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Promoting Healthy Communities through Community Development


Child abuse, risky adolescent behaviors (e.g., unprotected sex, pregnancy), delinquency, and substance abuse have been the topics of numerous treatment and prevention studies (e.g., Choi & Coates, 1994; Shedler & Block, 1990; Webster-Stratton & Hammond, 1997).   Typically, these studies have focused on the individual and intrapsychic conceptualizations of problems, and they have proposed and tested many therapies and programs based on those conceptualizations.  Although these efforts are laudable, they often ignore many important factors that contribute to the development and perpetuation of these problems.  Community problems, including poverty, dilapidated housing, and social isolation, have been implicated in the development of many "individual" problems, including child abuse and neglect (Coulton, Korbin, & Su, 1999), domestic violence (Miles-Doan, 1998), crime and delinquency (Morenoff & Sampson, 1997; Sampson & Lauritsen, 1994),  poor prenatal care and early child development (Duncan,    Brooks-Gunn, & Klebanov, 1994; Perloff & Jaffee, 1999), low birthweight babies (Roberts, 1997), adolescent mental health (Aneshensel & Sucoff, 1996), and adolescent sexual behavior and pregnancy (Ku, Sonenstein, & Pleck, 1993; Mayer & Jencks, 1989).

Bronfenbrenner (1979) proposed that ecological variables, including family, school, neighborhood, and community factors could affect an individual's behavior.  The latest research continues to support Bronfrenbrenner's ideas about the importance of environmental context on the healthy development of individuals.  In fact, reviews of this research (e.g., Gephart, 1997; Wandersman & Nation, 1998) leave little doubt that a community's social, physical, political, and economic qualities play important roles in producing healthy individuals who, in turn, create a healthy, vibrant community life.  These reviews also raise doubt about the sufficiency of individual-focused models to address psychological and social problems. 


The gap between individual-focused models of intervention and our understanding of the impact of community problems suggests the need for community models to supplement individual- and family-level models (Goodman & Wandersman, 1994).  Goodman and Wandersman proposed that a comprehensive causal model for many psychological and health problems, such as substance abuse, is one that includes risk factors at the individual, family, and community levels, with interventions also involving all three levels.


In this chapter, we consider a community model of social problems, and of interventions.  These models supplement individual and family models, and are based on community development and public health perspectives.  There are four major sections to the chapter: (a) a description of the problem that is focused on a multidimensional conceptualization of community problems, and the link between community problems and individual outcomes, (b) a review of the literature related to community development and public health approaches to intervention in distressed communities, (c) a case example of a grant program in which family and community development are central components, and (d) recommendations to guide the development of new interventions and future directions for research and practice in troubled communities.   

Description of the Problem

Proposing a community model for intervening in psychological problems requires that we define two central concepts, namely community, and community problems.  There are numerous phenomenological definitions of community.  Here we define community as a residential area with limited geographic boundaries, such as a neighborhood or a street block.  History and attachment to a physical place is a vital element of what builds and sustains community in our definition.

Because all communities have problems that vary from minor annoyances to profound distress, building consensus on comprehensive indicators of community problems is difficult.  We approach community problems as a multidimensional construct that includes the economic, social, physical, and political conditions within a community.  Communities vary on these dimensions, with some experiencing serious problems, including poverty (as measured by various indices), large numbers of disrupted families, residential instability, physical and social disorder, and political marginalization. 

Economic Problems


The impact of poverty on health and mental health outcomes is well documented.  Early ecological studies (e.g., Faris & Dunham, 1939; Shaw & McKay, 1969) documented the tendency for poverty to be concentrated in specific communities, and suggested that living in these communities adds to one's risk of poor outcomes, such as juvenile delinquency and psychiatric hospitalization.  Most of the subsequent ecological analyses of health and developmental outcomes have validated poverty as a powerful predictor of poor outcomes, including school dropout, juvenile delinquency, low birthweights, and child maltreatment (e.g., Figueira-McDonough, 1991; Roberts 1997; Zuravin, 1989).  Such neighborhood measures as poverty status, high rates of unemployment, and low per capita income are among the structural characteristics commonly used to indicate economic decline.  

Physical Problems


Neighborhood disorder refers to the decline in the physical and ambient conditions, called  incivilities, that are common in distressed neighborhoods. During the 1970s and 1980s, changes in urban neighborhoods, such as the emergence of the underclass and the gentrification of some urban neighborhoods highlighted the plight of disordered neighborhoods (Taylor & Covington, 1988; Wilson, 1987).  Skogan (1990) included dilapidated houses, abandoned buildings, vandalism, litter and garbage, as physical incivilities of neighborhoods.  This category of incivilities symbolizes visual indicators of negligence and decay that, if left unchecked, might lead to more serious crimes (Wilson & Kelling, 1982). 


Research has confirmed that both subjective and objective indicators of disorder do impact residents' perceptions of their neighborhoods (e.g., Taylor, Shumaker, & Gottfredson, 1985). Covington and Taylor (1991) and Perkins and Taylor (1996) introduced a multilevel analysis strategy that compared individual, individual-within-block/neighborhood, and    between-neighborhood effects of social and physical disorder (using multiple measures) on fear of crime.  The results indicated that both physical and social incivilities were positively related to levels of fear of crime.  Taylor and Covington's (1993) study of 66 Baltimore neighborhoods found that incivilities and fear were high in those areas that experienced significant increases in the proportion of youth and African Americans in the past decade. This suggests that there may be a relationship between neighborhood disorder and the neighborhood's structural characteristics.   


Other types of ambient conditions such as building design, crowding, and noise have been associated with poor outcomes as well, including children's behavior problems and low academic achievement (see Wandersman & Nation, 1998 for a review).  For example, exposure to toxic hazards (e.g., lead, PCBs) has been associated with such outcomes as birth defects, academic problems, and cancer (e.g., Edelstein, 1988; Marshall, Grensburg, Deres, Geary & Cayo, 1997).  Such toxins tend to be concentrated in poor ethnic communities (United Church of Christ Commision on Racial Justice, 1987).

Social Problems


The presence of social incivilities and the disruption or dissolution of social networks is another aspect of a community that portends poor social and developmental outcomes.  Social incivilities include public drunkenness, corner gangs, street harassment, drug trade and noisy neighbors (Skogan, 1990).  The importance of social networks has been illustrated clearly in studies of child abuse and neglect, which have found that neighborhoods having a heavy child care burden (a high ratio of children to adults, and with low percentages of male and elderly residents), and residential instability had higher rates of child maltreatment (Coulton, Korbin, Su, & Chow, 1995; Garbarino & Kostelny, 1992). 

The importance of social structure is not limited to child maltreatment outcomes.  Social disorganization theory has emerged as one of the most influential theories linking communities to crime and delinquency. In its purest form, social organization refers to a community’s ability to realize a common set of values and to mobilize to internally solve its commonly experienced problems (Kornhauser, 1978).  There is high social organization to the degree that informal social networks, neighborhood institutions (e.g., schools and churches), and other formal organizations (e.g., civic clubs and homeowners associations) can exert social control from within a community (Bursik & Grasmick, 1993).    Tests of this theory have found high community transience to be related to poor neighborhood networks and property crimes including vandalism and auto theft (Sampson & Groves, 1989).  Connell and Halpern-Felsher (1997) tapped into a similar construct which they termed "symbolic and social exchange processes."  Investigations of these processes, which include the development of social networks and supervision of children, provide further support for the impact of social decline, particularly when it is paired with poverty.  For example, McLoyd (1990) suggests that parents respond to the physical danger of poor neighborhoods by using more punitive and coercive parenting styles.  Social disorganization theory predicts that the quality of social networks may be a powerful mediator of the impact of community conditions on individual outcomes. 

Political Problems

Political problems are indicated by the disempowering of a community (i.e., a general lack of hope, participation, and control over local decisionmaking).  Causal factors may include macroeconomic factors such as national and regional economic and employment structure, institutional policies and practices (both public and private) that are undemocratic or ignore citizen concerns, and social conditions (e.g., unchecked disorder and discrimination).  A primary issue here is how these factors may differentially impact neighborhoods in ways that cause or perpetuate the lack of political power.  

Examination of discriminatory housing practices demonstrates how the continued ghettoization of minorities and the poor occurs.   Despite fair housing laws, subtle discriminatory practices of banks and real estate professionals still have a significant effect on the distribution of racial and ethnic populations.  Housing audits using black and white agents as prospective renters are used to determine the presence of discrimination.  Galster and Keeney's (1988) review of 71 audit studies led them to conclude that racial discrimination was a dominant feature for both housing rental and sales markets in metropolitan areas.  Practices such as racial steering (guiding black and white clients to neighborhoods that differ in key economic or racial characteristics) were common.  Massey and Denton (1993) reported that the practice of informal redlining (i.e., refusing to underwrite mortgages in areas that contained black residents, were adjacent to predominantly black areas, or were at risk to attract black residents) by the Federal Housing Administration (FHA) and private lenders, continued to discourage integration of racial and ethnic groups.  Farley and Frey (1994) documented several factors that have perpetuated segregation and the concentration of poverty, including federal housing policies that encouraged the isolation of public housing from middle-class communities. Racial disparity is carried over into home ownership rates and home equity.  In fact, Oliver and Shapiro (1995) reported that White high school dropouts on average have more home equity wealth (this wealth is based on property values, which, in turn, are based on desirability of neighborhood) than black professionals.  


Population shifts (e.g., the onset of suburbanization and the shift from traditional manufacturing to service and high-technology industries) also have contributed to the isolation of urban neighborhoods, with high-skilled and higher paying jobs tending to be located in the suburban areas of cities.   Consequently, middle-class residents (and everyone else who could afford to) moved out of urban areas for these jobs, with the residents who remained frequently being minorities, who were poor, unskilled, and lacked transportation (Sassen, 1990).  

Review and Critique of the Literature


Because community problems are often systemic, proposed solutions (both prevention and rehabilitation) should be comprehensive and systemic. Two professional traditions that often take such an approach in communities are community development and public health.  Historically, these traditions have been somewhat distinct in their ideology and goals.  Both traditions provide insight into effective methods of addressing community problems, and both have collaborated with psychologists to develop interventions that improve individual outcomes. 

Community Development

Although there has been some controversy about the definition of community development (see Ferguson & Dickens, 1999), it may be broadly defined as government policies, nonprofit organizations, citizen voluntary associations, or public-private partnerships working to improve a community's environment (Perkins, Crim, Silberman, & Brown, in press).  Although there are many potential interventions that may come under the rubric of this definition, community development has been associated largely with community development corporations (CDCs).  Typically, CDCs are private, non-profit organizations designed to meet residents' needs, within a designated geographic area.  In turn, CDCs have become associated with two interventions: the development of affordable housing and the development of community-based businesses.  


There have been several successful CDCs.  The most famous example may be the Bedford-Stuyvesant Restoration Corporation.  Started in the 1960s in a community that had all of the stereotypic characteristics of decline, this CDC implemented an economic and political action plan that eventually resulted in new housing, new retail stores, and increased social services (Ferguson & Dickens, 1999).  Since the development of this CDC, the political and economic environments of the community have changed substantially.  Shrinking federal funding has shrunk the vision of many CDCs and forced the specialization and professionalization of many of these organizations (Stoutland, 1999).   Therefore despite these positive examples, the eventual impact of CDCs is still unknown. 


Broader definitions of community development have included everything from neighborhood clean-ups and community policing to national policies such as Empowerment and Enterprize zones (i.e., programs in which federal monies are used to create incentives for economic development in poor communities).  Like the CDCs, these have had varying degrees of success.  For example, Palen (1997) noted that for a variety of reasons including the residential instability of the targeted communities and the difficulty in attracting and staffing high-wage and high-skill jobs, Empowerment Zones have not been enough to turn around distressed neighborhoods.  The end result is that their sustained impact on distressed communities may be negligible.


Community policing is another intervention that is associated with a broad definition of community development.  This method of crime prevention emphasizes improving the social environment by increasing police visibility through interventions such as foot patrols and neighborhood-based police stations.  In their discussion of a national survey of police departments, Breci and Erickson (1998) reported that more than half of the police departments that served large communities (50,000 or more) had implemented some form of          community-oriented policing.  Thus far, however, it appears that community policing has been most effective in middle class communities (Skogan, 1990).  Furthermore, some case studies suggests that many of these initiatives fail because of a failure to communicate effectively with residents in the affected neighborhoods (Schneider, 1999).

Public Health


Initially, public health was a field focused on the control of communicable diseases and prevention of disease and injury (Tulchinsky & Varavikova, 2000).  However, public health has evolved from a singular focus on individuals' health to a multifaceted mission that encompasses the promotion of the health and welfare of individuals and communities.  Now, a public health concern may be broadly defined as any problem that affects the health of a population (Freudenberg & Manoncourt, 1998).  The concentration of many poor outcomes in troubled communities has made health promotion a priority in urban areas.  There may be minor differences between the orientation of some health promotion interventions and some community development interventions.  Most notably, public health urban interventions are sometimes focused on specific health problems affecting community residents (e.g., Kass & Freudenberg, 1997).  Despite this health-related focus, public health practitioners have recognized that the community context is important for effective intervention (Leviton, Snell, & McGinnis, 2000). 


Commensurate with the evolution of the field of public health has been a change in the tools used to improve outcomes.  In 1995, the Centers for Disease Control (CDC) convened a meeting to determine the important factors in increasing the capacity of communities to deal with public health problems (for a summary, see Goodman, et al., 1998).  Among the conclusions was an emphasis on the importance of including community members in the development of interventions and in understanding the social context of the neighborhood.  Furthermore, the CDC funded urban research centers to specifically investigate problems and evaluate interventions in urban communities (Speers & Lancaster, 1998).  


There are many examples of effective community interventions.  Barton and Tyska (1999) described the impact of community-based health centers in a predominantly African-American community in Chicago.  This health center emphasized primary health care and encouraged residents to become partners in their health-related decision making.  In addition to health-specific issues, the center staff worked with residents to encourage the completion of high school and the development of interpersonal and job skills.  Another example is a program focused on improving cardiovascular health in a poor urban community in New York (Shea, Basch, Wechsler, & Lantigua, 1996).  The project involved several components including an education campaign (focused on promoting low-fat milk), health screenings, and participant-led exercise clubs.  Although the impact of the intervention on heart disease is unclear, the intervention did result in some positive health-related behaviors, including exercise and dietary changes.  

For the last several years, Comprehensive Community Initiatives (CCIs) have been the preferred approach to health-related urban interventions (Aspen Institute, 1997; McNeely, 1999).  CCIs consist of coalitions of community agencies, institutions (e.g., schools and churches), and concerned citizens who unite to address health problems.  Community initiatives have been developed to address several outcomes, including alcohol and drug abuse, smoking, heart disease, violence, and immunizations. Some examples of community coalition-based interventions are the community partnerships funded through the Center for Substance Abuse Prevention (CSAP), Johnson & Johnson's SAFEKIDS, and the National Cancer Institute's COMMIT program (e.g., COMMIT Research Group, 1995).   Butterfoss et al. (1998) described an urban community-based coalition aim at increasing children's immunization.  The program provided a number of interventions, including increased access to services and support for families.  The ultimate result was a nearly 20% increase in the percentage of children receiving immunizations.  Evaluations (e.g., Butterfoss, Goodman & Wandersman, 1993; COMMIT Research Group, 1995; Davidson, Durkin, Kuhn, & O'Connor, 1994) suggest that coalitions are a promising strategy for addressing a variety health-related problems.

Both community development and public health practitioners are recognizing the importance of comprehensive intervention.  Perkins et al. (in press) for example, proposed a comprehensive community development framework for attacking community problems at multiple levels and on all four dimensions (i.e., social, political, environmental, and economic;  see Figure 1). In addition to the typical focus on housing and economic issues, this framework suggests that efforts should be focused simultaneously on (a) local and national policies that affect neighborhoods, (b) organized efforts at improving a neighborhood's physical environment.  In the realm of public health, Leviton et al. (2000) argued that problems in urban communities are so intertwined that effective intervention requires the joining of public services, community organizations, and residents to build the capacity to address the array of problems facing urban communities.

______________________________

Insert Figure 1 about here

______________________________

As illustrated in Figure 1, this ecological framework emphasizes intervention in all four areas of community problems.  The large-scale policy column highlights how community development public policy can be used to improve community and individual problems through direct intervention (e.g., providing community programs and jobs) and indirectly by supporting the empowerment of individuals within their communities.  Likewise, small-scale community development interventions provide the settings and opportunities for empowerment and work to improve the immediate economic (Perkins et al., in press), social (Butterfoss et al., 1998), political (Speer & Hughey, 1995), and physical (Perkins & Brown, 1996) environments.  Our review indicates that intervention at each level can have a positive influence on social and psychological problems.  Putting these strategies together has the potential for creating a dynamic community development process that supports continued positive community and individual outcomes. 

Case Example

Free to Grow is a national initiative (Jones, Gutman, & Kaufman, 1999) funded by the Robert Wood Johnson Foundation, that combines features of the public health and community development perspectives. Free to Grow has many social scientists, including psychologists, involved in its design and implementation.  The initiative is aimed at reducing and preventing substance abuse in low-income families.  It is based on a causal model that suggests that there are both family and neighborhood risk factors that predict substance abuse (e.g., Kumpfer, Molgaard & Spoth, 1996; Peterson, Hawkins, Abbott, & Catalano, 1995), as well as protective factors at the family and neighborhood levels that reduce the probability of substance abuse (Hawkins & Catalano, 1992).  The Free to Grow initiative uses Head Start Centers as a catalyst and organizer of family and neighborhood interventions to reduce risk factors and increase protective factors.  Jones et al. (1999) state:   

The national Head Start program is a natural partner in this initiative, not only because it enrolls large numbers of preschool children from below poverty level families, but it establishes a positive relationship with the child and the family, is well-regarded in the community, and its mission is to assist with the child’s total development.  (p. 283).

The successful grantee applicant builds a collaboration with other agencies and groups in the community, performs a needs and resource assessment to determine priorities, and designs interventions that will enhance family functioning and the neighborhood or community in which the families live.  Family-strengthening strategies include peer mentoring, support groups, and case management.  Community strengthening strategies include civic organizing, leadership development, and community education.  There is a concern with the community's economic vitality and the job opportunities available to families, as well as a strong interest in community development.  The emphasis on risk and protective factors and on community viability presents an example of the integration of the community development and public health traditions.

Four distinctive Free to Grow models have been offered for adaptation to sites funded in the second phase of the Free to Grow grant program.  One model is the Audubon Area Community Services model.  The model was developed in Owensboro, Kentucky and integrates multiple components.  For example:

A revised family service structure is designed to allow staff to assess a family’s level of need so that intensive case management services can be provided to the agency’s high risk families.  Stronger families join other community residents for leadership development training that builds critical skill areas to support prevention-focused community action groups, that work in collaboration with community leaders to create strategies to address key risk and protective factors within the community (Robert Wood Johnson Foundation, 2000, pp. 22-23). 

A scaled Family Partnership Plan provides guidelines for assessing families in order to determine an appropriate level of intervention.  Family Advocates are trained to gear their interventions based upon a family’s “service level”, working with families on a broad range of issues including education, job training, effective parenting skills, behavior management and discipline, and access to social services.  Those families who are assessed to be at highest risk are targeted for participation in intensive case management activities.

Each year, high functioning families (both Head Start families, and other families and residents from the community) are identified to participate in community development activities.  These trained Head Start families, working in collaboration with other neighborhood residents, as well as key institutions and organizations form a Community Action Group.  As the priority prevention issues are defined, community action groups develop strategic plans to bring about the desired changes at the community level.  These projects might include cleaning up local vacant lots, launching a drug and alcohol awareness campaign in collaboration with a local school or organizing an alcohol-free high school event.  As residents build skills and strengthen relationships with key stakeholders, collaboratively they begin to take on more complicated prevention activities—targeting environmental priorities such as improving local policing practices, reducing youth access to alcohol, improving enforcement of drug-free school zones, or seeking stronger sentences for repeat drug dealing offenses.

Future Directions


There are many effective interventions that have made a difference in communities.  Nevertheless, we are still confronted with the question of how to improve the plight of communities.  It is clear that the problems are complex and that no one program will work for all communities.   However, we believe that the literature of community development and public health outline themes important to sustained and effective intervention in urban community decline.  Based on this literature, we recommend that the next generation of interventions for neighborhoods and communities emphasize four factors: comprehensiveness, empowerment, identification and utilization of assets, and sustainability.

Comprehensiveness


The lack of comprehensive interventions may be an overarching reason for the absence of widespread improvement in community problems.  Although we conceptualize community-based problems as multifaceted, the typical intervention (whether community development or public health) addresses only one or two of the dimensions central to the development and maintenance of community problems.  Such a piecemeal approach rarely produces the critical mass needed to turn around distressed communities.  Highlighting this fact, Stoutland (1999) concluded that even the larger and well-established CDCs did not engage in comprehensive intervention.  In the case of successful CCIs, there is also recognition (Butterfoss, et al., 1998) that these interventions will be somewhat limited in their impact unless attention is focused on building neighborhoods' overall capacity to detect and respond to problems.


Empowerment 


Throughout the community development and public health literatures there is the emphasis on the importance of grassroots involvement in producing positive outcomes.  Shea et al.'s (1996) summary of effective interventions in their heart disease prevention initiative found that a citizen participation component was a distinguishing factor between effective and ineffective interventions.  Empowerment builds community residents' and service providers' capacity to identify and address problems and eventually to sustain interventions beyond traditional funding cycles (e.g., Butterfoss et al., 1998).  Goodman et al., (1998) suggested that building capacity leads to skills, resources, and social networks that become a part of the community and become assets for future interventions.  


In community development, grassroots involvement has been important in interventions in virtually all types of neighborhood problems.  Empowerment requires little financial investment but provides great returns in energizing and/or stabilizing communities (Perkins et al., in press; Zimmerman & Perkins, 1995). The most effective examples of empowerment have not emphasized the prototypical top-down (i.e., expert driven) or bottom-up (i.e., exclusively grassroots driven) models of intervention.  Rather, the inclusion of citizens has meant that projects are collaborative in ways that value both the outsider's technical expertise and residents' experiential expertise and resources (Maton & Salem, 1995).  The power of this collaboration was illustrated in a public housing neighborhood in San Francisco where a community-based pilot program was started to prevent tobacco use (El-Askari, et al., 1998).  In addition to being energized to address tobacco-related problems, residents were empowered such that they successfully advocated for general neighborhood improvements including improved street lighting and speed bumps.  It seems likely that neighborhood interventions that fail to involve neighborhood residents in meaningful ways (e.g., planning and implementation) are limited at best and will have little chance of surviving beyond the time frame of parties external to neighborhood.  

Identifying and Utilizing Assets  


With respect to community development, Kretzmann and McKnight (1993) have argued for a change in the way we think about neighborhoods.  Specifically, they suggested an emphasis on a community's strengths as way of supporting distressed neighborhoods.  That is, rather than focusing on remediating problems, intervention should focus on identifying, mapping, developing, and using indigenous social, physical, and economic assets.  The importance of assets also has affected public health theory and practice.  Freudenberg  and Manoncourt (1998)  noted that often a community's strengths (including the residents themselves and community organizations) are overlooked in health promotion interventions in urban neighborhoods.


Assets are broadly defined and overlap well with our ecological conceptualization of the problem.  They may be physical (e.g., land), social (e.g., cohesion, volunteers), economic (e.g., consumers, entrepreneurs and workers, funding agencies), and political (e.g., voters, advocates, local officials and community leaders).  Perkins et al. (in press) described an example of      asset-based intervention in Arizona.  In the Building a Healthier Mesa-Neighborhood Development Initiative, residents responded to a need for youth activities by using the backyard of one of the residents as the site for a program.  From a meager beginning, the neighborhood developed collaborations with the Chamber of Commerce, the United Way, and other local organizations.  As illustrated in this example, utilizing the resources indigenous to a community can provide the initial energy needed to advocate for more comprehensive intervention. 

Sustainability


The idea that development must be sustainable has become axiomatic in response to failed urban renewal policies in the United States and international economic development policies.  Economic sustainability, or the development of a self-sustaining local economy that does not require regular infusions of outside capital or credit, is an important application of the idea of sustainability.  Development must also be environmentally, politically, and socially sustainable.  Environmental sustainability has gained considerable international support and implies developing a means of production that does not contaminate the ecosystem or exhaust natural resources.  Perkins et al. (in press) expand the concept of sustainability to include the political and social domains of community development as well:

Political sustainability can be thought of as the maintaining of momentum and active participation among members of a grassroots organization by avoiding leader burnout and developing new leaders.  Social sustainability might be considered the degree to which communities can develop and maintain social capital and avoid delinquency, crime, drugs, racism, and other social problems.   Sustainability is strengths-based in its emphasis on ecologically healthy development based on renewable community resources (Perkins et al., in press).


Conclusion


It is no longer a question of whether we can effectively intervene in community problems.  The more salient question is how do we do it in a way that provides substantial and sustainable gains that restore the viability of targeted communities?  As with psychological treatment of individual disorders, conceptualization of the problem is critical to directing the intervention.  Simplistic conceptualizations may lead to short-term behavioral change but rarely address the underlying problems.  Community problems are complex and require a conceptualization that acknowledges their complexity.  Our approach emphasizes the multiple systems that are involved in many community problems and suggests interventions for each dimension.   We do not attempt to recommend specific, one-size-fits-all interventions because it is unlikely that any one type of intervention will easily or successfully be transferred to different neighborhoods with different conditions and characteristics.   However our conceptualization of the problem does raise the kinds of issues likely to be important in any neighborhood problem, and our recommendations provide a place to look for the solutions. 


This multidimensional conceptualization may make the task seem overwhelming.  Both professionals and community members may believe that it may not be worth becoming involved if they cannot bring about large-scale change.  However, the recommendations described here apply not only to community-wide interventions but also may be useful in creating pockets of health within communities.  Identifying and utilizing assets can apply as easily to a family or block as to a neighborhood or community.  In a qualitative study of what keeps families and neighborhoods healthy, Hadden (2000) found that a family's ability to identify and utilize its strengths, and its connection with resources already available in neighborhoods were the factors associated with healthy families. Both distressed people and distressed neighborhoods have strengths and assets to identify, develop, and bring to bear in solving community problems.  Small problems may be amenable to direct action by a community group. Larger problems may require pressuring the public and /or private sectors for assistance.   But if the process is grassroots led, the outcome is more likely to be comprehensive (as residents raise related problems), empowering, asset-based, and sustainable.
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