, Fran-
cisco VT, Schultz JA, Richter KP, et al.
1996. Empowering community health
initiatives through evaluation. See Ref.
47, pp. 161-87

Feagin JR, Feagin CB. 199&ocial
Problems: A Critical Power-Conflict
Perspective.Englewood, NJ: Prentice
Hall. 4th ed. 482 pp.

Fetterman DM, Kaftarian SJ, Wanders-
man A, eds. 1996Empowerment Eval-
uation: Knowledge and Tools for Self-
Assessment and Accountabilifhou-
sand Oaks, CA: Sage. 411 pp.

Fisher EB Jr. 1995. The results of the
COMMIT trial. Am. J. Public Health
85:159-60

Flick LH, Resse CG, Rogers G, Fletcher
P, Sonn J. 1994. Building commu-
nity for health: lessons from a seven-
year-old neighborhood/university part-
nership.Health Educ. Q21:369-80
Flynn BC. 1993. Healthy cities within
the American context. See Ref. 30,
9:112-26

Francisco VT, Paine AL, Fawcett SB.
1993. A methodology for monitoring
and evaluating community health coali-
tions.Health Educ. Res8:403-16

Freire P. 1972Pedagogy of the Op-
pressedLondon: Penguin. 186 pp.
Freire P. 1987Education for Critical
Consciousnes®ew York: Continuum.
164 pp.

Frenk J. 1993. The new public health.
Annu. Rev. Public Health4:469-90
Freudenberg N. 1978. Shaping the fu-
ture of health education: from behavior
change to social changelealth Educ.
Monogr.6:372-377

Gaventa J. 1993. The powerful, the
powerless, and the experts: knowledge
struggles in an information age. See Ref.
128, 2:21-40

Glanz K, Lewis FM, Rimer BK, eds.
1990.Health Behavior and Health Edu-

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

cation: Theory, Research and Practice.
San Francisco, CA: Jossey-Bass. 496 pp.
2nd ed.

Goodman RM, Burdine JN, Meehan E,
McLeroy KR, eds. 1993. Community
coalitions for health promotiorHealth
Educ. Res8:305-453

Gottlieb NH, McLeroy KR. 1994. So-
cial health. InHealth Promotion in the
Workplace ed. MP O’Donnell, JS Har-
ris, 17:459-93. Albany, NY: Delmar.
554 pp. 2nd ed.

Green LW, Kreuter MW. 1991Health
Promotion Planning: An Educational
and Environmental ApproacMountain
View, CA: Mayfield. 506 pp.

Green LW, Kreuter MW. 1992. CDC's
planned approach to community health
as an application of PRECEDE: an in-
spiration for PROCEERI. Health Educ.
23:140-47

Green LW, George MA, Daniel M,
Frankish CJ, Herbert CJ, et al. 1995.
Study of Participatory Research in
Health Promotion.Univ. BC, Vancou-
ver: R. Soc. Can.

Green LW, Richard L, Potvin L. 1996.
Ecological foundations of health promo-
tion. Am. J. Health Promot10(4):270—-
81

Greene JC. 1994. Qualitative program
evaluation: practice and promise. See
Ref. 34a, pp. 530-44

Guba EG, Lincoln YS. 198%ourth
Generation EvaluationNewbury Park,
CA: Sage. 294 pp.

GubaEG, Lincoln YS. 1994. Competing
paradigms in qualitative research. See
Ref. 34a, 6:105-17

Gustavsen B. 1985. Workplace reform
and democratic dialogueEcon. Ind.
Democr.6:461-79

Hall BL. 1975. Participatory research:
an approach to chang&€onvergence
11:25-27

Hall B. 1981. Participatory research,
popular knowledge and power: a per-
sonal reflectionConvergencel 4(3):6—
17

Hall BL. 1992. From margins to center?
The development and purpose of par-
ticipatory researchAm. Sociol.23:15-
28

Hancock T. 1993. The Healthy City from
concept to application: implications for
research. See Ref. 30, 2:14-24

Hatch J, Moss N, Saran A, Presley-
Cantrell L, Mallory C. 1993. Commu-
nity research: partnership in Black com-
munities.Am. J. Prev. Med9(Suppl.):
27-31



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

198

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

ISRAEL ET AL

Healthy People 20001990. Washing-
ton, DC: US, DHHS, (PHS) 91-50212,
GPO

Heron J. 19935roup Facilitation: The-
ories and Models of Practicé.ondon:
Kogan Page

Himmelman AT. 1992.Communities
working collaboratively for a change.
Humphrey Inst. Public Aff., Univ.
Minn., Minneapolis, MN

Hollister RG, Hill J. 1995. Problems in
the evaluation of community-wide ini-
tiatives. See Ref. 24a, pp. 127-72
hooks b. 1984. Educating women: a
feminist agenddzeminist Theory: From
Margin to CenterBoston: South End.
174 pp.

House E. 1994. Integrating the quantita-
tive and qualitative. IImThe Qualitative-
Quantitative Debate: New Perspectiyes
ed. CS Reichardt, SF Rallis. New Dir.
Program Eval. 61:13-22. San Francisco:
Jossey-Bass. 98 pp.

Hugentobler MK, Israel BA, Schurman
SJ.1992. An action research approach to
workplace health: integrating methods.
Health Educ. Q19:55-76

Israel BA, Schurman SJ, House JS.
1989. Action research on occupational
stress: Involving workers as researchers.
Int. J. Health Serv19(1):135-155

Israel BA, Schurman SJ. 1990. Social
support, control and the stress process.
See Ref. 56a, 9:179-205

Israel BA, Schurman SJ, Hugentobler
MK, House JS. 1992. A participatory ac-
tion research approach to reducing oc-
cupational stress in the United States. In
Preventing Stress at Work: Conditions
of Work Digested. V DiMartino, 2:152—
63. Geneva: Int. Labor Off.

Israel BA, Schurman SJ, Hugento-
bler MK. 1992. Conducting action re-
search: relationships between organiza-
tion members and researcheis Appl.
Behav. Sci28:74-101

Israel BA, Checkoway B, Schulz AJ,
Zimmerman MA. 1994. Health edu-
cation and community empowerment:
conceptualizing and measuring percep-
tions of individual, organizational, and
community control.Health Educ. Q.
21:149-70

Israel BA, Cummings KM, Dignan MB,
Heaney CA, Perales DP, et al. 1995.
Evaluation of health education pro-
grams: current assessment and future
directions. Health Educ. Q.22:364—
89

James SA. 1993. Racial and ethnic dif-
ferences in infant mortality and low birth

86.

87.

88.

90.

91.

92.

93.

94.

95.

96.

97.

98.

weight: a psychosocial critiqueAnn.
Epidemiol.3:130-36

James SA. 1993. Racial differences in
preterm delivery.Am. J. Prev. Med.
9(Suppl.): v—vi

James SA. 199Addressing the public
health needs of a diverse Amerid¢&re-
sented at Annu. Minority Health Conf.,
8th, Sch. Public Health, Univ. Mich.,
Ann Arbor

Johnson DW, Johnson FP. 199bin-
ing Together: Group Theory and Group
Skills.Boston: Allyn & Bacon. 530 pp.
4th ed.

. Kark SL, Steuart GW, eds. 1962Prac-

tice of Social Medicine: A South African
Team’s Experiences in Different African
CommunitiesEdinburgh: Livingstone.
372 pp.

Kawachi |, Kennedy BP, Lochner K,
Prothrow-Stith D. 1997. Social capital,
income inequality, and mortalitAm. J.
Public Health87:1491-98

Kelly MP, Davies JK, Charlton BG.
1993. A modern problem or a post-
modern solution? See Ref. 30, 12:159—
67

Klein DC. 1968 Community Dynamics
and Mental HealthNew York: Wiley.
224 pp.

Klitzner M. 1993. A public health/dyn-
amic systems approach to community-
wide alcohol and other drug initia-
tives. InDrugs and the Communitgd.
RC Davis, AJ Lurigo, DP Rosenbaum,
10:201-24. Springfield, IL: Charles C
Thomas. 307 pp.

Koepsell TD, Wagner EH, Cheadle AC,
Patrick DL, Martin DC, et al. 1992. Se-
lected methodological issues in evaluat-
ing community-based health promotion
and disease prevention prograrAsnu.
Rev. Public Healt13:31-57

Krieger N. 1994. Epidemiology and the
web of causation: Has anyone seen the
spider.Soc. Sci. Med39:887-903
Krieger N, Rowley DL, Herman AA, Av-
ery B, Phillips MT. 1993. Racism, sex-
ism and social class: implications for
studies of health, disease and well-being.
Am. J. Prev. Med9(Suppl.):82-122
Kuhn TS. 1970The Structure of Sci-
entific Revolutions.Chicago:  Univ.
Chicago Press. 210 pp.

Kumpfer KL, Turner C, Hopkins R, Li-
brett J. 1993. Leadership and team ef-
fectiveness in community coalitions for
the prevention of alcohol and other drug
abuseHealth Educ. Res3:359-74

. Labonte R. 1994. Health promotion and

empowerment: reflections on profes-



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

100.

101.
102.

103.

104.

105.

106.

107.

108.

109.
110.

111.

112.

113.

114.

115.

COMMUNITY-BASED RESEARCH PARTNERSHIPS 199

sional practiceHealth Educ. Q21:253—
68

Lalonde M. 1974A New Perspective on

the Health of Canadian®ttawa, ON:  117.

Minist. Supply Serv. 82 pp.

Lather P. 1986. Research as prebtay.
Educ. ReV56:259-77

Levine DM, Becker DM, Bone LR, Still-

man FA, Tuggle MB I, et al. 1992. A 118.

partnership with minority populations:

a community model of effectiveness re-
searchEthn. Dis.2:296-305

Levine DM, Becker DM, Bone LR,

Hill MN, Tuggle Il MB, et al. 1994.

Community-academic health center par- 119.

tnerships for underserved minority pop-
ulations.JAMA272:309-11
Lewin K. 1946. Action research and mi-

nority problemsJ. Soc. Issueg(4):34—  120.
46

Light DW. 1997. The rhetorics and reali-
ties of community health care: the limits

of countervailing powers to meeting the 121.

health care needs of the2tentury.J.
Health Polit.21(1):105-45
Lillie-Blanton M, Hoffman SC. 1995.

Conducting an assessment of health 122.

needs and resources in a racial/ethnic
minority community.Health Serv. Res.
30:225-36

Lincoln YS. 1992. Sympathetic con-
nections between qualitative methods

and health researciQual. Health Res. 123.

2:375-91
Lincoln YS, Guba EG. 1985laturalis-
tic Inquiry. Beverly Hills, CA: Sage. 416

pp.

Lincoln YS, Reason P. 1996. Editor’s in-
troduction.Qual. Ing.2:5-11

Maguire P. 1987Doing Participatory
Research: A Feminist Approackch.
Educ., Amherst, MA: Univ. Mass. 253

pp.
Maguire P. 1996. Considering more fem-

inist participatory research: What's con- 125.

gruency got to do with it?Qual. Inq.
2:106-18
Marin G, Marin BV. 1991Research with

Hispanic PopulationsNewbury Park, 126.

CA: Sage. 130 pp.
Marin G, Burhansstipanov L, Connell
CM, Gielen AC, Helitzer-Allen D, et al.

1995. A research agenda for health edu- 127.

cation among underserved populations.
Health Educ. Q22:346—63

Martin M. 1996. Issues of power in the
participatory research process. See Ref.
31, 8:82-93

McKinlay JB. 1993. The promotion of 128.

health through planned sociopolitical
change: challenges for research and pol-

116.

124.

icy. Soc. Sci. Med36:109-17
McKnight JL. 1987. Regenerating com-
munity. Soc. Policyl7:54-58

McKnight JL. 1994. Politicizing health
care. InThe Sociology of Health and IlI-
ness: Critical Perspectivegd. P Con-
rad, R Kern, pp. 437-41. New York, NY:
St. Martin’s. 4th. ed. 545 pp.

McLeroy KR, Clark NM, Simons-
Morton BG, Forster J, Connell CM, et
al. 1995. Creating capacity: establish-
ing a health education research agenda
for special populationgdealth Educ. Q.
22:390-405

Mies M. 1993. Feminist research: sci-
ence, violence and responsibility. In
Ecofeminismed. M Mies, V Shiva, pp.
36-54. London: Zed Books. 328 pp.
Minkler M. 1989. Health education,
health promotion and the open society:
an historical perspectivedealth Educ.
Q.16:17-30

Minkler M, Wallerstein N. 1997. Im-
proving health through community or-
ganization and community building. See
Ref. 56a, 12:241-69

Mittelmark MB, Hunt MK, Heath GW,
Schmid TL. 1993. Realistic outcomes:
lessons from community-based research
and demonstration programs for the pre-
vention of cardiovascular diseasek.
Public Health Policyl4:437-62

Mulling L. 1992.Race, Class and Gen-
der: Representations and RealiGent.
Res. Women, Memphis State Univ.,
Memphis, TN

Network for Cancer Control Research
Among American Indian and Alaska
Native Populations. 1994Cancer Pre-
vention and Control Research Among
American Indians and Alaska Natives:
A Strategic Plan for State Public Health
AgenciesWashington, DC: Natl. Can-
cer Inst.

Novotny TE, Healton CG, eds. 1995. Re-
search linkages between academia and
public health practiceAm. J. Prev. Med.
11(Suppl.):1-61

Nyden PW, Wiewel W. 1992. Collabo-
rative research: harnessing the tensions
between researcher and practitioden.
Sociol.24:43-55

Nyswander DB. 1955. The dynamics
of planning in health educatiorCali-
fornia’s Health13(7). Reprinted imThe
Collected Works of Dorothy B Nyswan-
der. 1982:55-63. Sch. Public Health,
Univ. Hawaii, Manoa

Park P, Brydon-Miller M, Hall B, Jack-
son T, eds. 1993/oices of Change: Par-
ticipatory Research in the United States



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

200

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

142a.

ISRAEL ET AL

and CanadaWestport, CT: Bergin, Gar-

vey 143.

Parker EA, Schulz AJ, Israel BA, Hollis
R. 1998. Eastside Village Health Worker
Partnership:
advisor intervention in an urban area.
Health Educ. Beha5(1)

Parker EA, Eng E, Laraia B, Ammerman 145.

A, Dodds J, Margolis L. 1997. Coalition
building for prevention: lessons learned
from the North Carolina Community-
Based Public Health Initiative. Public

Health Manag. Practln press 146.

Patton MQ. 1980Qualitative Evalua-
tion and Research Method8lewbury
Park: Sage. 2nd ed.

Pearce N. 1996. Traditional epidemiol-

ogy, modern epidemiology and public 147.

health. Am. J. Public Health86:678—
83
Peters M, Robinson V. 1984. The origins

and status of actionreseardhAppl. Be-  148.

hav. Sci29(2):113-24

Petras EM, Porpora DV. 1993. Participa-
tory research: three models and an anal-
ysis.Am. Sociol24:107-26

Pew Health Professions Commission.

1993.Health Professions Education for 149.

the Future: Schoolsin Service to the Na-
tion. San Francisco: UCSF Cent. Health
Prof.

Plaut T, Landis S, Trevor J. 1992.
Enhancing participatory research with
the community oriented primary care

model: a case study in community mo- 150.

bilization. Am. Sociol23:56—70
Plough A, Olafson F. 1994. Implement-
ing the Boston healthy start initiative:

a case study of community empower- 151.

ment and public healttidealth Educ. Q.
21:222-34

Putnam RD. 1993Jiaking Democracy  152.

Work: Civic Traditions in Modern Italy.
Princeton: Princeton Univ. Press. 258

pp-

Raeburn JM. 1986. Toward a sense of
community: comprehensive community
projects and community housdsCom-
mun. Psychol14:391-98

Reardon K, Welsh J, Kreiswirth B,

Forester J. 1993. Participatory action re- 153.

search from the inside: community de-
velopment practice in East St. Louis.
Am. Sociol24:69-91

Reason P, ed. 1988uman Inquiry in

Action: Developments in New Paradigm 154.

ResearchLondon: Sage. 242 pp.
Reason P. 1994. Three approaches to
participative inquiry. See Ref. 34a,

20:324-39 155.

Reason P, ed. 19%articipation in Hu-

community-based health 144.

man Inquiry.London: Sage. 220 pp.
Reason P. 1994. Human inquiry as disci-
pline and practice. See Ref. 142a, 4:40—
56

Reason P, Rowan J, eds. 198Lman
Inquiry: A Sourcebook of New Paradigm
ResearchChichester: Wiley. 530 pp.
Remington RD, Axelrod D, Bingham E,
Boyle J, Breslow L, et al. 1988he Fu-
ture of Public Healthlnst. Med. Publ.,
Washington, DC: Natl. Acad. Press. 225

pp.

Rivo ML, Gray K, Whitaker M, Coward
R, Liburd LC, etal. 1992. Implementing
PATCH in public housing communities:
the District of Columbia experiencd.
Health Educ23:148-52

Robertson A, Minkler M. 1994. New
health promotion movement: a critical
examination Health Educ. Q21:295—
312

Rogers T, Howard-Pitney B, Feighery
EC, Altman DG, Endres JM, et al. 1993.
Characteristics and participant percep-
tions of tobacco control coalitions in
California. Health Educ. Res8:345—
57

Rosenberg Z, Findley S, McPhillips S,
Penachio M, Silver P. 1995. Commun-
ity-based strategies for immunizing the
“hard-to-reach” child: the New York sta-
te immunization and primary health care
initiative. Am. J. Prev. Med.11(Su-
ppl.):14-20

Sarason SB. 198Zhe Psychological
Sense of Community: Prospects for a
Community Psycholog$an Francisco:
Jossey-Bass

Schensul SL. 1985. Science, theory and
application in anthropologyam. Behav.
Scient.29:164-185

Schensul JJ, Denelli-Hess D, Borreo
MG, Bhavati MP. 1987. Urban co-
madronas: maternal and child health re-
search and policy formulationin a Puerto
Rican community. IrCollaborative Re-
search and Social Change: Applied An-
thropology in Action ed. DD Stull, JJ
Schensul, pp. 9-32. Boulder, CO: West-
view. 265 pp.

Schmitz CC, Johnson CM, Himmel-
man AT, Wunderlich M. 1996Cluster
evaluation of the community-based pub-
lic health initiative. Annu. Rep. Final
SummbUniv. Minnesota

Schulz AJ. 1996 valuation Report to
the School of Public Health Community-
Based Public Health Committe&nn
Arbor, Ml

Schulz AJ, Israel BA, Selig SM, Bayer
IS, Griffin CB. 1997. Development



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

156.

157.

158.

159.

160.

161.

162.
163.

164.

165.

166.

167.

168.

COMMUNITY-BASED RESEARCH PARTNERSHIPS 201

and implementation of principles for
community-based research in public

health.J. Commun. Practn press 169.

Schulz AJ, Parker EA, Israel BA, Becker
AB, Maciak B, etal. 1997. Conducting a
participatory community-based survey:

collecting and interpreting data for a 170.

community health intervention on De-
troit’s east sideJ. Public Health Man-
age. PractIn press

Schulz AJ, Israel BA, Becker AB, Hol- 171.

lis RM. 1997. It's a twenty-four hour
thing...a living for each other con-

cept: identity, networks and commu- 172.

nity in an urban Village Health Worker
project.Health Educ. Beha24(4):465—
80

Schurman SJ, Israel BA. 1995. Re-
designing work systems to reduce stress:

a participatory action research approach 174.

to creating change. ldob Stress Inter-
ventions: Current Practices and New
Directions ed. L Murphy, JJ Hurrell, S

Sauter, GP Keita. Washington, DC: Am. 175.

Psychol. Assoc. 439 pp.
Schwartz RM. 1994The Skilled Fa-
cilitator: Practical Wisdom for Devel-

oping Effective GroupsSan Francisco: 176.

Jossey-Bass

Singer M. 1993. Knowledge for use:
anthropology and community-centered
substance abuse researsbc. Sci. Med.
37(1):15-25

Singer M. 1994. Community-centered 177.

praxis: toward an alternative non- domi-
native applied anthropologiuman Or-
gan.53:336-44

Smithies J, Adams L. 1993. Walking the 178.

tightrope. See Ref. 30, 5:55-70

Steckler AB, Dawson L, Israel BA, Eng
E. 1993. Community health develop-
ment: an overview of the works of Guy

W SteuartHealth Educ. QSuppl. 1:S3—-  179.

S20
Steckler AB, McLeroy KR, Goodman

RM, Bird ST, McCormick L, eds. 1992. 180.

Integrating qualitative and quantitative
methods Health Educ. Q.19(1) Spec.
issue

Steuart GW. 1969. Scientist and profes- 181.

sional: the relations between research
and actionHealth Educ. Monog29:1—
10

Steuart GW. 1993. Social and cultural 182.

perspectives: community intervention
and mental healthHealth Educ. Q.
Suppl. 1:599-S111

Stoecker R, Bonacich E, eds. 1992. Par-
ticipatory research, part Am. Sociol.
23:3-115

Stoecker R, Bonacich E, eds. 1993. Par-183.

173.

ticipatory research, part IIAm. Sociol.
24:3-126

Stokols D. 1992. Establishing and main-
taining healthy environments: toward a
social ecology of health promotioAm.
Psychol 47:6-22

Stokols D. 1996. Translating social eco-
logical theory into guidelines for com-
munity health promotionAm. J. Health
Promot.10:282-98

Stokols D, Allen J, Bellingham RL, eds.
1996. Social ecologysm. J. Health Pro-
mot.10(4):244-328. Spec. issue
Stringer ET. 1996Action Research: A
Handbook for PractitionersThousand
Oaks: Sage. 169 pp.

Susser M. 1995. The tribulations of
trials-intervention in communitiesAm.

J. Public Health85:156-58

Susser M, Susser E. 1996. Choos-
ing a future for epidemiology: | eras
and paradigmsAm. J. Public Health
86:668-73

Susser M, Susser E. 1996. From black
box to Chinese boxes and eco-epidemi-
ology. Am. J. Public Health86:674—
77

Tandon R. 1981. Participatory evalua-
tion and research: main concepts and
issues. InParticipatory Research and
Evaluation eds. W Fernandes, R Tan-
don, 1:15-34. New Delhi: Indian Soc.
Inst. 216 pp.

Tandon R. 1996. The historical roots
and contemporary tendencies in partici-
patory research: implications for health
care. See Ref. 31, 2:19-26

Tarlov AR, Kehrer BH, Hall DP, et al.
1987. Foundation work: the health pro-
motion program of the Henry J Kaiser
Family FoundationAm. J. Health Pro-
mot.2:74-80

Terris M. 1987. Epidemiology and
the public health movemend. Public
Health Pol.7:315-29

Traylen H. 1994. Confronting hid-
den agendas: cooperative inquiry with
health visitors. See Ref. 142a, 5:59-
81

Treleaven L. 1994. Making a space:
a collaborative inquiry with women
as staff development. See Ref. 142a,
9:138-62

Trostle J. 1986. Anthropology and epi-
demiology inthe twentieth century: ase-
lective history of collaborative projects
and theoretical affinities, 1920-1970. In
Anthropology and Epidemiologgd. CR
Janes, R Stall, SM Gifford, pp. 59-94.
Norwell, MA: Reidel. 349 pp.

Ugarte CA, Duarte P, Wilson KM. 1992.



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For persona use only.

202

184.

185.

186.
187.

188.

189.

190.

191.

ISRAEL ET AL

PATCH as a model for development 192.

of a Hispanic health needs assessment:
the El Paso experiencé. Health Educ.
23:153-56

Univ. North Carolina at Chapel Hill, 193.

School of Public Health. 1994ppoint-

ments, Promotion, and Tenure Manual. 194.

Adopted Oct. 1
Vega WA. 1992. Theoretical and prag-

matic implications of cultural diversity 195.

for community researchAm. J. Com-
mun. Psychol20:375-91
Wall S. 1995. Epidemiology for preven-

tion. Int. J. Epidemiol24:655-64 196.

Wallerstein N. 1992. Powerlessness, em-

powerment, and health: implications 197.

for health promotion program#&m. J.
Health Promot6:197-205

Wallerstein NM, Bernstein E, eds. 198.

1994. Community empowerment, par-
ticipatory education and health—part I.
Health Educ. Q21:141-268

Wallerstein NM, Bernstein E, eds. 1994. 199.

Community empowerment, participa-
tory education and health—part II.
Health Educ. Q21:279-419

Weiss HB, Greene JC. 1992. An em- 200.

powerment partnership for family sup-
port and education programs and evalu-
ations.Fam. Sci. Re:131-49
Whitehead M. 1993. The ownership of
research. See Ref. 30, 7:83-89

Whitmore E. 1994. To tell the truth:
working with oppressed groups in par-
ticipatory approaches to inquiry. See
Ref. 142a, 6:82-98

Whyte WF. 1991Participatory Action
ResearchNewbury Park, CA: Sage

WK Kellogg Foundation. 199Zomm-
unity-Based Public Health Initiative.
Battle Creek, Ml

Williams DR, Collins C. 1995. US so-
cioeconomic and racial differences in
health: patterns and explanatioAsinu.
Rev. Sociol21:349-86

World Health Organization. 19460n-
stitution.New York: WHO

World Health Organization. 198&xt-
tawa Charter for Health Promotion.
Copenhagen, WHO

World Health Organization. 1987.
Healthy Cities: Action Strategies for
Health PromotionCopenhagen: WHO
Reg. Off. Eur.

Yeich S, Levine R. 1992. Participatory
research’s contribution to a conceptual-
ization of empowerment]. Appl. Soc.
Psychol 22:1894-908

Zich J, Temoshok C. 1986. Applied
methodology: a primer of pitfalls and
opportunities in AIDS research. [fhe
Social Dimensions of AID®d. D Feld-
man, T Johnson, pp. 41-60. New York:
Praeger. 274 pp.



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For personal use only.

Annual Review of Public Health
Volume 19, 1998

CONTENTS

Musings on Sixty Years in Public Health, Lester Breslow

Econometrics in Outcomes Research: The Use ofInstrumental Variables,
Joseph P. Newhouse, Mark McClellan

Assessment of Occupational Exposures in Community-Based Case-
Control Studies, Valerie McGuire, Lorene M. Nelson, Thomas D.
Koepsell, Harvey Checkoway, W. T. Longstreth Jr.

Hormone Replacement Therapy, Heart Disease, and Other
Considerations, Elizabeth Barrett-Connor, Deborah Grady
Chemoprevention of Lung Cancer: The Rise and Demise of Beta-
Carotene, Gilbert S. Omenn

Environmental Risk Factors and Female Breast Cancer, Francine Laden,
David J. Hunter

Evaluating the Cost-Effectiveness of Clinical and Public Health Measures,
John D. Graham, Phaedra S. Corso, Jill M. Morris, Maria Segui-Gomez,
Milton C. Weinstein

Public Health in Central and Eastern Europe and the Role of
Environmental Pollution, R. E. Little

Review of Community-Based Research: Assessing Partnership
Approaches to Improve Public Health, Barbara A. Israel, Amy J. Schulz,
Edith A. Parker, Adam B. Becker

Youth Access to Tobacco: Policies and Politics, Jean L. Forster, Mark
Wolfson

Tick-Transmitted Infectious Diseases in the United States, DH Walker

Preventing Youth Violence: What Works?, Arthur L. Kellermann, Dawna
S. Fuqua-Whitley, Frederick P. Rivara, James Mercy

Prevention of Bicycle-Related Injuries: Helmets, Education, and
Legislation, Frederick P. Rivara, Diane C. Thompson, Matthew Q.
Patterson, Robert S. Thompson

Successful Behavioral Interventions to Prevent Cancer: The Example of
Skin Cancer, A. Baum, L. Cohen

Tobacco Dependence Treatments: Review and Prospectus, S. Shiffman,
K. M. Mason, J. E. Henningfield

Strategies to Reduce Driving under the Influence of Alcohol, William
DeJong, Ralph Hingson

Implications of The Results of Community Intervention Trials, Glorian
Sorensen, Karen Emmons, Mary Kay Hunt, Douglas Johnston

Organizational Diversification in the American Hospital, Timothy S.
Snail, James C. Robinson

A Mini-Symposium on Managed Care: Introduction, Deborah Freund,
Merwyn Greenlick

Medicare and Managed Care, Harold S. Luft

Managed Care Data and Public Health: The Experience of Group Health
Cooperative of Puget Sound, Paul A. Fishman, Edward H. Wagner

Mental Health and Managed Care, Mary L. Durham

EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND
TREATMENT AND MANAGED CARE, Margo L. Rosenbach, Norma
I. Gavin

17

35

55

73

101

125

153

173

203

237

271

293

319

335

359

379

417

455
459

477

493

507



Annu. Rev. Public. Health. 1998.19:173-202. Downloaded from arjournals.annualreviews.org
by UNIVERSITY OF WASHINGTON on 07/18/05. For personal use only.

Managed Care and Public Health Departments: Who is Responsible for
the Health of the Population?, Bruce W. Goldberg

527



