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Abstract

The prevailing emphasis in health education is on understanding and
changing life-style choices and individual health behaviors related to health status.
While such approaches are appropriate for some health problems, they often ignore
the association between increased morbidity and mortality and social, structural and
physical factors in the environment, such as ihadequate housing, poor sanitation,
unemployment, exposure to toxic chemicals, occupational stress, minority status,
powerlessness or alienation, and the lack of supportive interpersonal relationships.
A conceptual model of the stress process incorporates the relationships among these
environmental factors, powerlessness (or conversely empoWerment), social support,
and health status. ’ |

The conéept of empowerment has been examined in diverse academic
disciplines and professional fields. However, there is still a lack of.clarity on the
conceptualization of empowerment at different levels of practice, including its
measurement, relationship to health, and application to health education. The
purpose of this article is to address these issues as they relate to the concept of
community empowerment. It provides a definition of community empowerment
that includes individual, organizational, and community levels of analysis; describes
how empowerment fits within a broader conceptual model of stress and its
relationship to health status; and examines a series of scales that measure
perceptions of individual, organizational, community and multiple levels of control.

The article concludes with broad guidelines for and barriers to a community

empowerment approach for health education practice.







HEALTH EDUCATION AND COMMUNITY EMPOWERMENT:
CONCEPTUALIZING AND MEASURING PERCEPTIONS OF INDIVIDUAL,
ORGANIZATIONAL AND COMMUNITY CONTROL

The fundamen’gal conditiqns and resources for health are peace,
shelter, education, food, income, a stable eco-system, sustainable
resources, social justice and equity. Improvement in health requires a
secure foundation in these basic prerequisites. (1)

The prevailing emphasis in health education interventions  is on
understanding and changing factors that affect life-style choices and individual
health behaviors related to health status. While such approaches to changing
individual behavior are appropriate for addressing some health problems, they
often ignore the association between increased morbidity and mortality and Social,
structural and physical factors in the environment such as inadequate housing, poor
sanitation, unemployment, exposure to toxic chemicals, occupational stress, minority
status, poor education (2-10), powerlessness or lack of control or alienation (3, 11-
16), and the lack of supportive interpersonal relationships (2, 17). A conceptual
model of the stress process incorporates the relationships among these
environmental factors, powerlessness (or conversely empowerment), social support,
and mental and physical health status (2). |

Many of these risk factors are beyond the ability of any one individual to
control or change. Exposure to water contaminated by hazardous waste is neither
caused nor eliminated by a single individual but reflects social processes and
inequalities. Toxic production and waste facilities have been found to be
disproportionately located in poor and minority communities whose residents lack
access to and influence over decision makers (18). Also, access to nutritious and
affordable food in low income communities is not determined by the individuals

residing within them, but by processes of production and distribution which reflect

regional, national, and international corporate and governmental interests.




Health educators committed to improving health and well-being might want
“to teach" individuals how to find alternative water or food supplies, but this
approach has the danger of both blaming the victim (19) and doing little 'to
eliminate the source of the problem itself. Health educators particularly committed
to meeting the needs of economically, culturally or ethhically marginalized people
need to work with them to obtain the basic prerequisites of health as defined by the
Ottawa Charter for Health Promotion (presented above, 1). This requires that
health educators not just develop programs aimed at individual behavior change,
but also engage in collective action for social change (20-21). Application of the
concept of empowerment within a framework of the stress process at the community
level can provide ‘health educators with useful guidelines for understanding the
complex determinants of health, and can inform the design, conduct and evaluation
of community-based health education programs.

The concept of empowerment has been examined at different levels of
practice in diverse academic disciplines and professional fields (3, 7, 8, 11, 16, 22-
31). Within this literature, tﬁere have been numerous discussions of measurement
issues and calls for the development of instruments to measure empowerment.
However, there is still a lack of clarity on how empowerment is conceptualized at
different level§ of practice, its relationship to health, its measurement, and its
application to health education practice. The purpose of this article is to address
these issues as they relate to the concept of community empowerment. It provides a
definition of community empowerment that includes individual, organizational, and
community levels of analysis; describes how empowerment fits within a broader
conceptual model of stress and its relationship to health status; and examines a
series of scales that measure perceptions of individual, organizational, community
and multiple levels of control. The article concludes with broad guidelines for and

barriers to a community empowerment approach for health education practice.




WHAT IS COMMUNITY?

In order to use the concépt of empowerment and conceptual framework of
the stress process to guide health education strategies at the community level, it is
important to clarify- what is meant by "community". While there are many
definitions of community (e.g., 32-38), the one used here draws upon Sarason (33),
Klein (32), and Steuart (34). A community is a locale or domain that is
characterized by the following elements: 1) membership - a sense of identity and
belonging; 2) common symbol systems - similar language, rituals and ceremonies; 3)
shared values and norms; 4) mutual influence - community members have influence
and are influenced by each another; 5) shared needs and commitment to meeting
them; and 6) shére emotional connection - members share common history,
experiences, and mutual support. Communality may be geographically bounded
(e.g., a neighborhood), but is not necessarily (e.g., an ethnic group). Furthermore, a
city or catchment area may be just an aggregate of non-connected people, may
include numerous communities, or may have little sense of communality. Different
neighborhoods within a city will vary in the extent to which they have a sense of
community. |

This definition of community is important for the present discussion because
a community empowerment approach within the stress framéwork - with its
emphasis on collective analysis, action and control - suggests that the health
educator needs to identify and work within contexts which already show some sense
of community. If this is not the case, then the initial task is to try to strengthen
communality, or recognize that the individual, family, or social network may be
more appropriate as the unit of practice.

WHAT IS COMMUNITY EMPOWERMENT?
The concept of empowerment has been examined in diverse disciplines and

professional fields (3, 7-8, 11, 16, 22-31) with widely varying definitions and




assumptions. The purpose here is not to review this extensive literature (see for
example, 8, 26-30), rather, the aim in this article is to highlight the major
definitional and conceptual issues regarding community empowerment within the
context of the stress model, and to discuss the relationship of these issues to health
education practice and the measurement of empowerment.

Empowerment, in its most general sense, refers to the ability of people to
gain understanding and control over personal, social, economic and political forces
in order to take action to improve their life situations (24, 27, 30). In contrast to
reactive approaches which derive from a treatment or illness model, the concept of
empowerment is positive and proactive. Empowerment is often defined for
different levels of analysis and practice - e.g., individual, organizational, and
community. Linkages among levels are a topic of considerable debate énd will be
discussed following definitions of each of the levels.

Individual or psychological empowerment refers to an individual's ability to
make decisions and have control over his or her personal life. It is similar to other
constructs such as self-efficacy (39) and self-esteem (40) in its emphasis on the
development of a positive self-concept or personal competence. - In addition,
psychological empowerment incorporates the establishment of a critical or
analytical understanding of the social and political context, and the cultivation of
both individual and collective resources and skills for social action (41). Thus,
empowerment at the individual level combines 1) personal efficacy and competence,
2) a sense of mastery and control, and 3) a process of participation to influence
institutions and decisions (26, 42). Empowerment at the individual level isAlinke'd
with the organizational and community levels through the development of personal
control and competence to act, social support, and the. development of

interpersonal, social and political skills (41, 43).
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The literature on organizational empowerment draws héavily from

democratic management theory (44). Empowering organizations are democratically
managed, in which members share information and power, utilize cooperative
decision-making processes, and are involved in the design, implementation, and
control of efforts toward mutually defined goals. Consequently, they empower
individuals as part of the organizational process. Empowering organizations
recogm'ze and incorporate cross-cutting linkages among members, such as interest
groups, status groups, and formal sub-units. An empowered organization also has
influence within the larger system of which it is a part (26, 45). Thus, empowerment
at the organizational level incorporates both processes that enable individuals to
increase their control within the organization, and the organization to influence
policies and decisions in the larger community. This conception of organizations as
both empowered and empowering helps provide the link between the organization
level and the individual and community levels of empowerment (43).

- An empowered community is one in which individuals and organizations
apply their skills and resources in collective efforts to meet their respective needs.
Through such participation, individuals and organizations within an empowered
community provide enhanced support for each other, address conflicts within the
community, ahd gain increased influence and control over the quality of life in their
community. Similar to an empowered organization, an empowered commurﬁty has
the ability to influence decisions and changes in the larger social system. Hence,
empowerment at the community level is connected with empowerment at the
individual and organizational levels (43). This conceptualization is similar to the
definition of neighborhood empowerment as composed of "capacity and equity"
(46), where capacity is defined as the use of power to solve problems and equity is

defined as getting a fair share of resources.




Researchers and practitioners continue to debate the relationships among

individual, organizational, and community levels of empowerment; whether the

three levels can be addressed separately or simultaneously, and whether one level

leads to another (45). Although professionals generally agree that all levels need to
be targeted, much of the literature on empowerment focuses on the individual level.
We argue that for empowerment to be a meaningful concept, distinct from others
such as self-esteem and self-efficacy, the cultural, historical, social, economic and
political context within which the individual exists must be recognized. It is possible
to develop a program aimed at individual empowerment, but if this does not
consider the context in which the individual is embedded - such as the organization
or community - then there is less likelihood that actual increases in influence and
control and concomitant improvement in health and quality of life will occur. Thus,
while the three levels have important independent properties, they are not mutually
exclusive.

This perspective highlights not just empowerment at multiple levels, but also
the combination of empowerment across all three levels. Freire's (23) concept of
conscientization provides a foundation for linking these three levels.
Conscientization involves the development of a sense of identification with a group,
of shared fate with that group, and of self and collective efficacy. The latter
component involves both the belief that effective action is possible, and the
capability (skills and resources) to develop effective strategies for action. Through a
dialectical process of collective reflection and action (i.e., praxis), individuals,
organizations, and the community as a whole develop the capacity to act effectively
to create social change (22, 23, 47).

While we do not wish to suggest that a single focus on the individual,

organization, or community alone is not viable, we do argue that a model of

community empowerment that links all three levels provides the most effective




means to collectively provide the support and control necessary to develop needed
skills, resources, and change. This multilevel concept of community empowerment
suggests that change at one level will be associated with changes at other levels (43).
In accordance with this model, as action at the organizational or community level
results in enhanced collective problem-solving capabilities and increased influence
and control over resources, those individuals involved in the process will experience
greater control, and individual empowerment will be increased. We use the term
"community empowerment" to refer to this multilevel concept to clearly differentiate

from the frequent use of the term "empowerment" as an individual level construct.

Critical Issues and Dimensions of Community Empowerment

In addition to the definition of community empowerment, there are other
issues that also have implications for community health education practice and
research. These include the role and conceptualization of power; empowerment as a
process and outcome; actual or perceived empowerment; and domain and time
frame.

| The role and conceptualization of power in relation to the concept of
empowerment has been addressed extensively in the literature (16, 22-23, 29, 31, 45,
48). The responsible exercise of power is central to the concept of community
empowerment. A community empowerment model transcends hierarchical,
patriarchal, coercive, or violent conceptualizations of power (45), and challenges the
assumption that power is a zero-sum commodity, that is, increasing the power of one
community, organization or individual implies decreasing the power of another (29,
49). A community empowerment model emphasizes participaﬁon, caring, sharing,
responsibility to others, and conceives of power as an expanding commodity (45).
Another central issue in the literature concerns whether empowerment is a

process and/or an outcome. Used as a verb, "to empower" refers to a process

through which people gain influence and control over their lives, and hence, become




empowered. It is important here to distinguish between the primary dictionary
definition of "empower" - to invest or give power or authority to others; and the
secondary definition - to enable others, or to give others abilities in order that they
may obtain power through their own efforts (29). It is critical for health educators
trying to facilitate an empowering process, to adhere to this latter definition. That
is, health educators cannot "give" power to people, but can enable others to
strengthen skills and resources to gain power over their lives (30).

Used as a noun, empowerment refers to a state of being empowered as an
outcome of the process. Focusing on empowerment as an outcome of a health
education intervention provides one measure of the success of the process. It is one
thing to know that people aré engaged in a process of. strengthening the skills and
resources needed to have influence and control over their lives. It is another to
know that the process results in the attainment of these goals and the ability to
transfer lessons learned in one situation to other areas (45). We argue, as have
others (16, 29, 45), that empowerment is both a process and an outcome: this has
important implications for intervention strategies and measurement. For example,
different data collection methods are needed to assess the process of collective
action within a community, and the resulting increase in power and control of the
people involved.

This discussion leads to another issue regarding whether empowerment
refers to pergeivéd feelings of power and control, or to the actual reality of the
reallocation of power and resources through structural change (29). While
perception and subjective experience are critical, without actual changes in the
objective reality the end stage of empowerment has not occurred. From a
measurement perspective, this issue raises another concern regarding the limitations

of using only self-report measures (an example to be presented below) to assess

objective reality.




The process of empowering communities is dynamic and ever-changing. A

community and its constituent individuals and organizations can be empowered in
some domains but not in others, and at some times but not at others (45). For
example, a community may be successful in influencing the development of needed
health services, but may not be as effective in keeping jobs in the community.
Empowerment cannot necessarily be achieved in the short rum, but takes
commitment to a ng—t_er&p_rg@eg - that is, empowerment over the "long haul"

(50).

WHY A COMMUNITY EMPOWERMENT APPROACH TO HEALTH
EDUCATION?
Epidemiological, sociological, and psychological evidence of the relationship
betweeh influence, control and health, provides a rationale for a community
empowerment approach to health education. For example, studies show an
association between powerlessness (or similarly, learned helplessnéss, alienation,
'exploitation) and mental and physical health status (3, 11-16). Other research has
linked poverty - economic powerlessness - with high ratés of social dysfunction,
increased morbidity and mortality, and decreased access to primary and preventive
care (3). Additional research has shown an association between the experience of
stress and the development of diverse physical, psychological and behavioral
disorders (2, 4, 51, 52). The conceptual model of the stress process incorporates
most of these factors, and is presented here as a useful framework for guiding health
education community empowerment interventions.
Research evidence sﬁggests that stress is related to physiologicai,
psychological, and behavioral outcomes; and that psychosocial factors, including
control, play -an important role in modifying levels of stress, health, or the

relationship\bgtween stress and health (2, 4, 12-15, 51-55). This model is most often

explained in terms of how an individual experiences the stress process (2). There are
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also some examples of its use in the identification of stress and the design of
interventions at the . organizational level (2, 56, 57). In accordance with the
community empowerment approach to health education being suggested here, the
framework will be described as a guide to understanding stress and health within a
community context. Thus, similar to the multilevel dimensions of community
empowerment, the stress model presented here recognizes the interrelatedness of
the role of stressors on health and quality of life at the individual, organizational
and community levels. |

The conceptual model of the stress process (Figure 1) posits five major
elements: 1) stressors, or psychosocial-environmental conditions conducive to stress
(e.g., death of key community leaders, daily hassles with a government official,
powerlessness, poverty status, malnutrition, natural disaster, exposure to toxic
chemicals); 2) pergeptions of stressors as stressful by the individual or community
members collectively; 3) immediate or short-term responses to perceived stress (e.g.,
elevated blood pressure, tenseness, alcohol use, reduction of jobs and property
values); 4) enduring or long-term health outcomes stemming from perceptions ahd
short-term responses (e.g., cardiovascular disease, anxiety disorder, alcoholism,
destroyed water quality, industrial and residential relocation); and 5) conditioning
variables (characteristics of individuals and the situation) that influence the
relationship among the first four elements (e.g., presence or absence of supportive
relationships, community problem-solving abilities, cdmmunity control, socio-

economic status) (2).

Figure 1 here

The psychosocial-environmental conditions conducive to stress include five

categories of stressors. Each of these categories contains stressors that could be

experienced throughout a community, rather than just a stressor of an isolated
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individual. Below are definitions of each of these categories with examples at the
community level.

1._Major life events are the discrete events that disrupt normal activities and
frequently require adaptive responses. .While these usually apply to individuals
more than communities, examples at the community level include a school or plant
closing or death of a key community leader.

2. Daily hassles are minor events that occur in people's day-to-day lives that are
perceived as frustrating or bothersome (58). For example, within a community
exposed to contaminated water, members may experience ongoing disagreements
with a government official or arguments with an industry representative.

3. Chronic stressors are the challenges, hardships and problems that people or
communities experience over long periods of time (53). Chronic stressors that may
occur at a community level include poverty, long-term unemployment, lack -of
influence and control over decisions that affect the community - powerlessness, high
crime rates, harrassment by the police, and racism.

4, Cataclysmic events are sudden disasters that require major adaptive responses
from all people who experience them (59). At the community level these include
hurricanes, earthquakes or discovery of toxic waste dumps.

5. Ambient stressors are continuous and often unchanging conditions in the physical
environment (59). Examples include long-term exposure to toxic chemicals, noise or
air pollution. '

As shown in Figure 1, conditioning variables which mediate between
stressors and health outcomes fall into four groups: social, psychological, biophysical
and genetic. These variables influence how an individual or community experiences
the stress process. As defined earlier, the concept of community control or
empowerment is one of the social conditioning variables. Thus, for example, a

community that has a history of coming together and collectively influencing

decisions that effect the community - that is, an empowered community, will be
better able to deal with subsequent stressful situations than a community with little
control or influence. |

| The concept of social support - while not the focus of this article - is another
element of the stress model that has relevance to a community empowerment

approach. Extensive research suggests that social support may directly enhance

health regardless of stress level,‘ as well as protect people from negative
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consequences of stressful situations (2). Therefore, in those communities where
members provide one another with emotional support (empathy, love, caring),
instrumental support (tangible aid, services), informational support (advice,
suggestions, information), and appraisal support (feedback, affirmation, social
comparison) (4), members would be expected to be at less risk of the negative
effects of stress than in communities where such mutual support does not exist.

This conceptual framework of the stress process suggests several broad
guidelines for a community empowerment approach. Such health education
interventions should seek to: |
- reduce chronic community stressors (e.g., poverty and powerlessness) and ambient
stressors (e.g., exposure to toxic wastes) through programs involving community

members experiencing these conditions;

- strengthen conditioning variables such as control and social support within the
community;

- foster collective action aimed at organizational, community and social change to
achieve lasting and significant change in health and quality of life;

- focus on examination of the effects of interventions on psychological, behavioral,
physical, and ecological well-being, rather that solely a categorical disease focus;
and

- obtain community members' active involvement in and control over program
planning, implementation and evaluation as a health enhancing process itself.

HOW CAN COMMUNITY EMPOWERMENT BE MEASURED?
In order to evaluate health education community empowerment

interventions, it is important to develop a method for assessing the extent to which

community empowerment exists in a given community and for documenting its
development over time. While there have been numerous discussions in the
literature of measurement issues and calls for the development of instruments, the
multilevel concept of community empowerment has rarely been operationalized and
measured. In this section we describe our experience in the development and pilot
testing of such measures and discuss the limitations of the indices. (For an excellent

discussion of measurement issues in general, see Wallerstein, 16.)
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Methods. Our measurement draws on research through the Detroit Area
Study (DAS), a large, random sample survey conducted yearly at the University of
Michigan. The research objectives of the study change depending upon the key
faculty members who direct the project for a given year. The development of the
survey instrument, the drawing up of the sample, the collecting of data through face-
to-face interviéws, and the analysis of the data is carried out by graduate students as
part of their training experience, working in-conjunction with the faculty director
and several full and part-time research staff members. .

The 1989 DAS examined the social, economic, and political profile of the city
of Detroit and two surrounding counties; community members' views of the most
important problems facing their communities; and the nature and extent of public
involvement in community problem-solving (60). Face-to-face interviews

(approximately 1 hour in length) were conducted between April and August in 1989.

with 916 randomly selected adults from forty-seven communities in the greater
Detroit area. This involved a multi-stage area probability sample of housing units -in
the tri-county area, proportional to estimated sample size (466 residents), and an
oversampling of residents in the city of Detroit (450 residents).

Measures. In the fall of 1988, during the planning phase of the DAS, we
were involved in a seminar series on empowerment, and were challenged by the
lack of measurement instruments consistent with our multilevel conceptualization of

community empowerment. Thus, we developed a set of twelve questions designed

to assess individual perceptions of control or influence at the three levels of analysis
- individual, organizational and community - for inclusion in the DAS survey. Our
purpose was to develop indices measuring perceptions of control or influence at the
three levels of analysis, to test the reliabilities of these indices, to develop a single
scale including the three indices which could be used as a measure of the multilevel

concept of empowerment, and to examine the correlates of perceptions of control
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by using other questions in the DAS survey (43). In accordance with our
conceptualization of community empowerment across all three levels, the intent of
the items at the organizational and community levels was to assess both perceptions
of individual influence within an organizational and community context and the
perceived influence of the organization and community within a broader sphere.
Our 12 questions were asked following others that inquired about the
participants' involvement in numerous organizations (e.g., national organizations,
neighborhood organizations, chufches). The respondents were asked to identify all

the organizations to which they belonged and to select the one that was the most -

important to them. The questions measuring perceived control at the organizational
level were asked with regard to that organization. Participants who were not
members of any organizations were not asked these questions. A four point
response scale, ranging from 1=disagree strongly to 4=agree strongly, was used for
all the items. The twelve items measuring perceptions of control are presented in

Table 1.

Table 1 here

Results. Based on the results of a factor analysis, three subscales were
created by summing the constituent items. Internal reliabilities of each of these
indices and the overall community empowerment scale (all twelve items) wére
calculated using Cronbach's alpha as a measure of the average inter-item
correlation. The three subscales correspond to perceived control at the individual

level (the sum of items 6 and 8 in Table 1, alpha=.66), the organizational level (the

sum of items 1 through 5, alpha=.61), and the community level (the sum of the
values for items 7, 9, 10, 11, and .12, alpha=.63). A multilevel scale that includes all

twelve items was also created (alpha=.71). Correlations among the three subscales
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were: .15 between individual and organizatibnal; 22 bet§veen individual and
community; and .39 between organizational and community.

Thus, the scale does appear to assess three levels of perceived control, and
the organizational and community level indices tap both perceptions of individual
influence within the two domains, and the perceived influence of the organization
and the community in the larger environment. The instrument also provides a
measure of community empowerment across all three levels as defined earlier. In
an investigation examining the correlates of these measures of perceived control, we
found that participation in.organizations which attempt to influence public policy,
taking an active or leadership role in a voluntary organization, and belief that taking
action is an effective means to influence community decisions are important
predictors of perceived control at the organizational and community levels (43).

Potential uses of the instrument. The perceived control indices could be

used by a health educator engaged in a community empowermeht intervention for
both assessment and evaluation purposes. As part of the community diagnosis and
needs assessment phases, the questions could be asked of community members
individually and/or in a group setting and used to generate discussion among
community members regarding their definition of empowermeht and their
assessment of the level of influence and control that individuals, organizations and

the community have as a whole. The results of such a discussion could be used to

guide the selection of specific action strategies aimed at enhancing community
empowerment involving all three units of practice.

The measurement instrument could also be used in a survey to gather

. baseline data on perceptions of influence and control within a community or

communities. Here again, the results of the aggregated survey data could be used to

assess the extent to which perceived control exists as a resource or lack of control is

present as a stressor that needs to be addressed. After the implementation of
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relevant interventions, a follow-up survey could be condﬁcted to evaluate any
changes in perceptions. Such a survey could also be used to investigate basic
research questions longitudinally to further our understanding of the community
empowerment concept, e.g, what are the major correlates of community
empowerment, how do perceptions of control differ within subpopulations in a
community, how do these change over time? There are, however, limits to the
application of this instrument and these are examined below.

Limitations of the instrument. The scales described here provide a partial
measure of empowerment, examining individual perceptions of control or influence
at multiple levels. These perceptions were assessed by the use of a survey
instrurrier_lt with closed ended items which are not able to capture the richness and
complexity of the community empowerment concept. For example, the
development of conscientization (23) which has been identified as a key component
of a multilevel empowerment perspective is not measured by these items, nor is
thére an assessment of the broader social-political-economic-cultural context that
affects empowerment. The use of more in-depth, semi-structured interviews, focus

groups, and community observations throughout a community empowerment

intervention i§ needed to better assess empowerment as both a process and
outcome. However, a relatively short survey instrument, as presented here, can be
used with large numbers of participants to assess the level of and any changes in
community empowerment. Thus, we suggest the simultaneous use of bdth
quantitative and qualitative methods to measure community empowerment over
time, for the purposes of problem identification, illumination of meaning, and
triangulation of results (61).

A second limitation of this scale is that it measures individuals' perceptions

of influence and control across levels. The scale neither measures actual control,

nor obtains a collective assessment, at the organizational and community level, of
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perceived or actual control. Here again, observational and group assessment
techniques would overcome these limitations. A third limitation of the scale is that
the definition of community was not incorporated into the questionnaire;
respondents answered the questions using individual and undetermined conceptions
of community. The instrument would be most useful for intervention purposes if all
respondents within a particular community were asked to answer the questions with
the same community in mind.

. Fourth, this instrument was developed and tested with respondents from a
large urban area in the midwest involving primarily persons of either African-
American or European-American descent. The concepts of community, control and
empowerment may differ across cultures and regions, and these variations need to
be taken into consideration when adapting the scale to other areas. Finally, while
this instrument was pretested with community members and revised based on their
feedback, it was developed by the researchers based on their conceptualization of
perceived control. An alternative approach, consistent with the definition of
empowerment, would be to actively involve community members in the generation
and testing of the questionnaire items.

Despite these limitations, as described earlier, the pefceived control indices
have potential use for health educators engaged in community empowerment

interventions. It is important to acknowledge that many of these limitations apply to

all closed-ended survey instruments, and that the concommitant strengths of using

such a data collection approach are applicable to these indices as well (e.g.,
generalizability, reliability). The indices presented here are considered to be an
initial formulation for assessing the multiple levels of perceived control. One of the
next steps in this instrument development process is to use this measure in the
context of a community empowerment intervention, along with other assessment

methods, and to refine the scales as appropriate. The following section elaborates
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on the implications of a community empowerment perspective for health education
practice.
GUIDELINES FOR A COMMUNITY EMPOWERMENT PERSPECTIVE
‘ FOR HEALTH EDUCATION PRACTICE

Health educators need to consider numerous factors in the design,
implementation, and evaluation of coﬁununity empowerment interventions. It is
beyond the scope of this article to present a specific program example, rather a
broad approach and several general guidelines for practice are suggested. First of
all, in adherence with the tenets of community empowerment, with its emphasis on
increased power and control across multiple units of practice, we suggest the use of
a participatory action research approach. This approach involves practitioners,
researchers and community members in a joint process to meet the specific needs
of the community (intervention objectives) and to increase, for example, the
understanding of empowerment and the effects of the interventions (research and
evaluation objectives). Participatory action research (PAR) invoives a cyclical
problem-solving process of diagnosing, action planning, action taking, evaluating,
and specifying learning (62). The key characteristics of the approach include:
(adapted from 56):
1. Itis particigatdg{. The needs and problems addressed are generated by the
community members themselves and not just by the theories and concerns of the
health educators. The community members are involved in all aspects of the action

and research (62, 63-65).

2. It is cooperative. Community members and health educators engage in a
collaborative, joint process in which both contribute their expertise (62, 65-66).

3. Itis a co-learning process. Health educators apply their theories and knowledge
and also recognize and build on community members' "local theories" of the
community (64).

4. It involves system development. Through the PAR process, a system (e.g., a
community and its constituent organizations and individuals) develops the
competencies to engage in the cyclical process of diagnosing and analyzing
problems, and planning, implementing, and evaluating interventions aimed at
meeting identified needs (62, 65).
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5. It is an empowering process. Through participation, community members,
organizations, and the community as a whole gain increased influence and control,
which is in turn associated with health and quality of life (2, 67).

6. It achieves a balance between research and action goals and objectives. Health
educators and community members jointly determine and strive to maximize both
increased knowledge and understanding of a given phenomenon, and jointly take
actions to change the situation (68).

Thus, in choosing to use a participatory action research approach, a health
educator can identify process and outcome goals and objectives that are consistent
with the community empowerment concept. Using this approach, it is not possible
for the health educator to define specific health problems or behaviors prior to
joining with the community in this cooperative, co-learning process. However, from
the perspective of the stress model presented earlier, the health educator can
engage in a PAR project with the specified objectives of identifying and addressing
sources of stress in the community, and the existence of conditioning variables (e.g.,
control, social support). The model of the stress process and the cohcept of
community empowerment are most helpful in guiding health educators using a PAR
approach in communities exposed to stressors that are beyond any one individual's

ability to control (e.g., inadequate housing, violence, exposure to environmgntal

hazards). In such situations, health education interventions are needed that involve

collective action aimed at community and social change as well as individual change.
Using a PAR approach to reduce community stressors and to enhance

community empowerment suggests several general guidelines for practice.

1. Program goals need to focus on reducing sources of stress as well as strengthenipg
resources that may have a positive effect on stress and health, e.g., control, social
support.

2. Program participants need to be actively involved and have infuence in all aspects
of program planning, implementation and evaluation (e.g., interventions need to
address the problems defined by the community itself).

3. Intervention outcomes need to include potential program effects on psychological,
physical, behavioral and ecological/environmental well-being, not solely a
categorical disease focus. :
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4. Program goals and objectives need to specify, and measurement instruments need
to assess, both the process of increasing influence and control (e.g., participation in
community meetings), and the outcome of the process (i.e., actual influence over a
decision that affects the community). _

5. Program goals and objectives need to be designated, and quantitative and
qualitative data collection instruments developed, that assess across individual,
organizational and community levels of empowerment (e.g., the measures of
perceived control presented here).

6. Community based activities need to establish operating norms that are consistent
with the concept of empowerment, e.g., consensus decision-making, sharing of
information anclp power, mutual respect and support. ,

7. Program activities need to be carried out in a way that ensures capacity building,
skill development, and ownership of the process.

8. Community based activities need to balance efforts spent on action with critical
reflection.

These principles of practice flow directly from the model of the stress process
and the concept of community empowerment. Some are very similar to the -basic
tenets of health education practice, especially the relevant community organization
models of comﬁmnity development, social action, and consciousness-raising (8, 23-

24, 34, 69-72), and hence, these models provide additional specific suggestions for

strategies and tactics. appropriate for health education interventions aimed at
community empowerment.

WHAT ARE THE BARRIERS TO A COMMUNITY EMPOWERMENT
PERSPECTIVE?

While we advocate the application of the stress model and a community

empowerment approach to health education, we also recognize that there are

limitations and barriers to this approach. These may specifically relate to- the
community, to the health educator and his or her organization, and to external
factors. The barriers include (45, 47):

- situations where community members' past experiences and normative beliefs
result in feelings that they do not have infﬁxence within the system (powerlessness,

quiescence) and hence, they may feel that getting involved in an empowerment
intervention would not be worthwhile;
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- differences in, for example, values, social class, race, ethnicity, that often exist
between community members and health educators that may impede trust,
communication, and collaborative work;

- difficulty in assessing/measuring community empowerment and being able to show
that change has occurred;

- that this approach is not widely understood and valued by the health education
profession;

- difficulty in facilitating an empowering process if one is working in an organization
that is disempowering;

- the frequent perception that power is a finite commodity, rather than the concept
of power as a resource that can be generated - which underlies the empowerment
model;

- risks involved with challenging the status quo, for the individual, organizations and
community as well as the health educator;

- difficulty for a community to transfer knowledge and skill gained in one arena
e.g., through the successful obtainment of needed health services) to other issues
e.g., development of an economic development program);

- that although individuals, organizations and local communities may gain power
and resources within a limited area they may have no influence in the larger system;

- that a focus on the local community may not be effective in the long run in the
context of today's global world.*

This discussion is not intended to dissuade the interested health educator,
but rather to acknowledge that this is a complex process that cannot be
accomplished over the short term. Nor is it a panacea which, once implemented,
will resolve long-standing conflicts and inequalities. There are parties that will be
threatened by any attempt to reduce major community level stressors and change
the power structure. The health educator and the community need to consider
carefully the potential resistances they may encounter. It is also important to

recognize the change process as developmental, that involves time to enhance local

*As a colleague stated at a conference on empowerment: "In today's global world,
what does the empowerment of one community mean? Can it be separated from all
similarly affected communities? If we empower one group of workers in Appalachia
to fi%ht toxic waste, we may simply be moving the toxic chemicals to the Third
World. Can empowerment occur at the individual or community level without being
inclusive of the links globally? If we don't address this global structure, however, we
can be turned against one another. So in the end we are disempowered as we
struggle with the local issues." (45, p. 8) '
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community empowerment, and time to link communities together for mutually

beneficial collaboration in a more global community.

CONCLUDING COMMENTS

In this érticle we have provided a definition of community empowerment that
includes individual, organizational and community levels of analysis, and have
presented a rationale for a community empowerment approach for health education
based on the conceptual model of the stress process. A series of scales that measure
perceptions of individual, organizational, community, and multiple levels of control
were examined, while recognizing the need for further measurement refinement and
the use of multiple methods to assess community empowerment. We provided
general practice guidelines for using a participatory action research approach to
collaborate with community members as a means to both advance knowledge of this
perspective and also strengthen the health and well-being of the people with whom
we work. |

We realize that this community empowerment perspective is not appropriate
for all situations or for all health educators. Theory, however, is like a camera lens
that helps us focus what we see and how we work within a given frame. Within this
analogy, a telephoto lens brings fewer objects into focus and narrows our field of
view. Similarly, a theory that considers only the relationship between individual
behavior and physical illness allows only a narrow field of vision. On the other
hand, when looking through a wide-angle lens many objects are in focus within a
broad field of view; such is the case when using the stress model and the conéept of
community empowerment to guide our interventions. We suggest that health
educators need to have multiple camera lenses in their repertoire, in order to view
the diverse people and situations with which we work. These camera lenses then,

and particularly the wide-angle lens that has been presented here, can be used to

guide our thinking and action. In engaging in this process that at times can seem
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overwhelming, it is important to recall the practice principle of educator Myles
Horton (50) that nothing good comes from desperation and despair, rather real

change comes through hope.
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TABLE 1

Perceived Control Scale Items:
Multiple Levels of Empowerment Indices

For the first five items, the interviewer asked the participants to "please answer the
following questions thinking about the organization that you identified as most
important to you. Do you agree strongly, agree somewhat, disagree somewhat or
disagree strongly?"

1. I can influence the decisions that this organization makes.

2. This organization has influence over decisions that affect my life.

3. This organization is effective in achieving its goals.

4. This organization can influence decisions that affect the community.

S. I am satisfied with the amount of influence I have over decisions that this
organization makes.

The interviewer then commented that "I have been asking about your participation
in specific organizations. Iam also interested in how much influence you think you
have in your life and in your community. I am going to read you a list of statements.
For each one, please tell me how strongly you agree or disagree."

6. I have control over the decisions that affect my life.

7. My community has influence over decisions that affect my life.

8. I am satisfied with the amount of control I have over decisions that affect
my life.

9. I can influence decisions that affect my community.

10. By working together, people in my community can influence decisions
that affect the community.

11. People in my community work together to influence decisions on the
state or national level.

12. I am satisfied with the amount of influence I have over decisions that
affect my community.

Indices

Perceived control at the individual level includes items 6 and 8 above (alpha = .66)

Perceived control at the organizational level includes items 1 through 5 above
(alpha = .61) '

Perceived control at the community level includes items 7, 9, 10, 11 and 12 above
(alpha = .63) :

Perceived control at multiple levels includes all 12 items above (alpha = .71)




FIGURE 1

Conceptual Framework of the Stress Process: Individual and Community Level (4, 57)
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