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Introduction: Health Promotion Methods with Communities 
 

“People have to be at the center of health promotion action 
and decision-making  processes for them to be effective.”  
 ~Jakarta Declaration  

 
One of the five health promotion strategies set out in the Ottawa Charter is 
‘strengthening community action.’  As most health promotion activities are initiated 
by agencies and organizations outside of the communities they target, it is vital that 
practitioners create opportunities for community members to become active  
partners in their work.    
 
Health promotion involves encouraging and supporting active and meaningful     
participation, improving capacities and fostering empowerment of communities and 
the individuals that make them up.  However, the responsibility of carrying out these 
important tasks does not lie solely on the shoulders of the health promoter.  The 
Jakarta Declaration states that health promotion is carried out “by and with people, 
not on or to people.”  Community organizing and community development are two 
participatory approaches to increasing the ability of individuals to take action and 
the capacity of groups, organizations and communities to influence their determi-
nants of health.   
 
This module provides a starting point for understanding the vital importance        
communities and groups play in health promotion.  It challenges the reader to               
redefine ‘recipients’ of messages and services as ‘partners’ in determining health 
problems and solutions.  Solutions to health problems depend on voluntary actions 
and stakeholders are the strongest role models of thought, attitude and behavior 
change within communities.  Meaningful community member participation holds the 
promise that today’s health issues will not be tomorrow’s.   
 
This module contains the basic information I wish I would have had years ago     
before I ventured off “into the field” to work with communities on health and social 
issues.  One cannot learn to work effectively with communities via study alone.  
Therefore, this module will provide you an opportunity to work with a community 
group of your choice facilitating basic problem solving and action planning sessions.  
Such facilitation skills are invaluable when working with community stakeholders 
and the activities can be fun! 
 
Throughout this module, a number of symbols will prompt you do different things: 
 
 
 
 
 
 
 
 
 
 
To avoid confusion, do not skip over workbook readings or activities as they are   
designed to be completed in a sequence with the module readings. 

Answer questions for yourself to gauge your understanding of the material. 
 
 
See this web resource or reading for more information. 
 
 
Read a section on your Workbook. 
 
 
Do an activity in your Workbook. 
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Throughout this module a case study is provided to illustrate concepts and methods 
related to participatory methods used in community organization and community 
development for health promotion.  It comes from a pilot program and a training-of–
trainers manual I developed and helped implement in 2005-06 to actively involve 
community members in youth suicide prevention in the Federated States of                  
Micronesia (FSM), a small island developing country in the Western Pacific.   
 
The FSM activities engaged community members and service providers in a     
process that uncovered youth suicide risk and protective factors.  The case study 
explains how to use some of the ‘participatory tools’ that were chosen, adapted and                          
sequenced to fit the issue of youth suicide in the context of Micronesian                      
communities.  Information form these tools can be used to develop community            
action plans to reduce risks and increasing protective factors. 
 
The Micronesia youth suicide prevention case study is one example of a                         
participatory process health promoters involved in community organization and           
development work can adapt to build problem solving capacity amongst                           
communities.  
 

The complete training-of-
trainers manual and related 
workshop session slides and 

handouts can be found online at   
http://sarakrosch.tripod.com/
id3.html 
 
 

Module Objectives:  By the end of this module you will be able to 

• Distinguish different types of communities. 

• Identify and analyze community stakeholders in terms of their roles, and level 
of importance and influence over health program outcomes. 

• Discuss aspects of community social capital as positive and negative                    
influences on health. 

• Explain the merits of using participatory approaches to engage communities 
in health promotion programs. 

• Distinguish between community mobilization, community organization and 
community development and describe when each approach is appropriate. 

• Adapt and facilitate participatory tools with a community group to identify and 
analyze a common health problem and draft a community action plan. 

 
 
Key Terms: 
community   stakeholders   target of change 
agent of change  social capital    community asset 
risk factor   protective factor                participation   
empowerment   community organization  community development 
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Module Part 1: Community and Stakeholders 
 
Learning Outcomes: By the end of Part 1 you will be able to 

• Define community and stakeholder 
• Analyze a community profile through a SWOT activity  
• Describe key activities involved in stakeholder analysis 
• Facilitate community meeting sessions to identify a shared health             
problem, and identify and analyze problem stakeholders 

 
 
What is Community? 

   
What comes to mind when you hear the word community?  
 

Most often community is defined as a:  

Common interest communities tend to be more elective or intentional than place 
communities, however both influence individual identity (Frazer,1999).  

What are the drawbacks of defining community solely as a place or an elective 
characteristic?   
What place and interest communities do you belong to? Do these communities 
overlap? 
How would you define a ‘cyber community’ such as MySpace or Facebook? 

 

The fact that people live close to one another, work in the same office or attend the 
same university does not necessarily mean that they feel they are part of the same 
community.  Cohen argues that not all boundaries between communities are distinct 
or obvious; they may only “exist in the minds of the beholders (1985:12).”  The     
reality of community lies in the member’s perception of how vital or exclusive its  
culture is.  Community implies both similarity and difference—that the members of 
the group have something in common and that this commonality distinguishes them 
in a     significant way from the members of other groups or communities.  The 
benefits of belonging to a particular group are denied to non-members.  An obvious 
example of this is the growth of ‘gated communities’ in the UK, USA and Canada.  
Physical barriers (fences, walls and gates) are erected to keep out, as Blakely and 
Snyder see it, those who are poor or who are seen as a threat (1997).   

Place; a locality people share I am from the Bentley community. 

Common interest or characteristic; a 
factor that links people 

the Muslim community  
the gay community  
the Spanish-speaking community  
the farming community 

Value similar to commitment or trust  I like the  sense of community I feel at my 
workplace.  

Entrance to a gated community Saskatoon, Saskatchewan, Canada, September 2005. 
(www.answers.com) 

Module Part 1– 
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It is important to “know” your community.  This means not assuming a set of     
characteristics constitutes belonging or that communities are homogeneous (all 
members are the same).  Even if you are a member of the community do not     
suppose that your perspective, needs and values represent those of the entire 
group.  By working with different stakeholder groups (sub-groups in a community) 
you will gain a wider appreciation of the complexity and  interconnectedness of the 
community and it’s health issues.    

 
Think of a community that you belong to and break it down into its different 
groups (by age, gender, socioeconomic class, occupation, religion, language 
etc).  How might each group view health issues such as diabetes, HIV/AIDS or 
breastfeeding or binge drinking differently?  What issues have the most                       
potential for finding common ground amongst groups? 
 
 
Read: Case Study Part 1: The Community Profile in your Workbook.   
 
 

 
Complete Activity 1: SWOT Analysis in your Workbook. 

Module Part 1– 
Community and 
Stakeholders 
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Working with Stakeholders 
Communities are made up of groups who have diverse needs, experiences and 
points of view.  It is unrealistic to work with everyone in a given community, so 
health promoters must target individuals and groups relevant to the health issue.   
 
A stakeholder is any individual, group, community, organization, agency or         
institution with an interest in the health issue and a “stake” in the outcomes of an 
intervention.  Stakeholders can be positively or negatively influenced by an activity 
or program (be winners or losers).  Stakeholders can also positively or negatively  
influence the impact and outcomes of an activity or program (be champions or   
saboteurs). 
 
Why are stakeholders important?  They  

• broaden and deepen input in problem analysis. 
• generate creative solutions and ideas practitioners often would not think of. 
• promote awareness and knowledge in the larger community.  Solutions   
depend on voluntary actions and stakeholders are your strongest role    
models of thought, attitude and behavior change. 

• build acceptance, and greater participation which usually results in a quicker 
and smoother implementation process. 

• provide resources and infrastructure fro activity implementation.  
• develop a sense of ownership of the problem and the solutions which fosters 
sustainability (Krosch, 2006; Lemanski, 2004). 

 
Community Leaders 
Often, the term ‘stakeholder’ is synonymous with community leaders, key decision 
makers or “experts” who are called upon to speak on behalf of others.  This     
narrow view of stakeholders has the potential to leave out those most affected by 
the health issue and decisions to solve it.  Stakeholders are responsible for      
implementing decisions.  Traditionally this meant only members from the health 
agency and community leaders were involved because they were seen as most 
able to assist or block progress.   
 
Current community participation approaches advocate for a broad representation 
of stakeholders including individuals who have not had previous opportunities to 
take part in problem solving and program development processes.  Participating 
in developing an intervention is an intervention itself that builds new capacities 
including leadership skills.  Encouraging the participation of marginal,                            
disempowered and underrepresented groups is vital to getting a clearer picture of 
the community and the health issue and to positively affecting health inequalities.   
 
If health promoters only work with community leaders and representatives of 
stakeholder groups we must be aware of the potential to have a ‘narrowed funnel 
effect’—little impact for the input.  Every individual is a product of diverse           
experiences and some leaders have their own agenda.  Not all leaders and      
representatives act for the good of the majority.  On the other hand, working 
through community leaders and group representatives can have a ‘widened funnel 
effect’—greater impact with less input.  Community leaders are often gatekeepers 
to underrepresented groups and opinion leaders who influence individuals                     
behavior.  Without community leader consent the health promoter may have little 
chance to reach communities or may not be taken seriously.  Hubley (2004)             
suggests directing communications at persons who make the key decisions in the 
family and in the community for the greatest health impacts.   

Module Part 1– 
Community and 
Stakeholders 
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Water and sanitation initiatives have important health outcomes.  Werner and Bower 
(1982) offer examples of water projects from Indonesia and Mexico which illustrate 
the important role community leaders can play to create a widened or a narrowed  
funnel effect.   

Two Possible Outcomes of Working with Community Leaders for Health Promotion 

Health Organization  
or Agency 

Community Groups 
And Individuals 

Community Leaders/ 
Stakeholder Representatives 

Narrowed Funnel: 
Less Impact                
than Input 

Widened Funnel: 
Greater Impact  
than Input 

Module Part 1– 
Community and 
Stakeholders 
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What lessons can we learn about working with community leaders from these 
two examples?   
 

 
 
 
Stakeholder Analysis 
To truly get a well-rounded view of your stakeholders needs and expectations, 
cover the "Four I’s":  

• Identification: Who are the relevant stakeholders? 

• Interest: What interest do these stakeholders have in the health issue?  How 

might they win or lose from an intervention? 
• Influence: What roles do stakeholders play in the community?  How do they 

influence community members?   
• Impact: How do they affect the health issue (positively or negatively)?  How will 

they affect the project?  (Fawcett et al, 1998; Krosch, 2006; Vilela et al, 2003).   

 

Module Part 1– 
Community and 
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Stakeholder Entry 
Identifying your stakeholders begins by making contact or gaining entry into the 
community.  The following scenarios are not exhaustive of possible avenues to   
engaging with stakeholders, but they illustrate four common approaches. 
 

They come to you.  Sometimes a community will approach a health agency 
asking for assistance based on perceived health needs.  These requests 
should not be ignored as they show signs of community initiative or                      
empowerment independent of the health agency.  However, when a group 
or community approaches a health promoter asking for assistance there is a 
danger of an assumed “ownership” relationship developing—the health          
promoter may be expected to work on behalf of a particular community 
group. The stakeholders requesting assistance may not welcome the               
participation or view points of other stakeholder groups.  The health                       
promoter must      remain a neutral facilitator of community organization and 
development processes rather than become a representative of one                
stakeholder group and involve a broad base of stakeholders to foster                 
sustainability. 

 

You come to them.  The health promoter can approach a community who is 
most in need of assistance.  The goals of health promotion are tied to equity 
(fairness), so it is important to determine ‘neediness’.  Consider  
• How frequently or severely the community experiences the health issue, 
• the duration or how long the issue has been a problem, 
• the scope and range or who and how many are affected.   
• Legality may also be an issue if the health problem deprives community 

members of their human rights (Vilela et al, 2003).   
Ideally health promoters will be able to assist the neediest communities 
based on these criteria.  However, those most in need may also be hardest to 
reach.  When this is the case, consider working with community leaders or 
gatekeepers, stakeholders who have access to and can influence hard to 
reach groups.   

 
You are assigned to them.  Many health promotion jobs involve working with 

already specified stakeholders that are defined by the communities they  
belong to.  The AIDS Counsel works with people who are HIV positive and 
their service providers.  The city health department works with all residents 
of the metropolitan area.  Even if the health promoter is a part of the target 
community they should not assume to know the needs and priorities of all 
stakeholders.  Working with specific communities calls for continuous    
monitoring of existing health issues and prevention of new health problems 
with stakeholder groups whose characteristics change overtime.  Health  
promoters also need to look for new stakeholders beyond past core groups 
to engage in the problem solving process and build sustainability.   

 

You gather and unite them.  When a community is plagued by several         
interrelated health problems, identifying all possible stakeholders within the 
community and encouraging their equal participation may be effective.  This 
approach is useful when the community is new, disorganized or fractured by 
conflict and as such is often used in peace-building activities.  Calling on all 
possible stakeholder groups to acknowledge problems and seek collective 
solutions builds lines of communication, addresses the root causes of health 
inequalities and can build social capital.  This situation calls for a competent 
and experienced facilitator who can tactfully expose and resolve conflicts 
during the process. 

Module Part 1– 
Community and 
Stakeholders 
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Problem Identification 
Health problem identification depends somewhat on how the health promoter 
gains entry to the community.  A focused participation approach is usually taken 
when They come to you, You come to them, or You are assigned to them                  
because the health issue has already been determined (by the community or by 
the agency) prior to community engagement.  If You gather and unite them an   
unfocused participation approach is adopted.  This calls on the health promoter 
to facilitate a problem identification process with on stakeholders (Krosch, 2006).   
 
Donors and supporting agencies often like to see focused participatory                                 
involvement because it meets their goals, but communities may have different      
priority problems.  Unfocused participatory involvement can yield the truest       
responses of need from stakeholders however; there may be a lack of resources 
and support available to change the problems they prioritize.  Health promoters 
using a focused participation approach must decide how they will react if                 
communities do not see their mandated health issue as a priority problem.  Will 
you continue to help the community identify other (possibly related problems) or 
will you only work with communities who want to focus their involvement on the 
particular health issue you have been tasked to address?  Keep in mind that 
stakeholders are most successful in changing their attitudes, behaviors and               
environments when they are willing and able to do so. 
 
Part 1 of the case study provided a community profile specific to the problem of 
youth suicide in Micronesia.   In Part 2 we see how youth suicide was labeled a 
priority health problem.   

 
Read Case Study Part 2: Problem Identification in your Workbook to learn 
how to conduct a pair-wise ranking activity.  Later, you will facilitate this 
activity with a community group of your choosing.  
 

 
Identifying Stakeholders 
Sometimes communities and individuals do not acknowledge their role as     
stakeholders in a particular health issue.  They may see themselves as victims 
who cannot positively influence the situation.  They may feel the problem has 
nothing to do with them or that the issue is taboo and should not be openly       
addressed.  This was the case in 2006 when the FSM Director of Youth Affairs 
asked for my assistance to “do something about youth suicide.”  At the time I was 
the Outreach Coordinator for the National University’s community capacity             
building program and I had lived with local families in several states in the FSM for 
three years.  To my knowledge and the Director’s (surprisingly) no one had ever         
attempted to involve stakeholders—youth, their families and the larger                       
community— in youth suicide prevention.  Because youth suicide had already 
been labeled a priority health issue by both leadership and community members 
and we were assigned to this population the situation called for a focused                 
participation approach.  All possible (past, present and future) stakeholder               
individuals, groups, organizations and agencies related to youth suicide were 
brainstormed and then analyzed their level of influence and importance to form a                
representative task force who would decide the best way to involve individual 
communities in reducing this problem. 
 

 
Read Case Study Part 3: Stakeholders in your Workbook.  It describes a             
culturally-relevant story-telling activity done in Micronesia to encourage              
community members to see themselves and others as stakeholders in                
preventing youth suicide. 

 
 
 

Module Part 1– 
Community and 
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Stakeholder Influence and Importance 
Not all stakeholders have the same level of influence over program activities or 
importance to their success.  And sometimes it is the stakeholders you do not     
normally work with who have the greatest influence over outcomes.  After listing 
all relevant stakeholders ask yourself, “Who is not represented by this list?”  Have 
you omitted certain groups based on gender, age, ethnicity, social class, or            
geographic location?  How could their non-participation affect outcomes?  Have 
you purposely left out your ‘opponents’—those who may disagree with your      
approach or who may be adversely affected in some way by your activities?  What 
assumptions are you making by including some groups and not others?                   
Participatory stakeholder-centered approaches to health promotion should        
attempt to hear out all stakeholders, perhaps especially those in opposition to our 
efforts, to find common ground for healthily behaviors to take root in after outside 
inputs have ended.   
 

 
Read Case Study 4: Identifying and Analyzing Stakeholders for steps you will 
later facilitate with your community group. 
 
 

You will identify and analyze stakeholders later with a community group of 
your choosing.  
 
 

Module Part 1– 
Community and 
Stakeholders 
 
 

Field Staff from the non-governmental organization CARE meet with a                           
community women’s group in Teseney, Eritrea 2004 to discuss women’s 
health services.  (Photo: S. Krosch) 
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Stakeholder Impact 
Stakeholder analysis activities yield identification of potential key stakeholders.  
These individuals, groups and institutions can become Targets of Change and/or 
Agents of Change—both have great influence over the success of the initiative.  
Targets of Change  are usually those who directly experience the problem or are 
at risk.  They can also contribute to the problem through their actions or inactions.  
They are the people who most need to change for the health problem to lessen.  
Agents of Change control or can influence risk and protective factors (social   
determinants) related to the health issue.  They are often stakeholders with time, 
resources, desire and the respect of the Targets of Change.   
 
The stakeholders most at risk of experiencing the problem need not always be 
your targets of change.  Consider targeting indirect players such as parents, 
teachers, service providers, leaders and business people if their actions or        
inactions are contributing to or creating the problem.  Targets of change can also 
be agents of change as in peer education activities (Krosch, 2006; Vilela et al, 
2003).   
 
Consider the following questions to decide which stakeholders are potential      
Targets of Change and Agents of Change.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

        (Krosch, 2006) 

Now it is your turn to work with a group of community stakeholders.  You will   
identify a common health issue by facilitating a pair-wise ranking activity and   
conduct a stakeholder analysis. 

 
Complete Activity 2: Community Meeting Part 1– Problem Identification and 
Stakeholder Analysis in your Workbook.  
 

 
 

Module Part 1– 
Community and 
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Module Part 2: Social Capital   
 
Learning Outcomes: By the end of Part 2 you will be able to 

• Differentiate between physical capital, human capital and social capital and 
describe how each can be community assets. 

• Give examples of social capital infrastructure and resources. 
• Define and give examples of health risk factors and health protective factors.  

 
Health promoters working with communities are in the position to build social capital 
(Fielden and Gallagher, 2005).  The concept of social capital is not native to  public 
health although is it now widely applied to health promotion as a possible                          
explanation for health inequalities. Social capital is believed to influence health by     
increasing access to social support and information, social influence on behavior,      
engagement and attachment and access to shared resources.  Studies show that              
indicators of social capital (i.e. trust, belonging) are strongly related to mortality 
rates; if social capital can be increased in a community it may result in improved 
health (Pan, et al., 2005; Pearce and Smith, 2003). 
 
Social capital is sometimes used as a synonym to community capacity,                      
empowerment, social support, social connectedness, social cohesion, community             
competence, social networks, and social inclusion (Pearce and Smith, 2003; Pope, 
2003).  Each of these concepts is difficult to define.  The vagueness of the concept 
of social capital makes it widely accepted but open to widely varying interpretations 
(Pearce and Smith, 2003).  Therefore, understanding just what social capital is and 
how to foster it for healthier communities is an important but challenging task for 
health promoters.   
 
Definitions of Social Capital 
The idea of social capital stems from the economic concepts of physical capital and 
human capital (Bourdieu, 1983; Pearce and Smith, 2003; Hawe and Shiell, 2000).  
Health status is critical to both human and physical capital (Cullen and Whiteford, 
2001).  All three forms of capital—physical, human and social—are resources that 
can be used to support or degrade health.  Communities and individuals can use 
the different forms of capital in different ways.  Just as there are inequalities in 
terms of access to and control over physical and human capital, not all individuals 
and communities have equal access to and control over social capital. 
 

Different types of Capital Available to Individuals and Communities 

 
 

The table above uses Putnam’s definition of social capital.  According to him, the nature 
of relations between stakeholders determines the community’s level of social capital.  
Social networks—the availability of family, friends, neighbors and groups and the level 
and type of involvement between individuals and groups—are important when judging 
the health of communities.  Putnam’s view is one of many on social capital.  Different 
researchers offer different definitions of social capital.   

 
 

Physical 
Capital 
(PC) 

physical objects of value that can 
produce harm or benefits 

 
Example: 
a factory (PC) and skilled employees (HC) 
produce cars; 
the workers belong to a union (SC) and are 
friends (SC); 
cars (PC) enable those with a license (HC) us 
to get to and from family, friends and work (to 
create and maintain SC) 
when a worker is injured at the factory family, 
friends, neighbors and co-workers help out 
around the house and pressure the union to 
demand safer working conditions (utilize SC) 
  

Human 
Capital 
(HC) 

the characteristics of individuals 
that can produce harm or bene-
fits 

Social 
capital 
(SC) 

connections among individuals—
social networks and the norms of 
reciprocity and trust that arise 
from them (Putnam, 2000) 

Type of 
Capital 

 
Definition 

Module Part 2– 
Social Capital 
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Bourdieu and Coleman have explored the instrumental aspects of social capital, 
namely the importance of membership in communities for the access to resources 
and opportunities these relationships offer.  Bourdieu (1985) refers to ‘aggregate 
resources’ or the idea that members of a group have access to the tangible and  
intangible resources of other members of the group.  The possibility of ‘profiting’ 
from group membership is what creates social networks.  In this sense, social   
capital can be broken down into two parts: the social relationship and the amount 
and quality of resources it provides.  Coleman (1988) feels that individual trust and 
reciprocation are key to social capital development.  Obligations to reciprocate allow 
individuals to draw on a ‘collective capital’ that is larger, more varied and more  
powerful than individual capital.  In both Bourdieu and Coleman’s views, social  
capital is an instrument used to maximize individual opportunities and a product of 
an individual’s drive for better conditions.  
 

Hawe and Schiell (2000) focus on the power structures that social capital                         
reproduces and reinforces.  They distinguish two dimensions of social capital: the     
relational (trust, networks) and the political (power and inequality).  Social networks 
can create or replicate power structures that exclude some to the benefit of others.  
Power, powerlessness and unequal access to resources are contributors to health 
inequalities.  Health promoters must be conscious of this so as to not reinforce           
hierarchies and the oppression of some groups by others (Hawe and Shiell, 2000; 
Edmondson, 2003).  "Practitioners who wish to promote social capital and tackle 
social environments have to take a stand and recognize that they are political actors 
(Hawe and Shiell, 2000: 879).”   
 
Social Capital Infrastructure and Resources  
Ziersch (2005) describes social capital in terms of its infrastructure, resources and    
impacts.  The ‘infrastructure’ or foundations of social capital are values, formal    
networks and informal networks.  Belonging to a network and sharing values allows 
an individual access to social capital resources such as acceptance, help, civic             
action and control.  The strength of ones social capital resource base determines 
one’s perceived relative advantage or disadvantage and ultimately is a determiner 
of overall health.   

Ziersch’s (2005) Model of Social Capital Infrastructure and Resources 

Module Part 2– 
Social Capital 
 
 

Routes of Influence 
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Ziersch’s model shows that that informal networks have wide ranging influence over 
social capital resources and perceptions.  Social capital infrastructure can             
provide or restrict access to resources.  Lack of access to social capital                          
infrastructure or resources can contribute to perceived disadvantages and poor 
health outcomes.  Pan, et al. (2005) state that ‘collective efficacy’ or the                           
community’s capacity to work together to achieve a common goal, can have                  
positive or negative effects on perceptions and the health of a community.  Yet, 
studies of social capital in poor inner city areas of the US have uncovered high               
levels of social capital with people relying on friends and family for survival, but the 
resources available through these networks are not enough to remove people from 
poverty (Portes and Landolt, 1996).  
 
Building Social Capital 
Studies of social capital reveal more about what destroys it than what builds it.  Can 
merely creating organizations and opportunities for engagement result in more               
social capital?  Studies have shown that a community of mostly isolated  individuals 
is poor in social capital (Beem, 1999).  Social isolation is linked to unhappiness,                 
illness and shortened life (Cullen and Whiteford, 2001).  Interaction enables people 
to build social networks by committing themselves to each other, and this builds 
communities.  Stakeholder groups who do not interact lack similar social capital             
infrastructures and resources.  Stakeholders who are in conflict have incompatible 
social capital infrastructures and resources.   
 
Efforts to build social capital should support opportunities for network building within 
social capital infrastructure: family, schools, communities, workplaces, civil society, 
gender and ethnicity.  These units of society manufacture values, and   formal and 
informal networks.  Social resources can be strengthened at these  levels.                         
Investing in the development of social capital takes commitment over an extended 
period with effects possibly going unseen for years or generations.  Disinvestment 
in social capital has similar long-term effects.  The most effective social capital             
interventions involve multiple sources of social capital infrastructure with the goal of 
increasing community access to resources and decision-making power (Cullen and 
Whiteford, 2001). 

Module Part 2– 
Social Capital 
 
 

This community meeting hall in Juba, South Sudan was built 
in 2006 with funding from the United Nations and the non-
governmental organization War Child.  It became the center 
of a new refugee returnee community where meetings, 
events and classes are held daily.  (Photo: S. Krosch) 
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Social Capital as an End Means 
If social capital networks and resources can shield individuals and community                 
members from ill health, perhaps health promoters should devote their efforts to             
creating social capital itself.  Most methods of community organization and              
community development aim to support the growth of social capital as a means to 
attaining positive health outcomes.  But social capital can also be thought of as 
the end itself in the hopes that a community rich in social capital will have positive 
health outcomes.   
 
Fielden and Gallagher (2005) report on a program that set out to build social        
capital itself rather than tackle specific health issues.  They state that attending a 
first-time parenting program led to significant improvements in the development of              
social capital and parenting confidence for first time parents.  Indicators of social 
capital included presence of a strong network, positive relationships and             
increased self-efficacy after the program ended.  It was felt that this new social 
capital would provide new parents a positive context to meet their child’s needs 
seemingly indefinitely.  Baum and Palmer’s (2002) study of social capital in a low 
socioeconomic suburb in  Australia revealed that residents felt stigmatized by their 
environment and defined a sense of ‘community’ largely in terms of their physical 
surroundings.  Community members were dissatisfied with their lack of shared 
spaces to facilitate social relationships.  Physical places were seen as health 
damaging or health promoting and stakeholders expressed the need to build or 
revitalize buildings to ‘create community’.   
 
These examples show that creating opportunities and spaces for community           
interactions can lead to stronger social capital.  But, such interventions may also 
shift responsibilities unduly onto community members in order to reserve (or                 
reroute) scarce resources.  It is no coincidence that the shift towards                  
‘community-based’ health programs has been accompanied by less government 
support in many places.  Pearce and Smith (2003) warn that intervening in                   
communities to increase their levels of social capital may be ineffective, create 
resentment, and overload community resources while ignoring the social and   
economic policies that degraded or retarded social capital to begin with are                 
ignored.   
 
Social Capital as a Community Asset 
Physical, human and social capital are community assets.  A community asset is 
anyone or anything that can be used to improve the quality of life in the                        
community.  Community organization and community development are both                   
assets-based approaches available to health promoters.  They represent a                       
fundamental shift away from the traditional focus on community needs and deficits 
to identifying and mobilizing local strengths to solve problems (Pan, et al, 2005).  
Assets-based approaches promote hope and deemphasize blame for existing 
problems by stressing what groups can accomplish using their existing resources 
and abilities (Howard-Grabman and Snetro, 2003). 
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Assets-based community development provides a framework to increase social    
capital and build stronger and healthier communities (Pan, et al, 2005).                           
Community stakeholders may be so focused on problems they do not recognize 
resources or   mobilize them to effectively change.  (This is where SWOT analysis 
tools are helpful). Some communities may feel, or they have been convinced, that 
their problems are too large and complicated for them to change.  This attitude 
can breed a ‘learned helplessness’ or dependence on outsiders to solve a                   
community’s health problems.  But outside initiated solutions implemented with 
outside resources have little chance of making a lasting impact.   
 
Community Awareness of Social Capital  
Many tools exist to facilitate community awareness of social capital infrastructure 
and resources.  Facilitating these activities allow community members an                         
opportunity to map their assets in order to coordinate their use in addressing 
health issues.  Community maps are drawings of social capital networks and    
resources that act as protective factors or risk factors for health.  When                             
community members become aware of these factors, plans of action can be                     
developed to reduce health risks and increase health protection within social       
capital infrastructure.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Facilitate a community mapping session with your community group.              
Complete Activity 3: Community Meeting Part 2– Mapping Social Capital 
with the same community group you worked with for Part 1– Problem                         
Identification and Stakeholder Analysis.   

 
 
 

In 2004, The Australian Bureau of Statistics released Measuring Social                 
Capital - An Australian Framework and Indicators to be used in future national                  

studies of social capital.  This extensive list contains both tangible and intangible 
indicators of social capital infrastructure and resources.   

Download it from                                                                                                                     
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/1378.02004?OpenDocument 

(Krosch, 2006, Fawcett, et al, 1998) 

Module Part 2– 
Social Capital 
 
 



18            

 

Effects of Social Capital 
Putnam (2000) cites that communities ‘rich’ in social capital support healthy child            
development; cleaner, safer and friendlier public spaces; economic prosperity and 
health in general.  A sense of belonging, a key aspect of social capital, gained 
from social networks can bring significant health benefits.   

 
What do you think Putnam is trying to tell us about the importance of social             
capital in the following quotations? 
 
“Regular group or club attendance, volunteering or socializing and                    
entertaining is the happiness equivalent of getting a university                    
degree or more than doubling your income.  Civic connections rival                      
marriage and affluence as predictors of life happiness (333).”  
 
“If you are a smoker and belong to no groups but decide to join one, you cut 
your risk of dying over the next year in half.  If you smoke and belong to no 
groups, it’s a toss-up statistically whether you should stop smoking or start 
joining (331).”   

 

As mentioned, lack of access to social capital resources can lead to poor health                
outcomes.  Social capital can also be used to support unhealthy behaviors.  
Negative effects of social capital include exclusion of outsiders, demands on 
members, restricted individual freedom, and reinforcement of delinquent behavior 
where this is a defining characteristic of the group (Hawe and Shiell, 2000).  Like 
physical and human capital, social capital can sometimes be used to create and 
perpetuate risk factors for poor health.  Edmundson cautions against seeing social 
capital as all good, “Social solidarity and support involve different conventions in 
different places with results which need appraisal before they can be supported 
(2003:1723)."   

 
Can you think of examples of social networks that are oppressive, intolerant 
or support/facilitate unhealthy behaviors?   
 

Most social capital research assumes that the presence of social networks and      
resources always leads to positive outcomes.  Social capital is, however, not             
always a positive attribute.  Portes (1998) says one function of social capital is 
social control and one negative consequence of social capital is a ‘downward             
leveling of norms.’  Social capital embodies social systems and processes of 
power and control.  If an individual succeeds within an ‘unsuccessful’ group, it can 
be seen as undermining the group’s cohesion.  Thus, groups create levelling 
norms to keep members ‘down’.  Portes and Landolt (1996) point out that some 
members will find group norms stifling but they risk losing access to social capital 
resources if they leave the network.   
 
The social capital of many groups supplies resources to insiders and is used to                
restrict outsiders or limit individual members’ freedom.  For instance, Pope (2003)  
argues that the strong social capital of the non-indigenous group in Australia has 
led to exclusions for Aboriginal and Torres Strait Islander people.  Minority groups 
(ethnic, gender, lifestyle) have found themselves excluded from many                              
communities and workplaces by groups exhibiting strong social capital.  The    
Mafia, youth gangs and drug cartels are all examples of groups with high levels of 
social capital who enforce leveling norms (Pope, 2003). 
 
 

Social capital is a widely used concept in health promotion literature.                     
Complete Activity 4: Analyzing Social Capital– Positive and Negative Health 
Effects in your Workbook.   
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Module Part 3– Community Participation, Organization and Development 
 
Learning Outcomes: By the end of Part 3 you will be able to 

• Discuss methods and benefits of participatory community approaches to 
health promotion.   

• Describe the roles of community members and health promoters in relation 
to different levels of community participation. 

• Compare and contrast the goals and methods of community mobilization, 
community organization and community development. 

• Facilitate and record participatory tools at a community meeting and reflect 
on the experience. 

 
Community Participation  
If the wellbeing of communities is dependent on the ‘wealth’ of their social capital, 
than social capital is dependent upon the active and meaningful participation of 
individuals in the community.  Community participation involves assuming            
responsibility for personal, family and community health and becoming actively 
involved in developing personal and community capacity to solve health problems 
(Fiagbey et al, 2002).  Participation is a collective action aimed at achieving a 
common objective; it means taking part and getting involved.  Participation is a 
process in which groups and individuals share knowledge, ideas, opinions,                
resources and finances to reach a common goal in a transparent (clear and              
understandable) way (FAO, 2007).   
 
In its simplest terms, a participatory approach is one in which everyone who has 
a stake in the issue has a voice, either personally or via representation, in defining 
the problem and working towards a solution.  All stakeholders’ participation should 
be welcomed and respected.  The process should not be dominated by an                
individual or group or by a single point of view.  Each stakeholder is an important 
contributor to the problem analysis and action planning process.   
 
Community participation can seem very foreign to the communities you are                   
working with if they are accustomed to having little say in their daily activities and 
surroundings.  Community groups and members may be reluctant to                        
participate in health promotion activities because they are used to experts—
doctors, nurses, researchers and even health promoters—knowing and doing 
what is best for them.   

 
Read: Case Study Part 5: Introducing a Participatory Approach to see how 
simple pictures and discussion were used to orient stakeholders to                     
participatory methods for youth suicide prevention.   
 

 

Why use a participatory approach? 
It has been widely documented that community participation can increase the                 
impact of health programs and lead to long-term sustainability.  When individuals 
and groups become involved and committed to problem solving processes they 
can feel increasingly more capable of improving their health and living conditions 
(Tapia et al, 2007).  Participatory approaches are used to encourage the                             
involvement of those directly affected by the health issue in developing strategies 
to reduce related health risks.  The experiences, abilities and circumstances of 
those directly affected by the health problem should be the starting point for any 
intervention.   
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Participatory methods are effective in situations where a number of people must 
work together to solve a common problem.  Good problem solving requires input 
from a variety of people with different experiences and expertise.  Ideally,                 
everyone who affects or is affected by the issue—the stakeholders—should be             
involved in finding the best solution and coordinating resources and services.  
When stakeholder participants are representative of the populations affected by the 
health issue and equally contribute to the learning process, a sense of                     
collective responsibility and ownership develops (Tapia et al, 2007). 
 
 
There are several benefits of using a participatory approach to health promotion.  It 
can 

• promote use of community knowledge and skills which fosters self-efficacy and 
empowerment. 

• enable a deeper understanding of the health issue from the view of diverse 
stakeholders. 

• encourage ‘conscientization’ (critical reflection) and revision of assumptions. 

• strengthen problem identification and problem solving skills. 

• build capacity to develop, implement and evaluate health activities and                    

programs. 

• decrease dependence on outsiders (government, agencies). 

• provide opportunities to analyze norms and cultural practices in light of their 

positive and negative impacts on health.   

• provide insights into strategy design and ensure strategies and approaches are 

culturally appropriate.  

• lower costs of long-term interventions by incorporating activities into existing so-
cial networks. 

• increase demand for and utilization of services and spurt policy changes. 
 (Fiagbey et al, 2002; Tapia et al., 2007) 
 

But, community participation approaches are not without their weaknesses which 
include the potential of absolving leadership of responsibilities.  Often health              
problems stem from inequalities perpetuated by a lack of good leadership.  If                          
communities and outside agencies take on health problems without including            
leadership, accountability for the needs of people may be ignored and inequality 
perpetuated.  Labonte (2006) aptly states that part of the current appeal of        
community participation approaches is to justify social service funding cutbacks in 
the name of increasing ‘community control’.  However, this usually just means              
communities receive less support and have fewer opportunities to change                            
overarching policies.  Because participatory approaches encourage critical                 
questioning they can be a threat to those in authority.  Wherever inequalities exist 
someone or some group benefits at the expense of others.  Gaining the support and 
participation of existing political, cultural and religious leaders is vital as they are 
most apt to be threatened by ‘people power’. 
 
Community members unfamiliar with participatory approaches risk disillusionment if 
they hold unrealistic expectations and make demands on an implementing agency.  
Most communities are accustomed to asking for help rather than organizing to help 
themselves.  In many disadvantaged communities groups may be bombarded by 
offers of assistance from outside agencies who do not build local capacity to sustain 
the program or health outcomes.  This creates an atmosphere of ‘learned                        
helplessness’ and a sense of failed programs (Fiagbey et al, 2002) 
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Creating Empowering Opportunities  
The ultimate goal of using a participatory approach is to create opportunities for  
individual and group empowerment (IHAA, 2001).  Empowerment is an                        
interactive process that allows individuals and communities to gain access to                 
resources and to take control over their lives and environments' (Minkler and 
Wallerstein, 2006; Egger et al, 1999).  Powerlessness, or lack of control over one’s 
environment and future, is a broad-based risk factor for disease, while a sense of 
empowerment promotes health.   
 

Empowerment can be fostered through processes of discussion, reflection and             
action focused on building a critical awareness to address inequalities affecting              
individuals and communities.  A key skill gained through empowerment processes 
is asking 'Why?'--reflecting on the assumptions that underlie one’s own and others' 
ideas and actions to think of alternative thoughts and behavior (Laverack, 2006).   
Community participation can be both an empowerment strategy and an                               
empowerment outcome.  Some feel true community development cannot take 
place unless community competencies for problem-solving have been enhanced by 
the empowerment process (Minkler and Wallerstein, 2006).  The actual process of 
participation can inherently empower  individuals and communities to understand 
their own situations and gain increased control over factors affecting their lives 
(WHO, 2002).   

 
 
See the following for further reading on health promotion and community      

empowerment:  
 
Laverack, Glenn.  (2006)  Improving Health Outcomes through Community Empowerment: 
A Review of the Literature.  Journal of Health, Population and Nutrition.  24: 1.  113-120.   
 
Koelen, MA and B. Lindstrom.  (2005)  Making healthy choices easy choices: the role of 
empowerment.  European Journal of Clinical Nutrition.  59: S1.  S10-S16. 

 
 
 
Levels of Participation 
The level of participation stakeholders engage in will influence the potential for   
empowerment.  There are different levels of participation, ranging from participants 
being told what will happen to self-mobilization of groups who initiate change                 
independent of outside agencies (WHO, 2002).  The following figure shows several 
levels of community participation a health initiative can aim for.  The challenge for 
health promoters is to move up the continuum by finding new tools and techniques 
that promote active and genuine involvement and rather than settling for more   
passive processes of consultation or providing information (WHO, 2002).  Attending 
a meeting without expressing opinions, for instance, can be an important first step 
for a participant, particularly for those individuals and groups not used to having 
their voices heard.  However, increasing opportunities for participation for those 
directly affected by the health problem is crucial (Tapia et al, 2007).   
 
Ideally, participation should facilitate growth of people’s decision-making power and 
promote higher levels of self-reliance.  In the context of health programs, self-
reliance does not necessarily mean total autonomy (independence) but rather the 
creation and strengthening of appropriate forms of interdependence between    
communities and service providers, governments and other external agents (WHO, 
2002).  
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Level of                        
Community                    
Participation  

                                   
Participant’s             

Action  

                                                                                                                                
Examples  

Co-option  Receives            
Information 

Token involvement of local people; representatives are chosen but have 
no real power or input.  Organization makes a plan and announces it.  
Community is convened for informational purposes.  Compliance is                
expected.   

Compliance  Follows                       
Plan  

Tasks are assigned with incentives; outsiders decide agenda and direct 
the process.  Organization tries to promote a plan.  It seeks to develop 
support to facilitate acceptance so compliance can be expected.   

Consultation  Advises  Local opinions are asked; outsiders analyse and decide on a course of 
action.  Organization presents a plan and invites questions and is                  
prepared to change the plan if necessary.  

Cooperation  Plans                   
Together  

Local people work together with outsiders to determine priorities;                  
responsibility remains with outsiders for directing the process.  The                
organization presents a tentative plan open to change by those most 
affected.  

Co-learning  Acts                               
Together  

Local people and outsiders share knowledge to create a new                               
understanding and work together to form action plans with outsider                   
facilitation.  The organization identifies and presents a problem to the 
community, defines limits and asks the community to make a series of 
decisions embodied in a plan for future action.  

Collective   
Action  

Controls the                    
Process  

Local people set their own agenda and mobilize to carry it out in the    
absence of outside initiators and facilitation.  The organization asks the 
community to identify the problem and make all key decisions but is                  
willing to help the community reach goals.  

Levels of Community Participation (Cornwall, 1996) 

(Cornwall, 1996; WHO, 2002; Tapia et al, 2007) 

Module Part 3– 
Community             
Participation,     
Organization           
and Development 
 
 

C
om
m
un
ity
  



23            

 

Understanding that there are different levels of participation allows both health              
promoters and stakeholders to increase and diversify participation behaviors.                 
Lehman (1999) developed a scale for measuring community participation in health 
initiatives under five process dimensions: leadership, organization, needs                       
assessment, management, and resource mobilization.  

 
This tool can be downloaded from         
http://depts.washington.edu/ccph/pdf_files/tool.pdf 
 
Think of a community-based health program you are familiar with and complete 
a ranking exercise using Lehman’s tool.  How high does it score in terms of  

empowering community participation?  What recommendations would you make to 
improve/maintain the score?  At what stages in the program cycle would you use 
this scale?  Why? 
 
 
Participatory Tools 
Health promoters can use ‘participatory tools’ to engage with communities.  These 
are group activities used to identify and define problems, analyze root causes and 
impacts, explore alternative attitudes and behaviors, and formulate community    
action plans.  We have already used several participatory tools in this module     
already: SWOT, Pair-wise ranking, community mapping, and pictures and           
storytelling to prompt discussion.   
 
There are three important question to ask when choosing and using participatory 
tools: 
1. What do we want to achieve by using this tool? 
2. Which tools fit our purpose and how do they need to be adapted to fit our                
situation and the health issue? 

3. What order should the tools be sequenced to build capacity and contribute                 
information to action plans? 

 
Participatory techniques are particularly useful when exploring sensitive issues to 
which  participants are vulnerable (IHAA, 2001).  Often community members do not 
feel they are knowledgeable about health problems and therefore do not know 
where to begin to solve them.  To overcome these perceived obstacles,                                     
participatory tools can be used to build capacity for identifying risk and protective 
factors (social determinates) related to a health issue.  Participatory workshops   
utilize tools to raise awareness, increase self-efficacy, and build communication and 
organizational and skills. 
 
 

A handy resource containing 100 adaptable participatory tools is Tools                         
Together Now!  It provides the steps to facilitate participatory activities at   
community meetings or in workshop settings.  A participatory workshop format 

is outlined in the manual All Together Now!   
 
Both of these resources are published by the International 
AIDS Alliance and can be downloaded from                          
http://www.aidsalliance.org/ 
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Two excellent sources of information, examples, methods and practical tips on                       
using participatory methods to promote community health are:  
 

 
Hubley, John.  (2004) Communicating Health: An action guide to health 
education and health promotion.  MacMillian: Oxford.  2nd Ed.  
This book focuses mainly on developing countries but the information is 
applicable worldwide.  Chapter 6: Working with Communities is                      
especially helpful. 
 
And, The Community Toolbox from the University of Kansas Work 
Group for Community Health and Development.   This website uses 
US-based examples for community development for health.  All con-
tent is free and highly adaptable to innumerable work situations and 
health issues.    http://ctb.ku.edu/en/ 
 
 
 
 
 
Participation is a Frame Mind 
When implementing participatory methods/tools it is important to hold the attitudes 
necessary to enhance the participatory process.  The health promoter acts as a  
participatory facilitator whose main task is to encourage the active involvement of 
diverse stakeholders in the activities and the process. 
 
Participatory Attitudes 

1. Every idea counts and everyone’s view counts.  Each person’s view is tempered 
by interpretation and bias such that events, actions and circumstances have                
multiple interpretations and descriptions.  Accepting this, the facilitator and                       
participants can all contribute to the problem solving process. 

2. Adopt a learning attitude.  Facilitators and participants alike take part in a                   
participatory process to learn form each other rather than to teach or preach.  A 
learning attitude is enhanced when stakeholders are seen as ‘experts’ in dealing 
with the health issue and local knowledge and skills are respected. 

3. Commitment to transparency.  Participatory decision-making requires                         
compromise to reach win-win solutions.  Stakeholders and the outside agency must 
have mutual trust, avoid hidden agendas.  Stakeholder groups seek the most                  
suitable solutions for all parties involved rather than looking out solely for their own 
interests. 

4. Critical self-awareness and flexibility.  Being open to others opinions and ideas 
can be a difficult aspect in a participatory process.  It takes courage and discipline 
to be open minded when taking part in the process and to rethink and replan at 
each stage. 
5.  ‘Handing over the stick’.  Although participatory tools can be sued to gather form 
stakeholders they are best used to build community capacity to identify, analyze 
and solve problems.  Active involvement in a participatory process provides                          
participants with experience to adapt tools and replicate the participatory process in 
addressing other health, social and environmental issues (FAO, 2007; Krosch, 
2006). 
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Barriers to Participation 
Participatory approaches to health promotion strive to include ‘marginalized voices’ 
such as those of women, youth, and minority groups, because these groups are 
often directly affected by health issues.  However, several factors may obstruct the 
involvement of these groups in community affairs and development.  They include: 

 

Think of a community group you have been actively involved with.   
What factors encouraged your active and sustained participation in this group? 

Have you ever struggled to encourage others to participate in an activity or group?  
What barriers do you think keep people from participating in community based             
activities?  
How could these barriers be overcome to gain stronger participations? 

 
 
 
Read Case Study Part 6: Enabling Participation in your Workbook.  It                       
describes how stakeholders in Micronesia developed a Youth Participation 
Goal Statement and a Participation Barrier Mitigation Plan. 
 
 

Now you will gather your community stakeholders one final time to facilitate a 
participatory tool.   In this session you will adapt a participatory tool used in            
Micronesia to fit your health issue.  After the Community Meeting Part 3–             

Problem Analysis and you will use the information from each Community Meet-
ing to develop a Community Action Plan with your stakeholders.   Go to Activity 
5 in your Workbook. 
 

• lack of education and/or literacy 

• limited involvement in community  
actions and decisions 

• poverty 

• malnourishment and disease 

• heavy domestic work load 

• restricted mobility 

• religious practices and beliefs 

• cultural role expectations 

• inequality in national laws or cultural  
systems 

• previous negative experience with 

health development projects 

• no experience with involvement in 

health development projects 
child-rearing responsibilities 
(Williams et al, 1994) 
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AIDS awareness messages aimed at the community in 2006.  Young             
people in South Sudan have many family responsibilities that both enable 
and prohibit their participation in community development activities.  
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Working with Communities: Mobilizing, Organizing and Developing  
The work that health promoters do with communities today can be traced back to 
three models of community practice described by Rothman (1968): social       
planning, social action and locality development.  From these three models any 
number of “community-based” concepts has arisen.   

 
 

To read more about Rothman’s models see Egger, et al.’s (1999) Health    
Promotion Strategies and Methods Chapter 6 (see References). 
 

 

The concepts of community organization, community development, community 
mobilization and community-based programming are often used interchangeably 
although each has distinct differences.  If we revisit the figure below, we can see 
these concepts vary in terms of the level of community participation they can 
achieve.  Community-based programming encompasses community mobilization, 
community organization and community development practices.  And, sadly, 
some programs that call themselves ‘community-based’ do not actively seek input 
from the community at all.   
 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
The methodologies differ in terms of participant time invested also.  Community 
members may participate in several community-based programs in the form of 
events or services which last hours to days.  Community mobilization requires 
weeks or months of commitment.  Community organization builds on the              
achievements of community mobilization over months and years.  And community 
development is an ongoing process that benefits from all of the above over                
several years and decades.   
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For the purposes of this module the following definitions will be used:  
 
Community-based programming is any initiative taking place outside of a                 
clinical or academic setting where community members are the broad targets.  It 
is bringing institutional programs to community settings.  Community-based               
programs can, but do not always, include mobilization, organization and                         
development activities.   
 
Community mobilization attempts to bring individuals, groups and organizations        
together for collective action around a specific issue or event.  The outside health 
agency defines the problem and seeks to inform stakeholders so that they will 
comply with their advice and participate in planned events (Labonte, 2006).   
Community mobilization is  frequently used in crisis situations to raise awareness 
levels of communities and encourage simple behavior change.  However, since 
community mobilization efforts are short lived their potential for long-term behavior 
change is limited.   
 
Community organization creates a new group or organization with the                          
assistance of an outsider.  It involves making private troubles public issues.  The 
health promoter assists in turning inward looking support groups into outward             
focused community groups seeking social and environmental changes.  Without 
the support of the group many marginalized individuals lack the confidence 
needed to change their circumstances.  Once organized around a common issue,                          
community members can begin to take stock of their assets and mobilize them to 
change their conditions.  In this sense, community organization is a fundamental 
step towards community development because it creates opportunities for groups 
to legitimize their power and potential in the eyes of the community and outside 
partners.  Community organization is a matter of choosing some groups over              
others based on informed analysis of the social determinants of health and             
theories of behavior change (ie. who is most at risk, who is at a particular stage of 
change).  Unfortunately, most health-workers time is spent with reasonably well-
functioning and well-resourced middle class individuals and groups (Labonte, 
2006). 
 
Community development is the process of supporting community groups in 
identifying their health issues, planning and acting on their strategies and gaining 
self-reliance and decision-making power as a result of a partnership.  The health 
promoter and the agency support community groups to strengthen their power 
base so that that can become more self-reliant and more equal partners.                      
Community development combines community mobilization and community                
organization methods to foster effective inter-dependencies so the community 
group is better able to negotiate the terms of its relationships with external                       
professionals, organizations and institutions that support it (Labonte, 2006). 
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How is Community Organization Done? 
Community organization is usually centered on a single health issue related to the 
needs of the community.  However, outside experts often determine which                
community needs warrant organizing around.  Community stakeholders are 
largely recipients of information and do not determine the overall goals and                    
objectives of community organization health promotion activities.  Information is 
frequently disseminated via already existing social  networks.  The development 
of leadership is not a primary goal because current opinion leaders are usually 
tapped to move large numbers of people to participate. The goal is group efficacy 
(effectiveness), to organize a group to sustain the impacts of that change (Hess, 
1999; Howard-Grabman and Snetro, 2003.) 
 

In addition  to participatory tools for identifying problems and gathering community 
data, Egger et al (1999) offer a list of common methods used in community                  
organizing:   

 

When is Community Organization Effective?  
Community organizing is an effective approach when certain health problems are 
not perceived by the community or are not considered priorities for various               
reasons: 

• The problem may be perceived to be the norm (stunting from malnutrition) 

• The problem may be a “silent epidemic” (domestic or child abuse) 

• The problem may be experienced by those in the community who have little or 
no voice in decision making (poor, women, geographically isolated) 

• The problem may be associated with stigma, fear or be taboo (STIs) 

• The community lack confidence and experience in addressing the problem 
collectively (youth suicide) 

 
In these situations, external organizations play an important role by helping to 
raise community awareness of the problem and to build momentum towards the 
development of sustainable solutions.  If time is limited to implement a program 
and the goal is to reach as many people as possible with a very specific message 
(such as in crisis situations and disease outbreaks), you may conclude that taking 
the time to invest in relationship building and strengthening community capacity, 
in spite of the obvious long-term pay off, is not realistic.  In this case a community 
organization approach led by health professionals, where there will be community 
participation but probably not community ownership, may be the best option 
(Howard-Grabman and Snetro, 2003; Fiagbey et al 2002). 
 
 

How can the participatory tools you have facilitated with your community 
group be used for community organization? 
 

• Needs assessments: surveys, key             
informant interviews of knowledge,                   
attitudes and practices 

• Situation and response analysis: what 
groups, organizations and institutions exist, 
past efforts to address the health issue and 
the effectiveness of these approaches 

• Risk factor and quality of life measures: 
usually household surveys or clinical  
measures  

• Mobilizing resources: community assets 
are assessed and supplemented 

 

• Community meetings: the outside agency 
sets the agenda and aims to raise              
awareness and spread messages to meet 
program objectives 

• Motivating action: creating opportunities for 
interpersonal communications through 
events, media, and community-level                    
activities to reinforce messages 

• Group formation and organization: bringing 
together informal groups or forming action 
task forces 
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Community mobilization is often done in humanitarian crisis situations.  Read 
an example of this in the non-governmental organization CARE’s case study 

Community Mobilization Efforts in Uganda as a Response to Avian Influenza 
(September, 2006)  available at http://icarenews.care.org/avianflu.html 

 
Imagine you are a community health consultant.  What recommendation 
would you give to CARE to build on their community mobilization successes 
and shift to a community organization approach?  What strengths (assets), 

weaknesses, opportunities and threats face this community? 
 
 
How is Community Development Done? 
Rather than announcing a program and facilitating compliance, community                   
development calls on health promoters to partner with communities and                     
stakeholders to create and manage suitable (often context specific) initiatives.  
Community development is a process of building the capacity of individuals and 
groups to: 

 
Community development approaches were once thought of as promoting “self-
help.”  They are now regarded as supporting self-determination with a goal of 
making the health promoter less and less necessary (Egger et al., 1999).   Here 
we see a main distinction between community organizing and community                   
development: a shift in power and control from the outside ‘expert’ to those most 
affected by the issue.  Community development essentially enables communities 
to act as partners with health promoters to carry out key health promotion                   
strategies.  “Outside assistance” is problematic.  At the very least, outsiders do 
not understand enough to be able to offer locally appropriate assistance.  “The 
best outside assistance may be that which is put at the disposal of insiders 
(Howard-Grabman and Snetro, 2003).”  
 

Whereas health promoters are instigators of community organization, they are 
facilitators of community development processes.  To be an effective community 
development facilitator you do not need to know all the answers.  In fact, it is 
much better to be humble and admit from the start that you are a learner among 
learners.  As a facilitator, your main purpose is to pose key questions and help 
participants feel comfortable to explore and develop their own questions and              
answers.  This process requires careful planning, time for reflection on lessons 
learned and applying what is learnt to future plans and actions.  Facilitators of 
community development processes should be flexible, willing to challenge                  
assumptions (their own and others), face conflicts, make mistakes and learn from 
their experiences.  Effective development work with communities requires not only 
a through understanding of the process and methods but a strong commitment to, 
respect for and belief in the abilities and potential of the people you serve.   
 
 

• assess their needs and resources; 

• prioritize problems; 

• plan and implement projects; 

• obtain outside support;  

• take actions; 

• evaluate impacts and lessons learned; 

• and repeat this cycle.   
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Community development is not a series of campaigns to mobilize communities 
around timely issues.  Instead, community development involves: 

 
When is Community Development Effective?  
Egger et al. (1999) asserts that community development processes tend to be 
more effective in communities and sub-groups experiencing health inequalities 
due to gender, class, ethnicity and other factors of discrimination.  Therefore this 
approach may be most appropriate with lower socio-economic and disadvantaged 
groups and successes have been noted in developing countries and with                         
indigenous groups.   
 
Community development is most effective when:  

• Systematic changes or changes in social norms are needed at the community 
level to support long-term health improvements; 

• Sustained community support is desired; 

• Settings and community members are diverse and local solutions are                    
required; 

• The communities themselves have identified a health need and request                  
assistance; 

• Communities can generate and contribute resources;  

• Communities groups are already legitimate representatives and advocates of 
the community’s needs.   

• Communities have experience addressing the causes of health problems and 
in designing and carrying out informal or formal programs (Howard-Grabman 
and Snetro, 2003; Fiagbey et al., 2002). 

 
Capacity Building for Sustainability 
Community development work aims to increase community capacity:                            
experiences, skills, and resources that enable a community to identify, and                     
address problems (Minkler and Wallerstein, 2006).  Community capacity is the 
ability to make a difference over time and across different issues (Fawcett, 1998).  
Capacity building is less likely to happen when community organization methods 
are used  because the health agency defines the problem, the intervention                  
strategies and the criteria for success.   
 

Swerissen and Crisp (2004) warn that most community-based interventions have 
low program sustainability and health effect sustainability because they rely on 
outside expertise and resources.  Program or health effects are more likely to be 
sustained when local skills are developed and local resources are set aside so  

• Developing and on going dialogue       
between community members regarding 
health issues; 

• Assisting in creating an environment in 
which individuals can empower them-
selves to address their own and their 
community’s health needs; 

• Promoting community members’                   
participation in ways that recognize                  
diversity and equity, particularly of those 
most affected by the health issue; 

• Working in partnership with community 
members in all phases of a project to   
create locally appropriate responses to 
health needs; 

• Identifying and supporting the potential of 
communities to develop a variety of 
strategies and approaches to improve 
health status; 

• Assisting in linking communities with             
external resources (organizations,                 
funding , technical assistance etc) to aid 
them in their efforts to improve health; 

• Committing enough time to work with 
communities, or with a partner who works 
with them, to accomplish the above.  
Community development is not a suitable 
approach for projects of less than 2 years 

    (Howard-Grabman and Snetro, 2003). 

Module Part 3– 
Community             
Participation,     
Organization           
and Development 
 
 



31            

 

that new behaviors become absorbed into regular community activities (Aubel and 
Samba-Ndure, 1996; Hawe, 1997; Shediac-Rizkallah and Bone, 1998; Elaison, 
1999; Pluye, 2004).  Programs sustained by communities have a greater potential 
to evolve and grow to reflect the ever changing needs of the community members.  
To enable this, health promoters need to utilize community development methods 
and commit to long-term local capacity building plans.   
 

How can the participatory tools you have facilitated with your community group 
be used for community development? 
 
 

For further reading on the potential of community development to build capacity 
for sustaining health effects see: 

 
Labonte, Ronald and Glenn Laverack.  (2001)  Capacity building in health               
promotion, Part 1: for whom? And for what purpose?  Critical Public Health.  11(2). 
 
Hawe, Penelope et al.  (1997)  Multiplying health gains: The Critical Role of                       
Capacity Building within Health Promotion Programs.  Health Policy.  39: 29-42.   
 
 

Community Development Partnerships 
Community development is also defined by effective partnerships between                  
community groups and community-based organizations and outside agencies.   
Authentic partnerships usually require a period where less powerful groups                           
establish their legitimacy with more powerful groups.  During this phase the health 
promoter can assist in building capacity so that community partners can establish 
their own power and legitimacy; have well-defined mission statements; and are well 
established in the community and have a population to which they are accountable.  
Health agencies and health promoters must be committed to partnership                          
approaches with community groups and respect diverse experiences.  It is                                
invaluable to develop clear objectives and expectations when entering into                        
partnerships which are sometimes clarified in writing (i.e.  memorandums of                   
understanding (Labonte, 2006).   
 

 
Summary 

Community mobilization, community organization and community development are 
three approaches health promoters can use in working with communities depending 
on the aims of the program.  The table below summarizes the approaches:  

 
 

Characteristics of Community Mobilization 
and Community Organization 

Characteristics of 
Community Development 

• “Top-down’ approach 
• Outside agency names the problem and 
sets the agenda 

• Agency finds existing groups to link its 
programs with 

• Defined program timelines 
• Desired outcomes: Changes in specific 
behaviors or knowledge levels 

• Decision-making power rests mostly with 
the institution 

  
(Werner and Bower, 1982; Egger et al., 1999; 
Labonte, 2006) 

• ‘Bottom-up’ approach 
• Community group names the problem and 
defines it in terms of shared interests of 
the group 

• Outside agency supports community 
groups in their on-going work 

• Work is long term 
• Desired outcome: general increase in 
group’s capacity 

• Community has decision-making power 
over process and resources 

• Power relations with outside partners are 
constantly negotiated 
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Community mobilization, community organization and community development 
are three effective approaches available to health promoters working with                    
communities.  However, health promotion is sometimes still done to communities 
rather than with them especially when health issues are deemed ‘crisis situations.’   
 
Case Study Part 7: Preventing Child Sexual Abuse in Indigenous Communities in 
the Northern Territory contains information and recommendations from a national 
inquiry report, personal accounts of indigenous adults in the town of                                 
Hermannsburg and a newspaper article from The West Australian newspaper 

September 15, 2007.  
 
Read Australia Case Study in order to complete Activity 6. 
 
 

 
The full inquiry report (April 2007) “Little Children are                   
Sacred” can be downloaded at  
http://www.nt.gov.au/dcm/inquirysaac/pdf/bipacsa_final_report.pdf  

 
 
For your final activity you will be able to synthesize all you have learned in this 

module and apply it to the real world example in the Australia Case Study in 
your Workbook.  Do Activity 6: Recommendations for Action in your                  
Workbook.   
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Module Workbook 

Part Page Title Tasks 

1 34 Micronesia Case Study Part 1 
The Community Profile 

Read 
  

1 35 Activity 1 
SWOT Analysis based on Community Profile 

Do Independently 
  

1 36 Micronesia Case Study Part 2 
Problem Identification, Steps for Brainstorming and 
Pair-wise Ranking 

Read 

1 39 Micronesia Case Study Part 3 
Stakeholders 

Read 
  

1 40 Micronesia Case Study Part 4 
Steps for Identifying and Analysing Stakeholders 

Read 

1 44 Activity 2 
Community Meeting Part 1- Problem Identification 
and Stakeholder Analysis 

Facilitate with            
Community Group and 
Write Reflection 

2 45 Activity 3 
Community Meeting Part 2- Mapping Social Capital 

Facilitate with               
Community Group 

2 47 Activity 4 
Analysing Social Capital 

Read Article and Write 
Analysis Paper 

3 48 Micronesia Case Study Part 5 
Introducing a Participatory Approach 

Read 
  

3 49 Micronesia Case Study Part 6 
Enabling Participation 

Read 
  

3 51 Activity 5 
Community Meeting Part 3- Problem Analysis and 
Community Action Planning 

Facilitate with                   
Community Group and 
Write Reflection 

3 55 Australia Case Study 
Preventing Child Sexual Abuse in an Indigenous               
Community 

Read 

3 56 Activity 6 
Make Community Engagement Recommendations  

Write                                   
Recommendations 
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Case Study Part 1: The Community Profile 
A Community Profile is usually complied by the health promoter via community 
consultation and literature reviews.  It enables the health professional and     
stakeholders to gain an understanding of the context of a health issue.  It is a 
valuable exercise for peaking stakeholder interest and a necessary step in                 
planning and obtaining funding for interventions. 
 
Read the example Community Profile below.  It contains some general categories 
found in most community profiles, however, other categories can be added.   

 
For more information on developing community profiles see Hubley (2004: 
116) and Howard-Grabman and Snetro (2003: 15-17)—full reference                
available under References. 
 

 
Community Profile of Youth Suicide in the FSM 

 
Environment:  The FSM consists of more than 600 tropical islands 
spread over 2,500 miles of Pacific Ocean divided into four states and a 
dozen cultural and language groups. 
 
History: There is virtually no corner of Micronesia untouched by youth 
suicide although it has reached epidemic proportions since the traditional 
culture has been quickly and forcibly influenced under Japanese and 
American occupation since the 1930’s.   
 
General Data:  The FSM has the highest per capita rate of youth suicide 
in the world (Rubinstein, 2002).  Suicide is largely a young male                        
phenomenon (ages 15-25), usually involves hanging, and can nearly                  
always be linked to a conflict in a significant family or love relationship.  All 
socioeconomic, educational and traditionally stratified classes are                    
affected. 
 
Community Structure and Norms:  Because of large communal families 
and the small population, nearly every family or village has experienced at 
least one youth suicide in memory.  Traditional funerals glorify and local 
songs romanticize the death of a young person by their own hands. 
 
Health Services:  Hospitals and small medical clinics are found on each 
main island but no mental health or counseling services address suicide.  
Traditional (herbal) medicine and curses or witchcraft is used in the       
absence of Western medicine. 
 
Perceptions:  Suicide is becoming less of a taboo topic amongst youth, 
but elders feel that even mentioning it “will give someone the idea.”  
Nearly everyone has experience with suicide but it is not openly                      
discussed.  There is a perceived mystery around youth suicide and people 
feel it is unpredictable, but the majority of acts follow a familiar pattern.  
These patterns have not been analyzed to develop prevention programs 
to date.   
 
Power and Leadership: Government agencies, non-governmental       
organizations and faith-based organizations have formed a Youth Suicide 
Prevention taskforce with only one youth representative.  Mother’s groups 
on other islands have staged informal awareness campaigns.  Male adults 
are most influential to the majority of suicidal youth but they have not 
joined the mother’s movement due to strict gender role expectations.  
Youth have identified suicide as a priority health issue at national         
conferences and state summits each year since 2004.  The Catholic 
Church has extensively researched the phenomenon but has not          
developed any community-based programs. 
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Drafting a community profile provides an entry point for discussing strengths, 
weaknesses, opportunities and threats (SWOT) within the community in general 
or in relation to a particular health issue.   
 
Activity 1:  SWOT Analysis 
1) Imagine you belong to an agency or an organization that has been asked 
to attend a stakeholder meeting about preventing youth suicide in                  
Micronesia. You have been given the Community Profile of Youth Suicide in 
the FSM and you have been asked to brainstorm community Strengths-
Weakness-Opportunities-Threats (SWOT) in relation to youth suicide.  You 
will bring your ideas to the meeting to share with other stakeholders.                 
Complete this activity independently based on information provided in the                         
Community Profile.  No outside research is required.   
 

Strengths 
  
  
  
  
  

 
  

Weaknesses 

Opportunities 
  
  

 
  
  
  
  

Threats 

3) SWOT analysis is a tool to aid action planning.  Answer the questions below to  
begin to think in terms of actions stakeholders can take next. 
 
• How can community strengths be used to lessen threats? 
 
 
 
 
 
• What community opportunities exist to reduce weaknesses? 

Part 1-  
Community & 
Stakeholders 
 
Activity 1- 
SWOT Analysis 
 
Estimated Time- 
30 minutes 
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Case Study Part 2: Problem Identification with Pair-Wise Ranking  
 

Micronesia’s community involvement in youth suicide prevention started with                        
unfocused participation methods with those most affected by the problem—youth.   
Over 500 youth and 50 service providers participated in forums in each State to  
generate a list of health problems youth face.  The list was used in a pair-wise                  
ranking exercise, as explained below, at a National Youth Summit attended by youth 
representatives and service providers from each State to arrive at a list of priority 
health issues. These issues became the focus of a new Youth Policy.  Outside     
donors were most interested in providing funding support for youth suicide                              
prevention.  This marked a transition to focused participation—approaching                  
community-level stakeholders to attend meetings on community involvement in youth 
suicide prevention specifically.  
 
The following steps explain how to facilitate a pair-wise ranking exercise similar to 
what was done in Micronesia.  Read through the steps carefully.  You will be asked 
to facilitate a pair-wise ranking exercise with a community group of your choosing for 
Activity 2. 
 

Pair-wise ranking lets community members identify and rank problems.  It involves 
brainstorming and nominal group techniques of voting.  If you are unfamiliar with                
facilitating brainstorming see the tips below. 

Part 1-  
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Study Part 2-
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Identification with 
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Ranking 
 
 

Brainstorming 

(Krosch, 2006) 
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Steps in Brainstorming and Pair-wise Ranking  
 
1) Ask community members to brainstorm answers to the question:  
What are the main health problems for people like you in your community? 
List any and all ideas.  Do not discuss them at this time.  Continue brainstorming until 
the group cannot think of any new ideas.  For each problem identified you might ask 
the group to draw a picture or a symbol to represent it.  This is helpful when        
stakeholders have different language and reading abilities. 
 
2) Draw a large chart.  List all identified problems horizontally across the top of the 
chart.  Write the name of the problem and/or draw a symbol for the problem at the top 
of each column.  Then, in reverse order, list the problems vertically down the left side 
of the chart. 

      
 

      
 

      
 

      
 

     
 

 
 

 
 

 
 

 
 

 
 

 
 

 
suicide 
 

suicide 

alcohol 

alcohol 

teen 
parents 

teen 
parents 

smoking 

smoking 

violence 
 

violence 

3) Fill in the table by comparing two problems at a time.  Start in the upper left box.  Ask 
your community members which is a bigger problem in their community?  (In the           
example the community would first compare the problems of suicide and violence.)   
 
4) Facilitate discussion on aspects of the problems such as                      

frequency        severity        duration        scope        range        and legality.  
 

5) Seek an unanimous  decision from community members.  If this is not possible the 
majority rules. 
 
6) Record the unanimous or majority answer of the bigger community problem 
(example: suicide or violence) by writing its name and/or or drawing its symbol in the 
first square on the table.  Continue comparing pairs of problems and deciding which has 
a greater impact on community members until the table is filled in.   
 
7) The health problem recorded most often will become the focus of the rest of the  
community meeting sessions that will enable stakeholders to develop a community   
action plan to reduce risk factors related to this problem. 
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1 2 3 4 

5 6 7 

8 9 

10 
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The completed table below shows that suicide was the biggest problem (chosen most 
often by the community members) followed by alcohol.  Where health issues have the 
same ranking further discussion may be needed or their equal status can remain.  
Sometimes health problems are linked.  For example, community members in        
Micronesia felt that teens who attempt suicide are also more likely to drink and 
smoke.  Lack of access to alcohol and cigarettes did not stop youth from committing 
suicide, however. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When pair-wise ranking was done with community stakeholders in Micronesia it was 
effective to separate into male and female groups who completed separate tables and 
then shared their results.  The activity was also done with separate youth and adult 
groups which yielded interesting results.  Sometimes youth and adults agreed and 
other times youth-determined priority problems surprised some adults. Some priority 
health problems were similar across genders and others differed.  Males and females, 
youth and adults, felt youth suicide was a priority (in the top 3) health issue.   
 
If you are working with a large group of community members, consider breaking them 
into small groups. 

      
 

     
 

 
 

    
 

 
 

 
 

    
 

 
 

 
 

   
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
suicide 

suicide 

alcohol 

alcohol 

teen 
parents 

teen 
parents 

smoking 

smoking 

violence 

violence 
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Case Study Part 3: Story-telling for Stakeholder Identification  
 
It was decided that Pohnpei State would pilot a youth suicide prevention program   
using a ‘participatory approach’.  All known youth and community  leaders and youth 
service providers on the island were invited to a stakeholder meeting.  The aim of the 
meeting was to conscientize (to make critically aware) participants to their current and 
potential roles as stakeholders in preventing youth suicide.  The following culturally 
relevant picture story was drawn and told to prompt discussion and generate a list of 
all possible youth suicide prevention stakeholders (Krosch, 2006; Barr, 2005).  

Discussion questions: 

• Which stakeholders (individuals, groups and institutions) are represented by the             
characters in the story? 

• Which character are you? 

• How can these different stakeholders be encouraged to attend the next community 
meeting? 
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30 minutes 
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Identifying and Analyzing Stakeholders 
 
Steps in Stakeholder Identification 
1) Facilitate a brainstorming session with your community members to list all            
possible stakeholders (individuals, groups, agencies, organizations, institutions, 
businesses etc.) related to the most important health problem determined in the 
pair-wise ranking exercise.  You may wish to adapt a story like the one in Case 
Study Part 3. 
 
2) Record all possible stakeholders on a piece of paper so that all community 
members can see it. 
 
Steps in Stakeholder Analysis: Interest and Influence  
After you have brainstormed a list of all possible stakeholders decide which  
stakeholders are the most vital to involve by completing Stakeholder Analysis   
Tables (Krosch, 2006). 
 

3) On Stakeholder Analysis Table 1 (on the next page), list all stakeholders 
identified in the brainstorming session in column 1.  
2) Determine each groups “stake” in the health issue.  Write a few words that             
explains what stakeholders might gain or lose by being involved in activities to  
reduce the impact of the health problem in column 2. 
3) Rate each group’s importance to the process in column 3.  Consider if that          
particular stakeholder group was not involved how much difference would it 
make?   
4) Rate each group’s level of influence (power) over the impact (short-term                
effects) and outcomes (long term effects) of interventions in column 4.   
 
For example, in Micronesia male youth were described as a stakeholder group 
that had greater coping skills to gain.  Their importance to activities was critical (5)               
however, they had only moderate influence (3) over the success of activities                
because they lacked authority and resources in the community.  On the other 
hand, teachers and religious leaders were seen as very important (4) and very 
influential (4). 
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Male youth  

Teachers 

Religious  

leaders 

Coping skills 

Counselling 

skills 

Counselling 

skills 
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4 
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Steps in Stakeholder Analysis: Interest and Influence (continued) 
5) Next, transfer stakeholders into the appropriate boxes in Stakeholder Analysis 
Table 2 on the next page by their level of influence and importance.  (See the   
example below for male youth, teachers and religious leaders.)  
 
6) If the interest or importance of a stakeholder group is unknown, consult with           
representative members of this group to decide their known stake in the health 
issue rather than omitting their participation.  Stakeholders with the highest levels 
of importance and influence are Key Stakeholders whose participation should be 
highly encouraged and supported.  Key Stakeholders are usually Targets of Change 
and Agents of Change 
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Teachers 

Rel. Leaders 
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Activity 2: Community Meeting Part 1-Problem Identification and                    
Stakeholder Analysis 
 
Throughout the following steps, you will act as the community meeting facilitator 
and recorder.  The entire process may take up to 2 hours depending in how much 
your community members discuss.  Be prepared to moderate discussions and 
possible conflicts.   
 
1) Gather a group of  a minimum of 3 ‘community’ members (not counting your-
self).  They can be from a place community or common interest community 
(family, friends, classmates, co-workers).  You will facilitate several sessions with 
your community members.   Participants will decide on a priority health issue and 
analyze relevant stakeholders in this session.  You will facilitate 2 more                 
sessions with this same community group (Activities 3 and 5) so it is         
essential that participants can attend all meeting sessions. 
 
2) Explain to your community participants the purpose of your meeting: to         
determine the main health issues they face and which stakeholder groups should 
be involved in health promotion activities related to the issue they feel is most             
important..   
 
4) Facilitate brainstorming and pair-wise ranking activities as described in case 
Study Part 2 (page 37).  Record the group’s results on a piece of paper you can 
hand in.   
 
5) Your number one (most often listed) health problem from the pair-wise ranking 
activity will be the focus for your stakeholder identification and analysis.  With your 
number one health problem in mind, facilitate a stakeholder identification brain-
storming session as described in case Study Part 4 (page 40).   
 
4) Complete the two stakeholder analysis worksheets with your community              
members as also described in Case Study Part 4 (pages 41 and 43).   
 
5) Write a 1-page reflection independently.  Label it Community Meeting Part 1.  
Include the following: 
• What went well and what was challenging in facilitating the sessions? 
• Describe your community participants (age, gender, occupation etc.)  What 
‘community’ do they belong to? 

• Give a summary of discussions that took place.   
• Indicate the top three health issues and the top three stakeholders your                         
community identified (most important and influential).   

• Which stakeholders could be Targets of Change and which could be Agents of 
Change?   

 
Hand in your pair-wise ranking sheet and stakeholder analysis sheets with your 
reflection. 

Part 1-  
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Activity 3- Community Meeting Part 2: Mapping Social Capital 
Community Mapping was used with youth suicide prevention stakeholders in                
Micronesia to raise awareness of social capital networks and resources that are                
community assets or sources of risk factors.   
 
To create community maps, stakeholder groups draw their  physical surroundings  
noting resources, spaces they use and people they value.  Community maps can 
show where different stakeholders daily paths cross and which community assets 
they value most.  They are usually completed in focus groups (gender, age).  It is 
valuable to create separate maps for Targets of Change and Agents of Change to 
show where networks overlap and common resources.  Community maps can 
also be used to show where risk and protective factors are found in physical 
space.   
 

Throughout the following steps, you will act as the community meeting facilitator 
and recorder.  This activity may take about 45 minutes depending in how much 
your community members discuss.  Be prepared to moderate discussions and 
conflicts.   
 
Steps in Community Mapping 
1) Gather the same community members you worked with for Activity 2. 
 
2) Explain the purpose of this activity is to map community networks and assets 
so they can be mobilized to solve the #1 health issue that emerged from the pair-
wise ranking exercise.   
 
3) Decide if the activity will be done as one group or in smaller focus groups.  It is 
useful to create maps from the point of view of your Agents of Change and the 
Targets of Change.  Distribute paper and markers. 
 
4) Decide on a central landmark for each group to base their maps on. Then ask 
the participants to draw a map of their community including the most important 
people, places and things to them. Maps are not meant to include everything, 
rather they should represent the assets the group values most. Ask participants to 
think about a typical day or week, and the key people they interact with, the 
places they go and the activities they do during that time. 
 
5) Add symbols to maps to show where perceived risk and protective factors are.  
See the example map below completed by male youth and adults in Micronesia 
(Krosch, 2006). 

= risk areas 

Part 2-  
Social Capital  
 
Activity 3-
Community  
Meeting Part 2:          
Mapping          
Social Capital  
 
Estimated Time- 
45 minutes 
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Steps in Community Mapping continued 
 
6 When the groups have completed their maps ask them to describe what they 
have drawn to the large group.  Encourage asking questions about anything that is 
unclear.  
 
7) Discuss the resources and locations each group values. Note areas and             
resources that are important to more than one group. Also note locations or                  
resources that tend to be the domain of a particular group.  Record any overlap, 
and frequently mentioned assets. 
 
8) Collect community maps to refer to again during Activity 5: Community 
Meeting Part 3.   
 
 
 

Part 2-  
Social Capital  
 
Activity 3- 
Mapping           
Social Capital 
and Community 
Assets 
 
 
 
 

Focus groups of  males and females, youth and adults complete 
community maps at a community involvement in youth suicide 
prevention workshop in Kosrae, Micronesia in 2006.                   
(Photo: S.Krosch) 
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Activity 4:  Analyzing Social Capital- Positive and Negative Health Effects  
 
1) Choose one of the following case study articles.   
 
Gregson, Simon et al..  (2004)  Community group participation: Can it help young 
women avoid HIV?  An exploratory study of social capital and school education 
in rural Zimbabwe.  Social Science and Medicine.  58: 2119-2132. 

 
Maycock, Bruce and P Howat.  (2007)  Social capital: implications from an                
investigation of illegal anabolic steroid networks.  Health Education Research.  
(Advance Access) 

 
Viswanath, Kasisomayajula et a..  (2006)  Social Capital and Health: Civic        
Engagement, Community Size, and Recall of Health Messages.  American               
Journal of Public Health.  96:8.  1456-1461. 

 
2) Write a 2-3 page (1200 word) analysis paper that answers the following               
questions: 

• How is social capital defined in the study? 
• How was social capital measured in the study (research questions)?   

• Summarize the findings. 
• When applying Ziersch’s model to the case study, what elements of social  
capital infrastructure and social capital resources were present in the case?  
How did these elements support or act as health risk factors or health              
protective factors? 

• Describe any instances of downward leveling of norms present in the case. 
• If you were to carry out a health intervention with the target group of the study, 
how would you attempt to build social capital for positive health outcomes? 

 
 
 

Part 2-  
Social Capital  
 
Activity 4- 
Analysing Social 
Capital– Positive 
and Negative 
Health Effects 
 
Estimated Time- 
3.5 - 4 hours  
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Case Study Part 5: Introducing a Participatory Approach  
 
Community involvement in mental health issues such as youth suicide prevention 
happened mostly informally in the FSM.  Some women’s groups and youth group’s 
had attempted to raise awareness of the issue of youth suicide by encouraging             
affected families to speak about their experiences in public.  This saw mixed results 
in different States.  In Pohnpei, a participatory approach to youth suicide prevention 
had to be introduced to stakeholders to gain acceptance and support.  The “Silence 
vs. Dialogue” pictures below were used to stimulate discussion of the merits of a 
participatory approach.  Community members were asked to look at the two sets of 
pictures and discuss the pluses and minuses of each approach. 
 
The pictures on the left of each pair represent communication behaviors stake-
holders were accustomed to: being told what to think and do and only interacting 
with members of one’s own community.  The pictures on the right of each pair            
depict participatory approaches: a facilitator discussing the problem with the             
community and diverse stakeholders learning from each other and collaborating.   
 
In order to move forward, the community stakeholders had to agree to try a                      
participatory approach to youth suicide prevention. 
Some questions used to arrive at this agreement included:  

• What is your experience with community participation?  

• Which view of participation have you observed or experienced? 

• Was this view effective in reaching goals?  Why or why not?  

• Which approach has been used in youth suicide prevention in the past?  Was it 
effective? 

• Which approach do you feel will help us reduce youth suicide now? 
 
 

Silence v. Dialogue Pictures 
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Case Study Part 6: Enabling Participation 
 
Involving young people in youth suicide prevention in Micronesia was controversial.  
Adult stakeholders wanted to protect youth and were afraid if they discussed suicide 
with young people they may be seen as condoning.  On the other hand, youth   
leaders were asking for training and assistance in bringing more attention to the 
problem.  A Youth-Adult Partnership approach was adopted.   
 
In Micronesian culture, people are considered ’youth’ until their mid-thirties and they 
are taught to respect their elders.  Rarely do young people speak freely in groups of 
adults so a participatory process that called for equal participation of stakeholder 
groups would be a new approach.  Because adults in general have power over 
youth it was important to conscientize adult stakeholders to their views of youth   
participation and encourage their acceptance of creating opportunities for higher 
levels of youth participation. 
 

Steps in Developing a Youth Participation Goal Statement 
 
1.  Adult stakeholders were asked  

• What are the roles and responsibilities of youth in the family and the community? 

• How do youth typically contribute to projects? 

• Could youth be more involved?  

• Why do you think youth do not get involved in community projects? 
 
2.  Then adults were asked to complete an Inventory of Adult Behaviors                    
Towards Youth (pages 18-19 of the Training Manual available online at                           
http://sarakrosch.tripod.com/id3.html) 
 

3.  The Ladder of Youth Participation was discussed with both adult and youth 
stakeholders to draft a Youth Participation level Goal Statement such as:  Youth 
leaders will collaborate with adults and share in decision-making and activity                  
management roles.  Youth leaders will consult regularly with adult group members.  
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Micronesia  
Case Study    
Part 6–                          
Enabling                    
Participation 
 
 
 
 
 



50            

 

Steps in Developing Youth Participation Barrier Mitigation Strategies 
 
4.  Finally adult and youth stakeholders discussed barriers to youth participation.  A 
list similar to the one below was brainstormed. 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
5.  Youth and adult stakeholders developed at least three strategies to overcome  
barriers in a Youth Participation Barrier Mitigation Plan. 
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Barrier to Youth Participation Mitigation Strategy 

Lack of transport 
 
 
 
Time and location of meetings 
 
 
Reluctance to speak openly 

Municipal offices and families with trucks 
will provide transportation to  meetings 
and activities 
 
Meetings will be held at schools after 
class times 
 
Focus groups will be used, and youth              
leaders will encourage young people to 
attend meetings and to speak freely 
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Community Meeting Part 3- Problem Analysis & Community Action Planning 
 
Adapt and Facilitate a Participatory Tool 
There are two important dimensions to any health issue: its root causes and the 
behaviors and environment that must change to reduce the impact of the health 
issue.  In the community meetings and workshops conducted in Micronesia two 
participatory tools were used to gain a better understanding of the root causes of 
youth suicide.  Two other tools were used to discover ‘alternative behaviors’ that 
could be encouraged through community action plans.  At some events all four 
tools were used, other times one of each type of tool was used depending on the 
group’s wishes and time constraints.    
 
After each tool was completed the group discussed what risk and protective                
factors were revealed via the activity.  These were listed after each activity until 
several factors were discovered and patterns began to emerge (some factors 
were frequently mentioned).  These risk and protective factors became the                     
inspiration for community action plan goals.   
 
To prepare for Community Meeting Part 3 you will choose 1 participatory 
tool that was used in Micronesia and adapt it to your health issue.   
 
Health promoters should be very familiar with the tools they choose before                         
facilitating them.  All participatory tools are adaptable but each has a particular 
purpose.  This activity will give you the chance to choose a participatory tool that 
best fits your health issue and community members and also will provide you with 
the information you want.  Does your community feel the need to understand the 
social and environmental causes of the health issue better.  If so, choose a ‘Root 
Causes’ tool.  Perhaps your community feels they are already knowledgeable 
about the health issue so they want to explore alternative behaviors that can be 
promoted.  If this is the case, facilitate an ‘Exploring Alternatives’ tool. 
 
Instructions for facilitating each of these tools can be found on the following 
pages.   
 
 
 
 
 
 
 
 
 

• The Force Field Analysis and “But, why?” Technique were adopted from                    
community development activities found on The Community Tool Box website 
mentioned in your module reader.   

• Playback Theater is a methodology based on the work of Paulo Freire, author 
of Pedagogy of the Oppressed and his friend August Boal who created Theater 
of the Oppressed.  Boal encouraged people to act out issues in their own lives.  
When the story was played in front of an audience it could be stopped at a 
point where someone would suggest things be done differently to have a more 
positive outcome. This way the community members are not just recipients of 
the story but they become actors and directors who can suggest alternatives 
and initiate change. 

• Krosch (2006) developed the “Reasons to Live” tool based on the research of             
suicidologist Marsha Linehan.  It can be further adapted by replacing “living” 
with key behaviors related to your health issue, i.e. Reasons for not drinking 
alcohol. 
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Action Planning 
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Steps for Community Meeting Part 3– Problem Analysis 
 
1.  Read each of the 4 tools found on the following pages.    
 
2.  Decide which tool you will adapt to your health issue and 
community group and make the necessary changes.  Practice 
facilitating the activity before you meet with your community 
group.  Also become familiar with the risk and protective factor 
recording sheet and be prepared use it after the activity.   
 
 
 
 

All of the participatory tools were completed in small groups.  Depending on the 
size or make up of your community decide if you will complete the toll activity as 
one mixed group or in separate focus groups.  If separate focus groups are used 
then each will share its results with the large group.  Mixed groups allow diverse 
stakeholders an opportunity to interact but this may be uncomfortable for some.  
Focus groups are used to maximize participation and sharing because it is                  
assumed that if stakeholders have something in common (gender, age) they may 
feel more open to sharing their experiences and ideas.   
 
 
 
 
 
 
 
 
 
 
 
 

3.  Gather your community group and explain the purpose and steps of your                   
chosen tool.  (A tool activity can take up to one hour to complete depending on 
how much discussion and debate is generated.) 
 
4.  Facilitate the tool and a discussion of the risk and protective factors that were 
revealed during the activity.  Record the risk and protective factors on a piece of 
paper the community members can see and refer to later.   
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Women’s focus groups complete Force Field Analysis and But Why? 
Technique activities at a community workshop in Kosrae, Micronesia in 
2006.  Results of other participatory tool activities are displayed for       
reference.  (Photo: S. Krosch) 



ROOT CAUSES 
Tool 2: “But, why?” Technique 

(mixed or focus groups) 

Here is an example beginning with an observation of a problem:    

         The little girl has an infected cut on her foot. 
      But, why ? 
   Because she stepped on a thorn 
      But, why? 
          Because she has no shoes 
      But, why? 
          Because her family cannot afford to buy any 
      But, why? 
          Because her parents are unemployed.       But, why? 
          Because her father lost his job and her mother is uneducated 
      But, why?                                           But why? 
 Because the business he worked for closed...                Because she got married and pregnant young... 
 

 
Observation: 
______________________________________________________________ 
 
But, why? 
 
 

What risk and protective factors did this activity reveal?  (As in the example above, adult unemployment, 
under-education and society’s poor economy were risk factors for young children having health         
problems.  Adult employment, education and a prosperous economy would be possible protective factors 
for child health.) 
 
Risk Factors: 
 
 
Protective Factors: 
 



ROOT CAUSES 
Tool 1: Force Field Analysis 

(mixed or focus groups) 

1.   Draw the Force Field diagram on chart paper with the Problem Statement in the left-hand box and the Vision 
Statement in the right-hand box. 

 
 
 
 
 
 

 ! the left box shows the current situation “Where We are Now” 

 ! the right box shows the improved situation in the future “Where We Want to Be”  

 ! the arrow in the middle is the path to the future 

 ! the arrows pointing up represent forces that will help us get from “now” to the “future”   
 !the arrows pointing down represent the obstacles preventing us from reaching our goals  

 
2.   Next, identify the positive, helping forces (resources and actions that exist or that will be needed) to get us to our 

shared vision.  Identify the negative, hindering forces (constraining factors and sources of resistance) that may 
challenge us.   
 
 
 
 
 
 

Think of all of the forces that help and hinder at the individual, family, community and societal levels.  What 
are cultural, religious, economic, and social forces that  impact the problem and our efforts to solve it? 
 

3.    When you group cannot think of any more forces to add to the diagram, reflect on the completed poster.   
Ask yourselves:  

 What are the dominant helping/hindering forces? 
 Did new forces emerge that you had not thought of? 
 How easy will it be to improve the current situation? 
 How long is it likely to take before real improvements are seen? 
 
4.   Which of these forces are risk factors?  Which are protective factors?   

 
NOW 

Problem 
Statement 

FUTURE 
Shared  
Vision 

Helping Forces 

Hindering Forces 

Helping Force:  resources or actions that exist or are needed for positive progress 
  

Hindering Force: constraining factors and sources of resistance 

Hindering  Forces  
- may be resistant to change 
- may cause our efforts to fail 

- are risk factors 

Helping Forces 
+ may enable change 
+ may help our efforts succeed 

+ are protective factors/assets 



EXPLORING ALTERNATIVES 
Tool 3: Playback Theater Role Plays 

(mixed or focus groups) 

1. Choose a scene to act out or develop your own scene. 
 

 
2.   Plan out your scene: 

 Where does it happen? 
 Who are the characters? 
 What is the action/what happens? 
 How will you give the audience the impression that the character commits suicide? 
      Give a short introduction of your scene and then act it out.  Make sure the audience can see and hear you and tell 

them to watch the play closely.  Remember to speak loudly and do not turn your back to the audience. 
 

3.   After you are finished, ask the audience to tell you what they saw.  Then ask the audience to provide missing 
information:  What do you think was happening before the scene started—1 day, 1 week, 1 month earlier—
that may have led to the young person taking their life?  Ask them to explain their answers. 

 
4.   Re-play the scene with the additional information given by the audience.  But this time the audience is allowed to 

stop the action at any time they want to change what is happening.  They do this simply by yelling, “Stop,” or by 
raising their hand.  The actors must then freeze and the audience member(s) must tell them what to do differently 
so as to have a more positive outcome.  When the audience member(s) say, “Go,” the play resumes.  The play 
can be stopped as many times as the audience feels changes need to be made.   

 

7. After the performance, ask the audience: 
      What changes were made to the first act?  What impact did those changes have?   
 Did the changes have positive or negative results?   
 Were the changes realistic?  Do people act that way?   
 What caused the youth to commit suicide in the first play?   
 Did they change their behavior in the second play?  Why?   
 Ask the actors if there was anything difficult about playing their roles?   
 What risk and protective factors were revealed?   
 

Short Case Studies for Performance & Discussion 
 

  A 17-year old boy who had often complained that his family did not love him injured his younger brother in a fight and was 

severely scolded by his parents for this behavior. Not long after this he got drunk and hanged himself outside his house. 
 

  A young man was ordered by his father to work in the family garden although he stated he had other plans that day.  After the 

family had left to attend a community celebration, he dug up the garden and then hanged himself. 
 

  An 18-year old committed suicide shortly before his graduation when his parents denied his request for money. 

 

  One young man in his early 20s took his life when his family refused to allow his marriage to a girl with whom he had been 

living for almost two years and with whom he had a child.  
 

  A nine-year old boy who had been watching television at a neighbor's house hanged himself for fear that he would be beaten 

for returning home so late.   
 

  A 15 year old girl asked to use her sister’s video camera but the sister refused.  The girl killed herself with an overdose of 

medicine.  
 

  A 24-year old male took his own life after he was refused credit in the family store. 



EXPLORING ALTERNATIVES 
Tool 4: Reasons to Live Discussion 

(mixed or focus groups) 

1. Imagine you are thinking of committing suicide.  Take a few minutes to think of as many reasons as you can 
why you would/should not commit suicide and go on living individually. 

 
2.   Individuals share their answers with the small group which records a list of Reasons to Live. 
 
3.   Small groups come together into the large group and share their lists of Reasons to Live.  The Recorder works 

with the participants to put the responses into categories* such as religious/spiritual beliefs or commitment/love of 
family.  Record your categories in clusters or a list. 

1) Individual Reasons to Live 2) Small Groups Reasons to Live 

  

3) Category Clusters 

category 

category category 

reason reason 

reason reason 

reason reason 

reason reason 
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All of the work you have done with the community thus far has yielded information 
that can be used to develop a community action plan, starting with the list of risk 
and protective factors.   
 
Now that you have completed a problem analysis tool activity that either looked at 
root causes or alternative behaviors, your community has generated a list of risk 
and protective factors related to the health issue.  The community member must 
decide which factors they want to focus on.  Not all risk and protective factors are 
equal. We want to identify the most influential or powerful ones.   
 
For example, having access to rope to hang oneself and having family and friends 
who have committed suicide were both be seen as risk factors in Micronesian              
communities.  It had to be decided which factor was more influential and which was 
more amenable to change.  The community may not be able to affect every factor 
they identified, so they must decide which factors to try to change (reduce the risks 
and support the protection).  The community must also not focus on too many or too 
few factors.  Usually a single risk factor does not lead a health problem rather              
multiple factors (i.e. several risk factors and the absence of protective factors). 
 

Steps for Community Meeting Part 3– Community Action Planning 
 

5.  To prioritize the factors with the strongest connection to the problem and that are 
easiest to change use the Prioritizing Risk and Protective Factors Table.  This         
activity may take up to 30 minutes to complete. 
 

List the risk and protective factors in column one.  Rate the importance of each   
factor to the outcome of the health problem happening.  More than one factor may 
have the same # rating.  Record the rating under Degree of Importance.   
 
In the column labelled Degree of Changeability, decide how much or how directly 
your group can change the factor.   
 
Add across each row and write the sum in the last column. The factors with the 
highest values are the ones you should focus on in the community action plan.   
 
Choose no more than 2 factors to focus on. 
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Risk & Protective Factor 
Recording Sheet 

Risk Factors 
 
traits, beliefs & behaviors of individuals, 
families, & communities that make youth 
more vulnerable to  suicide.  
 
They are circumstances & experiences that  
increase the likelihood of risky behaviors. 
 

The opposite of a 
Risk Factor is a    

Protective Factor. 

Protective Factors 
 
traits, beliefs &  behaviors that "protect" from 
suicide by reducing the effects of risk      
factors.   
 
They are circumstances & experiences that  
promote healthy  behaviors &  positive     
development.   

List of Risk Factors List of Protective Factors 

  

GOALS: 

We want to eliminate,  
lessen or buffer youth  

from risk factors. 
 

We want to create,     
increase or improve     
protective factors to  
make youth more  

resilient to  
life’s challenges. 

 RISK 

RISK 

PROTECT 

 

RISK 

RISK 

PROTECT 

PROTECT 

PROTECT 



Prioritizing Risk &       
Protective Factors 

Factors for  
Youth Suicide 

 
Risk (-) & Protective (+)     

Degree of  
Importance 

1= slightly important 
2= moderately important 
3= very important 

+ 

Degree of  
Changeability 

1 = unable to change/directly affect 
2 = partially changeable/able to affect 
3 = highly changeable/can directly affect 

 

= Final 
  Value 

( )     +    = 

 
 
( )  
 
 

   +    = 

( )     +    = 

 ( )     +    = 

( )  +  = 

( )  +  = 

( )  +  = 

( )  +  = 

( )  +  = 
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Steps for Community Meeting Part 3– Community Action Planning continued 
 

The remaining steps below will enable the community to draft a community action 
plan.  This process make take up to 1.5 hours. 
 
7.  Rewrite each factor as a goal statement and record this on the action plan               
template.  The action plan template provides space for up to four goals, but 
since you decided on only two factors you will have a maximum of two goal 
statements.  However, you can combine your factors into one goal statement if this 
makes more sense.  For example, A combined goal statement for the factors below 
could be “Creating opportunities for males ages 18-24 to gain skills in overcoming 
obstacles.”    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8.  Continue completing the action plan by deciding who will the Targets of Change 
and Agents of Change for each goal. 
 
9.  Note any community assets that are of value and use to the targets of change 
and agents of change and that can be sued in action plan activities 
 
10. Decide on at least one strategy and two tactics that will be used to reach your 
goals.  Refer to the Action Plan Handout: Strategies and Tactics.   
 
11. Complete the final columns of the action plan with the help of the Action Plan 
Handout: Resources, Timeframe and Indicators of Success. 
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C
o
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n
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n

 

Risk/Protective     
Factors  

Goal Statements   
 

Target Groups 
         Targets of       
            Change (ToC) 
 
            Agents of  
            Change (AoC) 

  

Community  
Assets 

people, places,        
resources, programs, 
institutions, partners     

to assist 

Strategies & Tactics 
How will AoC decrease or buffer 

ToC from risk factors? 
 

How will AoC support or create  
protective factors for ToC? 

Resources                      
Needed  
human &      
material 

When 
Plan 
Start 
Stop 

Evaluate 

Indicators 
of Success 

Quantitative 
& 

Qualitative 

(-)  
 
 
 
 

          

(-)  
 
 
 
 
 

          

(+)  
 
 
 
 
 

          

(+) 
 
 
 
 
 

      

Problem Statement Vision Statement 

Signatures 



ACTION PLAN 
Strategies & Tactics 

Strategy:  What you will do to reach the goal. 
Tactic:  The steps you will take to reach the goal. 
 
Goal:  Joe would like to get married. 
Strategy: Joe wants Joyce to fall in love with him. 
Tactics:  buy her flowers, write her a song,  
               take her for a romantic night cruise, etc.  

1.   For each goal statement, first decide on a strategy—what will you do to try to reach this goal?   
 
 
 
 
 
 
 
 
 
 
 

 
Brainstorm possible strategies by asking yourselves:   

     What can the identified AoC do with the ToC to reach this goal? 
     What Community Assets do the AoC and ToC have in common?   
     How can the identified Community Assets be utilized to reach this goal? 
     What has been done in the past to try to reach this goal?   
     Was the effort successful?  Why or why not? 
     What needs to be done to reach the goal (information, skills, service, program)? 
 

Keep strategies simple and practical by following this formula: 
 
 
 
 
 
 
 
 
2.   Small groups record possible strategies.  Evaluate each by discussing the following 

  Is the strategy appropriate and appealing for the target group? 
Does the strategy make the best possible use of available resources and community assets? 
Is it practical and simple? 
Are there any negative effects from employing this strategy?   
Can one strategy meet more than one goal area? 

 
3. Decide on one strategy per goal statement. 
 

4.   Next, break the strategy down into steps or tactics.  For example, If your strategy is to get more males ages 18-
24 involved in sports and to gain skills in overcoming  obstacles by pairing up with adult mentors what do 
you need to do first, next, after that, finally…  

Types of Strategies: 

 ! provide information or support growth 

 ! teach new skills or provide training 

 ! create a new service or program 

 !enhance an existing service or program           

or modify access and barriers 

 ! monitor and give feedback 

Targets 
of Change 

Agents 
of Change 

Community 
Asset 

Type of Strategy________________ 
+ + 



ACTION PLAN 
Resources, Timeframe & Indicators of Success 

Human Resources Needed 
(knowledge, skills, abilities) 

Material Resources Needed 
(buildings, transportation, printed              
materials, food, equipment, etc.) 

  

How long will you need to plan &  
prepare?  

 

When will you start?  

When will you evaluate?  

When do you hope to finish?  

Quantitative Indicators Qualitative Indicators 

Example: 
By June 2007, at least 20 males ages 18-
24 will have joined the basketball league 
and completed peer leader training with 
their adult mentors.   

Example: 
We want to build the confidence of     
participants and we went their families 
and communities to be proud of them.   

 !Specific 

 !Measurable 

 !Achievable 

 !Relevant (to the goal) 

 !Timeframed 

 !Based on observations, interviews 

 !Record how behaviors, thoughts 

and feelings have changed 

 !Capture people’s judgments/

perceptions of the strategy 

 !Relevant (to the goal) 

Quantitative Indicator: Qualitative Indicator: 

Resources 

Timeframe 

Indicators of Success 
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13.  Write a 1-page reflection independently.  Label it Community Meeting Parts 2 
and 3.  Include the following: 
• What went well and what was challenging in facilitating the sessions (community 
mapping, problem analysis: root cause or exploring alternatives, and community 
action planning)? 

• Give a summary of discussions that took place.   
 
Hand in your community map(s), records of the problem analysis tool activity, list of 
risk and protective factors and the community action plan with your reflection. 
 
 
 
 

This process and these activities have been taken from the complete                  
Training-of-Trainers Guide book A New Path: Participatory Problem Solving 
for Youth Suicide Prevention which is available online at      

           http://sarakrosch.tripod.com/id3.html  
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Stakeholder representatives present completed Community Action Plans 
at the close of workshops in Micronesia and South Sudan in 2006.  
(Photos: S. Krosch) 
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Case Study Part 7: Preventing Child Sexual Abuse in Indigenous                          
Communities 
  
Sexual assault of children is not acceptable in Aboriginal culture, but claims of 
sexual abuse in indigenous communities have been documented in government 
reports as early as 1999.  The newest report, “Little Children are Sacred”, was 
released on April 30, 2007.  It found widespread evidence of child sexual abuse in 
the Northern territory and made 97 recommendations for change.  After the                
release of the report, the Australian government acted quickly by seizing control of 
indigenous communities and sending in health teams aided by the army.  On               
August 6, 2007 the government introduced 500 pages of legislation giving it 
sweeping new powers  in the territory.  Indigenous parents who neglect their                
children or fail to make them attend school risk having their welfare payments   
suspended.  Mal Brough, Minister for families, Community Services and                             
Indigenous Affairs said, “ We recognize that longer term action is required.  Our 
approach is fundamentally about empowering local citizens.”  But aid and human 
rights organizations question whether the government has a long-term plan.                   
According to Oxfam Australia, “the government has failed to take up the 97                 
recommendations in the report, which was originally stated as the basis for the 
intervention (Robinson, 2007:76).” 
 

A breakdown of Aboriginal culture has been linked to a number of factors.                   
Excessive consumption of alcohol is variously described as the cause or result of 
poverty, unemployment, lack of education, boredom, a sense of hopelessness 
and low self-esteem, especially among young men, and overcrowded and                       
inadequate housing. The use of other drugs and petrol sniffing can be added to 
these. Together, they lead to excessive violence, especially domestic violence. In 
the worst case scenario it leads to sexual abuse of children (Wild and Anderson, 
2007). 
 
The NT town of Hermannsburg, population 500, is about 125 kilometres away 
from Alice Springs.  There people had watched news reports in which the prime 
Minister declared a state of “national emergency” and soon after soldiers arrived 
in heir town.  There was no warning, no application for a permit to visit the                    
community and no consultation with traditional land owners.   
 
“They were saying, ‘There’s an army team coming to take our children.’” 
- Mildred Inkamala, local elder 
 
“We didn’t know what to think, we thought there was a war out here.  What they 
should have done is come quietly to the council.  But they never came.  We feel 
shame, and you think, are they talking about us?  I feel embarrassed as an                   
Aboriginal man.” 
- Kenny, local resident 
 
“Men go out of the community and drink in the bush.  When they are all charged 
up they com to the community.  No one can sleep on pay-day.” 
- Sharona Richardson, Centerlink Officer 
 

There are only two police officers for Hermannsburg and the surrounding area 
and local women say they sometimes don’t respond to requests for help until the 
morning.  The women have been asking for funding and support to build a safe 
house and for public health programs (Robertson, 2007). 
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Of the 97 recommendations set forth in the inquiry report five fall under the category 
‘The Role of Communities’.   
• Actively encourage, support and resource the development of community-based 
and community-owned Aboriginal family violence intervention and treatment                
programs. 

• Develop violence management strategies for each Territory community, based 
around the existing services and infrastructure available to run night patrols and 
safe houses. 

• Assess the quality of current family violence and safe place approaches and                    
increase the number of communities with safe house/places for women and                   
children fleeing   violence by funding the construction of safe places. 

• Support community efforts to establish men’s and women’s night patrols in those 
    communities which identify a need for these services. 
• Each city, town, region and community through an appropriate body develop a 
local child safety and protection plan to address indicators of high risk in the area 
of child sexual abuse, prevention of child abuse generally and sexual abuse                 
specifically. Such plans could be incorporated into community plans (Wild and 
Anderson, 2007). 

 
 
Read King’s West Australian news article “D-Day for Aboriginal crackdown” 
on the next page. 

Part 3-  
Community             
Participation,  
Organization             
and Development 
 
Australia  
Case Study-                                  
Preventing Child 
Sexual Abuse in 
Indigenous                
Communities  
 
 
 
 
 





58            

 

Activity 6: Make Community Engagement Recommendations  
 
Imagine you are part of a task force assigned to the Aboriginal community of               
Hermannsburg in the Northern Territory of Australia.  Based on the information in 
the case study you have been asked to develop a recommendations brief (2-3 
pages or 1,500 words) describing how you would engage with this community to 
begin to carry out the recommendations listed under “Role of Communities” in the 
inquiry report.                          
 
Although each recommendation overlaps, for the purposes of this activity choose 
one recommendation to focus on. 
 
The recommendation brief should answer the following questions: 
• What are your aims in working with this community?   
• Which recommendation will you focus on?  How will you decide this? 
• What steps will you take to engage with the community? 
• Will you take a community mobilization, community organization, and/or a               
community develop approach?  Why? 

• Who are the relevant stakeholder groups you will need to work with? 
• What level of meaningful participation will you aim for? 
• How will you uncover the community’s needs, experiences, and assets? 
• How will you overcome apprehensions and possible anger towards working with                 
outsiders? 
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