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Abstract 

This study was designed to understand how the kmwledge and skill of health education 

workers is comected to the howIedge and health c o n c m  of a community's nahrral 

helpers. Peers identified the natural helpers who participated in this study. They represented 

those individuals who are found in any community who are catalysts for growth and change 

within that community. With dedication and commitrnent they focused on the research 

questions and worked together to hypothesize about a model that would result in sustained 

community based health education programming. 

The participatory action research process e m e d  that aU participants were treated with 

equal respect, the research process was a leaming experience for all involved, power 

relations were always exposed, al1 participants utilized a common language, the agenda 

remained fhid, and the results of the research process are owned by al1 participants. The 

nanual helpers identified that the most serious health concem afkting their community is 

environmental pollution. They identified variables that impact upon health in their 

communities and then defined a model for heaith education prograrnming that comects 

health education work to the community. Historical chronicling of a community's events 

was recognized as an important factor in initiating and sustaining connections between 

formalized health education work and the community that the work seeks to serve. 

The participatory action research process supported a systematic inquiry by those who are 

most Likely to be affected by the issue. The model for sustainable, relevant health education 

work defines connections that codd be important for the implementation and support of 

future health education work. 
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Chapter One: Introduction 

This snidy examined the process that brings a heaith concern to the agenda of a community's 

na& helpers. Eng & Parker7s(l 994) dennition of nahiral helpers as neighbors known to be 

sources of social support and stewardship was used to guide a recruitment process that 

brought ten individuals together. The participants in the study were described as natural 

helpers by their peers and neighbours. They brought experiential knowledge h m  their 

Iinkages with civic, religious and social activities and ail  were concemed about the health of 

their community. 

The analysis of quahhve  data generated fkom a focused group interview process provides 

information of assistance to health education workers seeking to understand how a health 

issue becomes the concem of a community. Secondly, the research approach facilitates 

understanding of how health education workers can work with cornmunities to support 

health giving work. A participatory action research process was used. The research agenda 

remained free to allow adaptation to the knowledge needs of a l i  participants. 

This smdy will inform persons who have initiated health programs based on the perspective 

of the dominant cultures of health and education and also to inform those who live in the 

community. John McKnight7s (1990) mode1 for building community by enhancing existing 

capacity and Freire's (1 970,1973) consciousness raising approach provided a theoretical 

framework that enhanced and explicated the participatory process. 

The effect that heaith education work has on a community's development has been explored 

by many. The relationship is often discussed with reference to ernpowerment(labonte, 1989, 

1990; Wallerstein, 1992; Robertson Br Minkler, 1994). Health education workers have skills 

and knowledge related to prevention of disease, caring for the il1 and disadvantaged and 

supporting the h a 1  stages of life. Their service is oEered for both hancial and social 

rewards. There is a large network of health education workers within well organized health 

programs sponsored by associations such as the Canadian Cancer Society, the Heart and 

Stroke Foundation and the federal and provincial ministries (Smillie, 1995). The question of 



how the work or the product of health education workers becomes a part of the resource 

inventory or empowemient process of groups of community helpers, who are the catalysts 

for change in their home cornmunities, has not been well resemhed. Public participation in 

established health practices has been investigated by Smith (1994) but the questions of how 

health concerns become placed on the agenda of a commmity and how connections can be 

made between the resources of heaith worken and the community has received only limited 

investigation. 

Why people make decisions to act in h e a l t .  or unhealthful ways has been considered 

extensively within the broad field of health education(Cox, 1985,1990; Prochaska and 

Declemente, 1983; Bandura, 1986a). Social support has dso been identified as important in 

the empowerment process of individuals, families and communities(B erger & 

Neuhaus, 1977; Wallerstein & Bernstein, 1988). Others have explored the role that familiai 

support plays in the development of healthy ways of living (Gottlieb & Green, 1979; Kane, 

l988), but the literature does not report studies that have examined the developmental 

process that may result in a social milieu that supports and legithkes healthy behaviour. 

Health professionals and voluntas, health agencies usually practice based upon good 

research but a recurrent problem identified by health workers is that the results of this 

research are not being used by the community. Well constructed and evaluated programs 

remain on the shelves. 

Context of the Study 

As a community health nurse, health educator, and Canadian Cancer Society volunteer, I am 

interested in understanding how to comect the knowledge and ski11 of the health education 

worker to the knowledge and concem of the community's natural helpers. Enhancing this 

connection will contribute to the building of healthy communities. A competent community 

of dedicated helpers is the strongest force we have to improve society. 



Purpose of the studv 

The aim of this study was to understand the process that comects a community's naturd 

helpers to the work of health educators. The questions that were asked are: what is a health 

concem for you and your coïnmunity, how did this become a concem for you and your 

community, and how does the comrnunity comect to the knowledge that is generated 

through health education work in a way that will S o m  work related to health concerns. 

Through a process of information sharing, the capacities of the çtudy participants, both 

researcher and mearchecl, were enhanceci. Understanding this phenornenon better will 

improve my ability to be an effective community hedth nurse and health educator. Others 

who work to promote health through their professional practice or volunteer work will 

benefit an understanding of the connections that this group of natural helpers defined 

as a mode1 for sustained health programming. 

Research questions 

The following specific research questions were addressed by the participant natural helpers: 

1) What is a hedth issue that is currently of concem to the interview group of natural 

helpers? 

2) How do health concerns become placed on the agenda of a community's natural helpers? 

3) How can connections between health education workers and a commufllty's natural 

helpers be initiated, supported and sustained in a maMer that is heaith giving to al1 

concerned? 

Definitions 

Cornmunity: Any group of uidividuals sharing a common interest or place. 

Cornmunity Development: The process of supporting individuah and groups to 

identify their needs and capacities and to develop and implement action plans to meet needs 

or enhance capacities. 



Conscientization: The process of raising consciousaess through asking questions so 

that the world is seen as a dynamic, limiting situation which challenges individuals to 

transfonn it. 

Empowement: An individual or group's ability to make choices. It refers to the 

process of trans ferring power to an individual or a group. 

gr ou^ Interview: A qualitative data gathering technique that brings together groups 

of individuals who share a similar experience, concem or interest. It can often be focused 

through the input of a moderator. 

Health Professional: One whose professional practice is guided by knowledge kom a 

dehed discipline withi. the health sciences field. 

Health Volunteer: One whose volunteer practice is connected to a defined health 

organization. 

H H r :  One who offers heaith education related skills and 

knowledge within the mandate of an organized health agency. Can be a health professional, 

a health volunteer or both. 

Natural heloen: Persons hown  to their neighbors to be reliable sources of social 

support and stewardship. 

Partici~atory Action Research (PAR): A systernatic inquiry carrîed out 

collaboratively with the participants. Participants are involved in al1 aspects of the research 

process; deciding the need for research, identifyuig appropriate participants and methods and 

detemiining what to do with the results. 



Social Suaport: Both social networks(fiiends, family, organizations and the 

emotionai and material support they offer. 



Chapter Two: Literature Review 

A review of relevant literature forms a bed into which the process of designing, 

implementing and analyzing a research study can be placed. This literature review will 

provide an overview of how the recent research and thinking related to heaith education, 

health promotion and community development infomed the participatory action research 

(PAR) process. Reflection on curent literature and personal experience initiated the research 

process. As the research dolded,  the researcher continuai to look to the literature to idorm 

the PAR experience. This study is concerned with the heaith related behaviour of 

communities and the practices of those who seek to serve a community as a health education 

worker. 

Research: Cornmunity DeveIo~meot and Professional Practice 

A tool of the professional is the research process. Health and education professionals often 

ask the question 'Wow cm the research process be utilued to support, infom and enlighten 

comrnunity?'. Action a d o r  Participatory Action (PAR) research has been described as a 

strategy that bnngs about social change and altered practice while generating and testing 

theory(Ho1ter & Schwartz-Barcott, 1993; Titchen & Binnie, 1994; Hart & Bond, 1995; 

Waterman et al, 1995; Webb, 1995). Action research as a method of inquiry was nrst 

proposed by Kurt Lewin (Holter & Schwartz-Barcott, 1993). Lewin suggested that theory 

and practice should be linked (Argyris et al, 1985). Lewin also noted the importance of the 

researcher clearly articulating the process to be used. 

There is considerable variation in opinion related to the question of who will define the 

problem to be researched (Holter & Schwartz-Barcott, 1993). Predetemiuiation of the 

research question models a hdiunental assumption that the researcher or professional 

knows what the community needs. Others have used the action research approach as a 

method of empowe~g(Flynn et al, 1994). When research is used as a community 

development tool, participation means that citizens participate in every aspect of the 

researc h, including deciding the need for research, determinhg appropriate topics and 



methods, and deciding what to do with the research results. Braithwaite et d,(1994) note the 

need for an ethnographie process that will enable the researcher to comprehend the culture in 

which the research is being undertaken, while Mezirow, (1 98 1 ), Waterman et al (1 995) and 

Brooffield(l991) identify the need for critical theory. Critical theory encourages critique of 

the dominant ideology and assumes that the laiowledge housed within the local and 

pariicdar is as valid as the knowledge generated within the dominant professional 

experience (Cam & Kemmis, 1986; Smith, 1987, 1990; Boyd & Myers, 1988). Autonomy 

and responsibility are recognized as inseparable and as  fimdamental to the ways 

communities work together (Popkewit.1984). Members of a community have the right to 

expect that a researcher working with them will not withhold information and will be 

responsible for implernenting group decisions. 

Participatorv action research. 

The literature fiequently uses the terms action research and participatory action research 

(PAR) interchangeably. For those who appear to make a distinction, the distinction lies in 

the idea that action research is designed to bring about change in a system. It is oeen driven 

by an elite agenda that articulates knowledge about what would be best for the system. It 

also is often driven by statements of goals and objectives. PAR on the other hand springs 

fkom an ideology of community development and consciouçness raising. It is based upon a 

belief that the knowledge of the community is as valid as the knowledge of the expert. With 

both approaches, the goal is for the researcher to become part of the researched and together 

they embark upon a process of knowledge building. 

Problems may mise with equal partnering in all aspects of the PAR process, Waterman et 

d(1995) report experiencing difficulty in giving a voice to personai and practical experience. 

Often practical knowledge or personal experience is embedded in the sub-conscious and is 

surrounded with deep emotion. This situation is contrasted to theoretical or scientific 

knowledge that has its own weil developed dispassionate language to assist in the navigation 

through interactions. The interest in PAR is part of a wider groundswell of criticism of 

positivism that manipulates the researched and does not address the social context within 
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which life is lived (BC Consortium, 1995). This criticism is ofien used to explain why 

research is not wfÙl or meaningful. PAR enables the researched to think critically and to 

challenge oppressive structures and influences (SmithJI, 1985; 1990; Carr & Kemmis, 

1986; East & Robinson, 1993; Greenwood 1994; Hart & Bond, 1995). 

Consistently the literature demonsîrates a shared understanding that PAR always has 

collaboration betw een researcher and practitioner, solution of practical pro blems, change in 

practice and development of theory (Holter & Schwartz-Barcott, 1993; Hart & Bond, 1995). 

Holter & Schwartz-Barcott (1993) identiQ three potential PAR researcher orientations: the 

technical collaborative approach that generates a predictive type of lmowledge, the mutual 

collaborative approach that generates a descriptive type of lmowledge and the enhancernent 

approach that generates both descriptive and predictive type of knowledge@. 300). 

Along with the research management issues there are also ethical issues, regardless of how 

the relationship between the researcher and the researched is described(Myer, 1993; 

Birkea, 1 995; Simmons, 1995). There is a serious inquiry as to whether or not participants in 

PAR processes can actually sign a consent fom. The very essence of the process is that 

there will be an emerging reality that will direct the research process and that change will 

take place. Therefore, the participant cannot possibly know what it is they are consenting to 

do. There is also a question as to the potential within the collaborative process for coercion 

of participants by the researcher. Collaboration implies equal partners, but the researcher has 

a vocabulary to frame what he/she is doing within the collaboration process. The researcher 

takes account of the participants' shared rneaning and maintains control of the process. 

Collaboration assumes that the research is done with people but there is a serious question as 

to whether or not this is actually possible (Myer, 1993). 

A study of participatory research in health promotion recently completed for the Royal 

Society of Canada(BC Consortium, 1995) noted that "although the theory and practice of 

participatory research appears divergent and sometimes contradictory, it is central to an 

emerging paradigm shift in social and health research"(p.26). McTaggart(l99 1, p. 1 73) offers 



principles for PAR as follows: 

*there has to be an agreement to work together to change ourselves as we 
interact around a .  agreed upon thematic concern. 

*Discourse practice, social organization and distribution of power has to be 
studied. 

*There has to be "authentic" participation that &ts in a change in the culture 
of the group. 

*Research should start small and through reflective practices spiral into cycles 
of planning, action (implementing)observing, reflecting, and then re-planning. 

*Participants must be involved in theorizing about their practices. 

Individuals define themselves in terms of social relatiomhips with the wider groups of 

institutions and societies. These relationships are also responsible for the distribution of 

power within a group (Smith, 1990). Tandon (1988) describes the differences in knowledge 

generated 60m differing processes such as: knowledge developed by workers, knowledge 

developed by academics and knowledge shared by the group. hct ical  decisions about what 

counts as a sustainable move towards improvement must always belong to al1 the 

participants in the process. 

The ultimate goal of PAR is comrnunity development. Community development, like PAR, 

is fueled with democratic beliefs and built upon a premise that when people are given the 

o p p o h t y  to work out their own problems, they will find solutions that will have a more 

lasting effect. It is not the tangible measurable outcornes that are recognized as important, 

but rather the transfomative change process that takes place in people involved in a joumey 

(Anyanwu, 1988; Boyd & Myers, 1988). The jouniey of community development is one of 

heightened awareness of one's own internai psychological processes in concert with the 

psycho-culturai assumptions that induce dependent roles and relationships (Mezirow, 198 1 ; 

Boyd & Myers, 1988). It requires reflection on the intemal and the extemal and, at some 

points in the joumey, a personal grieving process to give up beliefs that may have been held 

with deep conviction and fondness(Boyd & Myers, 1988). The individual reflective process 

spirals to a community transformation process. Community organizational practice can 

include: 1) cornmunity development, categorized with a goal of self help and increased 



community capacity; 2) social planning with a goai of problem solving; and 3) socid action, 

which is directed towards shifhg power relationships (Rothman, 1978; Clark, 199 1). 

hn~owerment in Community Participation 

Participatory Action Research is a public participation process. It also seeks to empower 

those who participate. There is a history of comrnunity participation in al1 aspects of health 

planning (Shiva, 1993; Smith, 1995). Many have exploreci the reiationship between 

programmllig and community input (Epp, 1986; Canadian Public Health Association, 1990; 

Labonte, 1 990; Smith & Maurer, 1 995). This relatiomhip is O fien discussed with reference 

to empowerment(Labonte, l989,l99O; Wallerstein, 1992; Robertson & Minkler, 1994). 

The concept of empowment, as it has been dehed  within the heaith promotion movement 

(Epp, 1986), has its roots in community psychology(Labonte, 1989; McKnight, 1990). 

liberation theology (Freire, 1970,1973) and social activism (Alinsb, 1972). There is an 

understanding in most of the discussions that power is an entity around which there is 

movement. It also assumes that some have power and others do not. In the area of health 

care, it is the heaith professional who is seen to have the power. Power enables individuais 

and communities to control the factors that influence their lives. The health promotion 

movement has r e - h e d  the concept of power to be power with rather than power over, yet 

the underlying tension between the different conceptualizations of power remains (Riflan et 

al, 1988; Hofian,  1989; Robertson & Minkler, 1994). 

Cornmunity is d e h e d  as anythmg f?om a geographical location to an emotional and social 

support group which has corne together around a shared experience or interest(Rifkin et al, 

1989; Smith & Maurer, 1995; Anderson & McFarIane, 1996). Smith & Maurer (1995) refer 

to these categories as geopolitical and phenomenological respectively. Geopolitical 

communities have boundaries defined by geogniphy or census tracks while the 

phenomenological community is defined by social indicaton. The concept of cornmunity 

empowerment can also be understood as a reflection of cornmunity competence(Gray, 1989; 

Knight et al, 1 99 1 ; Eng & Parker, 1 994). Eng & Parker (1 994) outline nine dimensions of 



community cornpetence. They are: cornmitment, self-other awareness, clarity of situational 

definitions. articulateness, conflict containment and accommodation, management of 

relations with wider society, machinery for faciltating participant interaction and 

decision-making and social support to evaluate an intexvention designed to empower the 

community. 

McKnight(l990, p. 57) highlights four features people in a community have: 

*An emphasis on capacity as opposed to the deficiency approach of professionals 
*An informality that often gives the appearance to professionals of disorder or 

inefficiency 
*community stories that allow people to move back into tbeir common history and 

their individual experience for lmowledge about tmth and direction for the future 
*the incorporation of celebration, tragedy and fallibility into the life of the 

community 

McKnight's (1990) work highlights connectedness or a sharing of the human condition. 

Categories or levels of public participation raaging fiom coexistence to coilaborative models 

have been described by Amstein (1969) and Labonte (1990). Participation is most often 

described as a negotiated formalized relationship with shared decision-making and full 

stakeholder legitimacy and accountability. Involvcment is characterized with citizens being 

treated as individuals, having terms of engagement in the control of the agency sponsor but 

having limited decision-making and autonomy and having no fomalized agreements. 

Consultation is when information kom citizens is sought on specific plans or projects and 

there is no evidence of enduring structures for ongoing engagement (Amstein, 1969; 

Labonte, 1990). PAR depends upon public participation that brings members of a defined 

comrnunity with a shared concem or issue together. PAR also requires that attention be paid 

to barriers that may limit public participation around a particular issue (BC Consortium, 

1995). The personal experience of community has been describecl as one oE cornmitment, 

connectedness, shared values, discipline, action, sharing and caring, openness, belonging, 

being Ioved and loving, respect, having a purpose, predictability, equity, fairness and fun 

(Ri&, 1 988; Labonte, 1993). Riflan and coUeagues(l988) researched public participation 



related to the implementation of a primary health care mode1 of service delivery. These 

writers recognized a developmental and situational component to ail community 

participation. 

With the recognition that health promotion and health education practices require 

consideration of social support (Bandura,l986a; Bloom, 1990) and social transformation 

(Boyd & Myers, 1 988), PAR was recognized as a methodology that would both investigate 

and implement health promotion and health education at the same time. 

Health Promotion/Heatth Educatioq 

Community heaIth promotion and heaith education interventions have often been structureci 

using geographic and relational elements to d e h e  the community of interest or target group. 

Once the target audience has been established, the majority of community health education 

strategies cm be categorized into two types; those that target knowledge, attitudes and or 

behaviour (Smillie, 1981) and those that desire effects related to the establishment of social 

support or social networks (Stewart, 1995). Eng & Parker(1994) note that many interventions 

fail to consider a cornmunity's political dynamics such as collective cohesiveness, 

organizing capacities or community cornpetencies. They aiso relate their personai expenence 

in cornmunity empowerment. They state that "in every community there exist catalysts for 

self-reliance, embodied in pmons known to their neighbors to be reliable sources of social 

support and stewardship" (p.215). These n a t d  helpers are valuable collaborators in any 

intervention designed to strengthen or empower a community. They have gained experiential 

howledge from their Linkages with civic, religious and social activities and are capable of 

participating in structural change that is driven by a vision of a better community (Eng & 

Parker, 1 994). 

nie work of Freke (1970,1973) and Mezirow (198 1,1985) infoms much of the 

consideration of the process by which change takes place in the behaviour of individuals, 

families and communities. There are predictable incidents in peoples' lives that will b ~ g  

about changing roles such as leaving home, getting married or begiruiing a new job. 



Mezirow (1981) hypothesized that it is possible that l e s  dramatic triggers or cues such as a 

newspaper story, something on N or comments by a neighbor may trigger behaviour 

change related to improved health. 

The Freinan philosophy of conscientization when applied by a heaith care worker for the 

purpose of promoting health is one of asking questions of the group which will help its 

members see the world not as a static reality but as a Iimiting situation which challenges 

them to transform it (Miakler & Cox, 1980). Steps outlined for health workers wishing to 

use a Freinan approach are: 

1 .Tune into the vocabulary of the people through a process of participant 
observation. 

2. Work with mal1 groups. 
3 Synthesize the ideas of the people and codm them in visual images, pictures 

and symbols. 
4.Give these symbols and Mages back to the people for decoding through 

cultural circles or groups. They are then requested to look at causal 
relationships, possible solutions of problems and to generate themes that they 
have identifiai (p.320) 

Discussions of critical social theory, adult education and education for social change 

recognize that ail research, theory and practice are political because they are intimately 

af3ected by the social, economic and political processes of society (Stevens & Hall, 1992). 

From a shared assumption of oppression of the masses, the work of Gramsci has been built 

upon by Armstrong (1981) and Stevens & Hall (1992). Gramsci and his followers rnoved 

thinking about cmiculum away from school-based practice to places of reproduction, 

production and socializing. It follows that if we as  social beings wish to change our 

behaviour we must at least change part of the social world in which we preside. Milio (1 986, 

1992) has also repeatedly challenged health workers to consider the role that community 

values and beliefs play in the establishment of health policy. 



Most of the activities of health education workers are guided by a planning mode1 that 

identifies stages for program development, implernentation and evaluation (Dignan & 

C m ,  1992). Historically, heaith education workers have concentrated their assessment of 

individu& or communities on the identification of needs, Their belief is that an individual 

or community has needs, and they, as a member of the dominant and educated strata of our 

society, have what it will take to meet that need. McKnight's (1990) work has been 

particularly helpful in tuming this perspective around to encourage health education workers 

to work with the resources and capacities of the individuals and commUILities that they seek 

to serve. The result of this process is to build new knowledge and capabilities that foster 

independence. Social transfomation is often noted as a necessary component of targeted 

health education activities, but how or at what point in a community heaith planning cycle, 

the community takes hold of the process and rnakes the initiative a transfomative process. 

PAR is a usefid tool to facilitate client-centered, community based planning because it is a 

rnethodology that supports research to empower the community to change health related 

practices (BC Consortium, 1995). 

KretPnan & McKnight (1993) stress the importance of building healthy comrnunities by 

starting with the capacity of the community and building upwards and outwards. Green and 

Kreuter (199 1) suggest that any plan for a community-based health education intervention 

should be preceded by an educational, social and behavioural assessment. The Precede- 

Proceed Framework is u s e u  to focus attention on the factors that enable or restxict the 

development of a healthy community (Green & Kreuter, 1991). ûther researchers agree that 

the h t  and most critical step in any community health planning process undertaken by a 

health worker, is assessment @ignan & Carr, 1992; Kretzman & McKnight, 1993; Smith & 

Maurer, 1 995; Anderson & McFarlane, 1996). 

Smith & Maurer (1995) describe community as a place where people dwell and are affected 

by the critical elements of people, place and social interaction. As discussed earlier, 

comrnunities can be defined by one of two designations: geopolitical or phenomenological 



(Smith & Maurer, 1995). The geopolitical commimty is a spatial designation that can be 

defined by either natural or man-made boundaries. The phenomenologicd community is a 

relational designation, "less concrete than the geopolitical area but just as real to its 

members. It can be identified in terms of its feeling of belonging" (Smith & Maurer, 1995, 

p.30 1). An example of a phenomenoIogica1 community is a community of solution which is 

bounded within a definition of a problem or a solution such as a health concem or a 

marketing strategy. A community's boundaries hc t ion  iike the skin of an individual to 

determine who and what will enter into the system. Smith & Maurer (1995) suggest that to 

determine or understand these bomdaries, the health worker might want to ask research 

questions such as: why does the community exist?, who cm belong?, what criteria are 

necessary for membership?, and what brings the memben together? (Smith & Maurer, 

1995). 

Behaviour Chan~e and Health 

Health education has promoted individual, family and community health by sharing health 

related knowledge for the purpose of stimulating behaviour change. Why people make 

decisions to act in hea1thfi.d or unhealthfùl ways has been considered extensively within the 

broad field of health education. PAR has been useful in supporting healthy behaviour change 

(Fals-Borda, 199 1 ; BC Consortium, 1995). 

Heaith beliefs are thought by sorne to explain health actions (Cox, 1985, 1990), while others 

believe there are cues that stimulate action Venda, 1990). Rochaska & DiClemente (1983) 

have used a staged mode1 of change to describe how healthy behaviour develops. ûthers 

consider the influence of intemal and extemal locus of control (Bandura, 1986a), and 

perceived personal competence as strong predictoa of health behaviour (Bernier & Avard, 

1986; Stanley & Maddw, 1986). Some recent studies have identified the importance of the 

development of social support as a deteminant of action (Zimmeman & Connor, 1989; 

Bloom, 1990). Social support can mediate to empower individuais and or groups to act in 

ways that may be contrary to the accepted nom (Berger & Neuhaus, 1977; Wallerstein & 

Bernstein, 1988). Others have explored the role that familial support plays in the 
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development of hedthy ways of living (Gottlieb & Green, 1979; Kane, 1988). Habermas' 

(1 984) description of the lifeworld or the space in which everyday practice occurs highlights 

the importance of the comrnunity's support. This author states that we acquire a background 

of shared meanings in families, places of worship and schools which provide legitimization 

of certain patterns of behaviour. An understanding of how a social conscience or a set of 

community beliefs develops is useful for health education workers as they plan intervention 

programs to support or limit behaviour related to heaith. Within a context of rising incidence 

of skin cancer in fair skhmed populations, a majonty of school children in the Parkin et al 

(1992) study report that they enjoy sun bathing and feel better with a tan even though they 

report knowing that sun causes damage to theu skin. Inconsistency between knowledge and 

behaviour can similarly be descnbed for other health issues such as smoking, and weight 

control. The absence of social support for heaithy behaviour could explain this conflicting 

health behaviour. 

Health education practice may be individual or population based. Many report that 

educational interventions, at best, have a t h e  related effect on behaviour, and at worst 

demonstrate no change (McKie, 1992; Loescher et al, 1995; Marlenga, 1995). Gottlieb & 

Green (1 979), Norbeck (1 988), and Bloom (1 990) have investigated the relationship of 

social support to health behaviour. Their work has concentrated on the role that social 

support, available from core (family) or extended (community and professional) networks, 

plays in enhancing the coping abilities of individuals and communities under stress. The 

literature notes that comprehensive health protective and or health promotion activities 

cannot be carried out without considering the social context of the client. A sunilar 

population health approach that directs heaith work to a consideration of determinants of 

health has been proposed by much recent Canadian documentation (Wolfson, 199 1 ; Health 

Canada, 1994). 



Chapter Three: Methodology 

I was commitîed to the use of a participatory action research process with key informant 

focused group interviews. This commiîment is based on my belief that those who are active 

in their comrnunity are the ones who can best answcr the question about how a heaith 

concem becomes an issue for a commimity and, when it does, how cm health care workers 

support and maintain the process. 1 also did not want to use the participants in my study for 

only data collection but rather to use a process that would be enlightening and hopefully 

usefiil for al1 involved. 

The use of qualitative research methods is centrai to the promotion of health. The application 

of these approaches is based on the assumption that the researcher cannot be divorced fiom 

the situation being shidied but rather understands through their own life experience. It is 

therefore ais0 assumed that the research process is not designed to generate objective facts 

about the social world but rather to explore how research participants understaad, or make 

sense out of their world (Crabtree & Miller, 1994; Morse & Field, 1995). Semi-structured or 

unstmctured interviews are widely used to explore people's accounts of what is happening in 

their world. When the researcher is interested in a group's understanding, often participant 

observation is used instead of interviews. 

Field & Morse (1985) describe four types of participant observation according to the amount 

of involvement the researcher has in the research setting: 1) complete observer where the 

researcher has no interaction with those being observed and may or may not be visible to 

participants in the study, 2) the observer as participant in which the role of the 

observedresearcher is known at the outset and is more or less publicly sponsored by the 

people being studied, 3)participant as observer in which the researcher's role is not concealed 

but the activities are subordhate to the activities of the people being studied, and 4)complete 

or ethnic experience, often referred to as ethnography or an ethnographic approach 

(Fetteman, 1989), where the role of the observer is concealed. Smith (1 987,1990) applies an 

institutional ethnographic approach to the process of explicating the lived experience of 



people. This methodology exposes the institutional forces applied by the dominant culture 

that guide and direct our lives. The naming of these forces semes to assist in the 

understanding of how participants makes sense of their world. In this study, the researcher 

was a full participant while accepting responsibility for recording the research process. 

Basch (1987) describes focus group interviewhg as a qualitative approach to learning about 

population subgroups (p.411). Morgan and Kreuger (1993) emphasize the usefulness of 

using focus groups when there is a gap between professionals and their target audiences. 

"Because the interactions in focus groups provide a clear view of how others thuik and talk, 

they are powerfid means of exposing professionals to the reality of the customer, student or 

client"@. 16). The literature provides direction on how to conduct focus groups as follows: 

should include four to twelve participants; sessions should be held in a cornfortable setting 

and should last fkorn one to three hours(two hours being the optimal); a high quality tape 

recorder should be strategically placed to capture dialogue; and the researcher fimctions as a 

moderator or facilitator (Kreuger, 1988; Morgan, 1988; Patton, 1990). White & Thomson 

(1995) concur that six to eight members are the desirable number and that the t h e  together 

should Vary between one to wo hours. 

Focus group discussions provide an opportunity for the researcher to participate in a 

discussion, on preselected topics of interest to the researcher, with a srnail group of 

individuals fkom a target population with characteristics relevant to the research topic 

(Morgan, 1988,1993; Knodel, 1995). A moderator introduces the concepts to be discussed, 

asks open ended questions to facilitate discussion, encourages participants to talk and 

interact with each other and guides the discussion to keep it on track. The success of the 

focus group as a research method is dependent upon the communication and facilitation 

skills of the researcher. There is usually also a research assistant who records the interaction 

but does not participate unless it is to offer a summary at pre-arranged tirnes in the meeting. 

The discussion is usuaily tape recorded. It is critical to the process that the group enters 

fieely into the discussion and doesn't simply answer the moderator's questions. 



The key advantage of focus groups is that they generate discussions stimulated by others and 

provide an understanding of individual reactions which are emotionally related to a topic. 

Compared to the ethnographie or other observational type approaches to qualitative research, 

the focus group method involves relaîively limited contact with the target population 

however, with the use of guidelines, idormation can be generated across groups. This is 

both an advantage and a disadvantage. Undoubtedly, ui-depth community studies by 

ethnographers and anthropologists can offer muc h clearer uisights into the culture 

(Fetterman, 1989). Another disadvantage of focus group methodology is that the typically 

srnaIl five to ten participants purposively selected renders focus group data inappropriate for 

anaiysis as anything more than a recording of recurrently voiced views. Knodel(1995) also 

notes that focus groups cm limit the ability of persons whose circumstances deviate 

substantially nom the n o m  to speak. Secker et al (1995) summarize the discussion well as 

they note that the main understandings that cm emerge fiom research with groups rather 

than individuals should be the way in which participants' interactions shape their 

understanding of the phenomenon of interest. 

Participants in the research focus groups should be representative of the target audience that 

the researcher is attempting to understand. Using naturally occurring groups provides an 

atmosphere in which participants do not have to cope with the pressure of trying to fit into a 

new group (Morgan, 1998). On the other han4 unless the researcher actively searches out 

the contrasting or different point of view, it is possible that the focus group discussion will 

proceed to the lowest common denominator (Carey & Smith, 1994). Gilchrist, writing in 

Morse and Field (1995, p.70), describes the use of key informant interviews. The key 

informant is likened to the person the anthropologist would note as their link to the tribe. 

These are people who are well situated within the community of interest. This can be either a 

geographical or a phenomenological community (Gilchrist, 1995). 

The Studv Ex~erience 

My concem for how communities could be engaged in healthy living with sunsbine began 

the process. As a health educator and community heaith nurse, the extraordinary nse in the 



incidence of skin cancer in fair skinned populations (National Cancer Institute of Canada, 

1996) is a health concern of mine. The health education workers recornmend early diagnosis, 

cover up and use sun screen. However, this recommended behaviour change requires 

societal support if the majority of individuals are to alter their ways (Sanson-Fisher, 1994). 

As a community health nurse and h d t h  educator 1 observed that many well developed 

health education programs were never implemented or not implemented as intended. 

Consultation and discussion with cornmittee members, community health nursing 

colleagues, Canadian Cancer Society volunteers and staff, ffamiy and fnends shifted rny 

concem nom how to develop a skin cancer educational program to much broader questions 

including what defines a health concem for a community, how a community becomes 

involved in a health concern and when it does, how can health education workers support 

and enhance the health work of the community? These became the formai questions of my 

research. The research included recruitment, daîa collection, analysis and recordùig. The 

data available for analysis was found in the researcher's field notes, the research assistant's 

field notes and audiotapes of dl the interactive sessions. 

The passionate concern for building a healthy community present in al1 the participants 

fbeled our work together and we found ourselves moving very quickly into a creative 

problem-solving experience. The process is presented in Figure 1 as a spiral which shows 

participants moving inward and outward as we became personally engaged in the subject of 

the research. 
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Testing plam 
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Figure 1 : The reflective process 

This study moved fiom the descrîbing and sharing of personal experiences related to health 

issues and variables that affect those health issues to the development of a model for 

sustained health education that can be used to guide fuhue health education planning. The 

model that evolved from this process will assist those who plan for culturally unique 

interventions in their own setting. We aiI experienced a change in our personai agendas. We 

each entered the process with a particuiar health concem such as the high incidence of skin 

cancer, the lack of fitness in school p r o m g ,  the poor municipal support for a health- 

giving seniors gardening program and the lack of presence of youth in much of the 

community decision making. These interests were subsumed into a shared concem about 

how to build connections that would enable communities to link their own knowledge with 

that of the health education workers. With these connections in place, the group believes that 

communities would in the füture be able to make changes to enhance their health. Although 

the research process concentrated on the description of a mode1 for sustained health 

education action, the importance of evaluation to the developmental and responsive nature of 

health education planning was always present. This is a work in progress. The research 
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process has offered new imowledge that can be implemented, evaluated and modified to 

enhance culturally unique situations. 

This chapter descnies the research methodology and chapter four describes how the story 

unfolded as the researcher andyzed and categorized the data Diagrams were used to focus 

and clariQ the process. 

Partichant Recruitment 

The sampling procedure for this study was lirnited to individuals living within the central 

health region of Nova Scotia This region was chosen because it is the area that has 

progressed the fûrthest in the implementation of the regionaikation process of the Nova 

Scotia division of the Canadian Cancer Society (Nova Scotia Department of Health, 1994). 

A snowball process (Bercovitz & Skinner, 1996) or chah sampling approach (Patton, 1990) 

was used to select subjects who resemble the natural helpers, as descnbed by Eng and Parker 

(1994). The cnteria for selection was that they had been described as a community's natural 

helper and that they could plan to attend three one-and-a-half hour group meetings 

(Appendix 1). Nahual helpers were considered key inforrnants that would offer insight into 

the health work of communities. 

The recruitment process began in late Mach of 1997 with a phone cd1 to a local religious 

leader, a school administrator, a member of a local environmental group, a member of the 

regional health board and an educator employed by the Nova Scotia Division of the 

Canadian Cancer Society. Permission to fonvard an information sheet (Appendix 1) and to 

cal1 again to discuss participation in the group interviews was requested. People were also 

asked to recommend others, in their community, who could be described as natural helpen. 

The agreement to participate or to suggest others who might participate was grounded 

around a concem for their community's health. A letter of introduction was sent (Appendix 

1). This letter referred to the potential participants as  natural helpers and explained the 

purpose of the focus groups. 
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This process of recruitment was repeated over and over during the succeeding two and a half 

months. Figure 2, offers a picture of this process. The recniitrnent was done by a research 

assistant to decrease the potential for individuals agreeing to participate because of a 

personai relationship with the reseamher. Also, potentiai participants were assured of their 

nght to withdraw at any time and to monitor and wntml the degree of participation they 

engaged in. 

No time to 
participate 

Department of individual contacted directIy - Not avaiiabk 
Education 

Regional health One participant 
I board 

\ 
Coalition of community One participant 
agcncies 

\ 
Seniors group Fivc participants 
Dept of Recrcation 

Ecology Action Centre One participant 

Canadian Cancer Society Four participants 

I Olher 
One participant 

Figure 2: Recruitment process 

Recruitment 

The sequence of events that characterized the recruitment process are presented pictorially in 

Figure 2. The representative fiom the clergy was too busy to participate himself but would 

think about possible contacts in the cornmunity and if he thought of someone, he would 



contact the research assistant, No fiuther contact was made. 

The recniitment fkom the Department of Education initially resulted in a request for a 

written description of the shidy. Future conversations identified someone h m  the 

Department of Education who was known to be working with community health issues. This 

person when contacted was interested but could not participate due to leaving the province. 

Recruitment fiom the Regional Heaith Board began with a phone cal1 to one mernber of the 

Board who was not able to participate due to time constraints. Two names were provided as 

possible recruits. The person contacted would consider participating but found she 

could not commit to three sessions. This person suggested the research assistant make a 

request at the rnonthly meeting of a coalition of community groups in the area. The research 

assistant was able to place the request on the agenda, attended the meeting and recruited one 

participant at the meeting. Subsequent to this meeting, the research assistant contacted 

another member of this coalition. This contact could not participate but suggested two other 

people. One was a member of a seniors group, active in the community and the other was 

fiom the Department of Recreation. Both were successfully recruited. The senior was able to 

recniit another tbree members of the seniors group, all of whom are very active in the 

communiîy . 

The second contact fiom the regional heakh board could not participate but provided the 

name of a suitable penon. When contacted this person agreed to participate and provided the 

name of a local member of the clergy. This person could not participate due to prior 

commitments for that time period. 

A local ecology group, characterized by strong volunteer membership, with a history of 

being very active in the Nova Scotian health care reform process was approached next in this 

sequence of events. Three names were provided f?om this source. Of these three people, one 

agreed to participate, one declined and one could not be reached. 

Two participants from the Canadian Cancer Society were recruited. One of these participants 



identified two people as potential recnllts. When contacted both agreed to participate, 

however a few weeks before the sessions, one remit had to withdraw because of a work- 

related conflict. A teacher heard of the study at their school and expressed an interest to a 

colleague who had agreed to participate. When contacted by the research assistant with the 

details, participation was c o d h e d  for this individual as weU. 

Overall, thirteen people were successfûlly recniited. Of these thirteen, ten were able to 

actually attend the sessions. The three who did not attend could not make it because of work 

or other considerations One person phoned on the day of the k t  meeting to say they could 

not be part of the study. 

The participants were placed in either the niral or urban group depending upon their choice. 

The nuai setting was only threequarters of an hour drive out of Halifax. The urt,an group 

met in a central, downtown location. The setting and t h e  for the meetings were developed 

as the recruitment process unfolded. Late aftemoon (3:30 - 530) was determined to be the 

most convenient for the participants. 

Participants signed an agreement to participate fomi (Appendix 1) indicating their 

willingness to attend three one and a half hour sessions with like-minded representatives of 

their community. Morgan(1985,1993) and Kreuger (1 993) both note that recruitment is the 

most cornmon source of difficulty in research wing focus groups. Comrnents throughout the 

recmitment process indicated that people would commit to one session but could not attend 

al1 three. Time constraints were most often identified as the reason for not committuig to the 

full three sessions. Others indicated that June was a homble month to add anything to their 

busy schedule because so many of the programs to which they were attache4 were getting 

ready to shut down for the sumer ,  at the same time those involved in the regional health 

board initiative indicated that they were very busy setting up their board. 

The final ten participants(one male and nine fernales) with the exception of two, attended al1 

three sessions. Once the sessions were started, there was no rearranging of the groups. One 



participant missed two sessions and one missed one. The others were f a i m  to their 

agreement to contribute four and a halfhours to the study and in most cases, this t h e  

stretched into at least two hours per session. The ten participants donated an approximate 

total of sixty hours of group interview time to the study. The groups stayed together and 

noted, at periodic intervals, that they were leaming much fiom each other. A large array of 

fiesh fimit and cheeses with tea and coffee was offered at al1 six sessions and no one was 

paid to participate. 

Personal Reflection/The ResearcherJs Role 

Pnor to commencement of the data collection process, 1 reflected upon the researcher's role 

as facilitator, infornation giver and researcher (Frey & Fontana, 1993). The role of the 

researcher was defined as a group facilitator and the relationship between the researcher and 

the researched was exposed at all rimes. nie focused group intenriew was used to generate 

new ideas and solutions. As a community health educator, 1 was careful to not force my own 

agenda but rather to share knowledge only when appropriate. The role of the researcher was 

defineci to be that of giving a voice to the co~munity representatives of which the researcher 

is one. It is recognized that the researcher brings personal knowledge, experience and bias to 

the situation within a professional dialogue. In a participatory action research approach, this 

knowledge and experience is joined with the howledge of the researched (BC Consortium, 

1995). 

The role played by the research assistant was additive to the research process. She recorded 

interaction patterns, noted the use of language, observeci the moderator's facilitation skills 

and kept content notes. The research assistant was a women with a master's degree in 

program evaluation who has worked as project coordinator for many research projects. She 

has good listening and verbal skilis. The groups, after the fmt encounter, would instinctively 

tum to her to summarize and highlight for them. Her summary would inevitably lead to 

M e r  discussion and clarification. She also played a role as evaluator and confidant to 

myself as the facilitator and researcher. Questions about my facilitation skills were always 

answered thoughtfully and honestly. The field notes kept by both the author and the research 



assistant plus the inclusion of the data from the debnefing sessions attended by the 

researcher and research assistant ûiangulated data sources. As facilitator, I focused the 

discussion around how a health issue becornes recognized by the community and when it 

does become part of their health work, what intemal and extemal actions or programming 

serves to support this process. 

Collecting the Data: the Process 

The data collection occurred in six focused interview sessions with eleven (1 1) participants, 

including the author, who described themselves as natural helpers. The goal of the first two 

sessions was to tune into the vocabulary of the people and then to collect information about 

their health issues or concerns. Morgan (1998, p.52-53) supports the use of a moderate 

degree of structure especially for groups that are seeking to understand about both the 

research focus and the participants' interests. The focus group session was opened with brief 

comments about the purpose of the research (Appendix I). A pictorial presentation of the 

research was used to focus conversation(Figure 3). It was stressed that al1 comments are 

vaiued and there are no right or wrong a n e r s .  

A moderator's guide (Appendùt II) was used to initiate the h t  two sessions. In subsequent 

sessions, the participants opened the conversation d e r  reviewing a sumrnary picture of the 

conversation of the previous group meeting provided by the researcher. The participants 

would spend a few minutes at the beginning of each session cntiquing the pictorial sumrnary 

of the previous session. The guide and introductory çummaries did not limit the process but 

rather were general and introductory in nature (Kingry et al, 1990; Krueger, 1994). 
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Helpers Education 
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PARTICIPATORY RESEARCH PROCESS 

Research questions 

What is a health issue/concern for you? 

How do health conccms becorne placed on the agenda of a community's natural helpers? 

How can connections betwcen health education workers and a community's natural htlptrs 
be initiated, supported and sustained for the purpose of improving a community's health? 

Figure 3: Pictorial presentation of the research 

Use of Words. 

During the introductory process the researcher and assistant noted carefully the words 

used(Annstrong, 1 98 1 ). A process of discourse analysis (Hustler & Payne, 1 993) was used 

to examine the conversation for shared or contlicting usage of words. The research assistant 

was asked before the focused group interviews began to observe differences in the way 

words such as health and cornmunity were used by the participants. A search and find 

process was used on the tramcribed audio tapes, d e r  the first two focused group interviews, 

to examine how these words were imbedded in the text. 

Working definition of health, 

The opening response to the question "what is a health issue for you and your community?' 



was replied to indicating that health was everyone's responsbility. 

'Tt is up to every individual" 
"Adults are generally responsible for health" 

A participant responded with a story of how a concem would be brought 90 meetings", 

indicating an understanding that health is a community responsibility. Health was related to 

an educational concem. 

"Having an interest in doing well in school. 
1 am sure it is a health issue-ultimately 
it is" 

Health was discussed in t e m  of the physical environmcnt (asbestos in the walls) and the 

social(parenting and media pressures). Health was also related to an economic dimension 

and the use of technology. The word health was used as an adjective to describe a health fair, 

health concerns, health care system, health professional and a health clinic. A review of the 

transcnbed tapes iDdicates a shared understanding that health is the responsibility of 

individuals, parents and communities and that it is affécted by a multitude of determinants. It 

also encompasses the physical, the emotional and the social sectors of our lives. Half way 

through the second meeting of each group, the researcher offered a paraphrase of the above 

definition for clarification and verification. The response fiom the group was 

"Yes health means dinerent t h g s  to 
different people. It is big" 

All participants had a shared understanding of this word. 

Working definition of communitv. 

It was aiso evident that there was a shared understanding of the word community. The 

participants taiked about c ~ "  and 'ive". When clarification was sought as to who "us'' and 

''we7' were, it was clearly the people in the place they worked, lived &or played. Quotes 

such as: 

'Now what do we do? We are basically the comrnunity" 

and 

'We do the best here as a cornmunity" 



indicated a shared understanding of the word. When asked directly by the researcher, How 

do you define commUIUlty?" The response was 

"It can be a linkage." 

"Any group of people that are coming together for common need." 

These were the two words that most directly related to the subject of the study. The 

participants continued their discussion clarifjmg and verifyuig any comments that they did 

not understand. Structural and contrast questions were used by both the researcher and the 

participants to clarify the meaning of participants' comments (Carey & Smith, 1994; 

Morgan, 1995). The concept of environment that emerged fiom the focus group sessions will 

be elaborated on in more detail in chapter four. 

Conversational flow. 

Rior to the start of the focused group interviews, the research assistant was also asked to 

keep a flow diagram of the conversation. This process was used for the first haif hour of the 

fint two meetings. It indicated no significant pattem of behaviour. Everyone taked and 

there was no evident sequencing of comments nor even any dominant person in the groups. 

Interactional and sequential analyses were used to examine if an individual's contribution is 

likely to be afTected by previous comments in the session and if there is any status 

differential that affects input fiom any member of the group. No consistent pattern emerged 

fkom the analysis that would indicate a power differential was operating within the 

group(Amo1d et al, 199 1). The research assistant kept flow charts of the conversational 

patterns in the first two sessions and no consistent pattem was identified. There was no one 

who could be identified as dominating the conversational flow and the expressive functions 

that keep a group together were shared by al1 participants. 

Flow of e r o u ~  ~rocess, 

The third and fourth focused group i n t e ~ e w  meetings began with a sumrnary and 

clarification of the content nom the previous meetings. The ideas fiom the previous weeks 

session were synthesized using visual images. Health issues were clarified and then variables 



that affect the health issues were identified. The process was continuous. The f i f i  and sixth 

focused group interview meetings examineci how the group understands communities 

working together and supporting or limiting different heaith behaviours and what are the 

linking functions that would join the work of the natural helpers to that of recognized hedth 

education workers. Once again, a visual summary of the discussion fkom the two preceding 

meetings was used to cl&@ and veriQ the participants' understanding of the previous 

discussion and to focus the final dialogue on potential ways of linking the work of naturd 

helpers and health education workers. The participants were encouraged to look at ways to 

transfomi relationships between providers and consumers and to generate themes fiom their 

shared experience (Minkler & Cox, 1980; Flores & Alonso, 1995). 

A similar approach was used with al1 the group sessions. The facilitator/researcher 

welcomed the individuals and supported introductions. The facilitator offered an opportunity 

for anyone to make a summary statement about their involvement in the research process 

and any issues or concerns that were influencing their ability to participate in the group 

interview process. The session was then focused on the questions: 1) What is a health issue 

or concem for you?, 2)How do health concerns become placed on the agenda of a 

community's natural helpen?, 3)How can connections between health education workers 

and a community's nahiral helpers be initiated, supported and sustained for the purpose of 

improving a community's health. At the conclusion of approximately one h o u  of 

discussion, the research assistant was asked to summarize the discussion and participants 

were requested to cl&@ and expand upon this summary. The researcher was careful to 

attend to t h e .  Participants agreed to one and a half h o m  of discussion and therefore, the 

sessions were formdy closed within this time allotment although it was striking how the 

participants in ail occasions lingered for at l e s t  an additional hdf an hour. The experience 

was consistent with Kreuger's (1988) and Morgan's (1988) recomrnendation of two hours 

for a session. The informa1 discussions that characterized the disengagement process of the 

group were not taped or included in the data collection process. Following the sessions, the 

researcher and assistant recorded their debriefing session. The focus of the debnehg 

session was on the conduct of the sessions as well as a summary of the content. 



Unfoldin~ the Data 

The results of this study offer a >mique understanding of the relationship between health 

education work and the building of healthy communities. The participants all viewed 

themselva as community members who were prepared to heip to initiate and support health 

in the central region of Nova Scotia 

The data fiom the group intewiews was searched for themes and recuning thoughts. These 

were compared to the research assistant's and researcher's field notes. The notes and the 

tapes of the focused group interviews were then depicted on a flow chart as described in 

Miles & Hubberman (1 994). The transcnpts were reviewed repeatedly and pduaiiy a 

coding system was developed that identined categories of concemd issues and variables that 

af5ected the issues defked. Fuially, a flow chart emerged descnbing actions that if applied 

sequentially would support sustainable heaith education community work. This was clearly 

articulated by the participants in the final meetings of their groups. The participants were 

sûiking in their ability to focus and to seek viable and clear solutions. On two different 

occasions two different people said: "okay. Now let us consider what exactly we are here 

for." 

Krueger (1 988) emphasizes the importance of the analytical process beginning with a review 

of the intent of the research. At the completion of each session, the participants were asked 

to summarize the experience for them. This summary helped to give form to the analyticd 

process. There are two basic parts to the analysis of focus group data: a mechanical one and 

an interpretive one (Morgan, 1995). Prior to undertaking the mechanical sectionhg of the 

data, al1 the tapes were listened to and the transcripts read for the purpose of gaining an 

overview or an interpretive understanding of the data. Miller & Frederick's (1 995) niles for 

confïxmation of qualitative data were considered throughout the data analysis process. Any 

piece of data that was considered as evidence to support the hypothesis being generated was 

held while the transcript was reviewed for conflicting evidence. 



A n a l n i n ~  Focus gr ou^ Data 

The trauscription and translation of an average focus group session can be complex and tirne 

consuming. When focus groups are conducted for research purposes there is no substitute for 

full transcription of the interaction (Flores, 1995; Knodel, 1995). It is preferable that either 

the researcher or the assistant who recorded the interaction transcribe the tapes. Analysis of 

the transcripts is started by a process of coding the text into analytically distinct segments. 

The caution in analysis is to not report numbers of instances a word was used or a theme 

expressed but rather to analyze the linkages to personal experience that make this data 

important(Knode1, 1995). 

Reliability checks were uicorporated into the process both during the initial data collection 

and at the analysis stage by working with a research assistant. Durkg the data collection 

phase, the group moderator clarified responses and at the conclusion of each group interview 

the information was summarized. Knodel(1995) suggests the use of an overview grid. The 

grid typicaily has topic headings, or particular views on one axis and focus group session 

identifiers on the other. The ceUs contain bief  summaries of the discussion for each group. 

The grid provides a bais for determining in a relatively systematic way, how common 

particular views are, as weli as revealing if patterns are emerging fkom the data. The data 

from the research process was originally organized on a grid but the experience led the 

researcher to the use of a flow chart- 

Miles and Huberman (1 994) describe the use of a flow chart for M g  the analysis 

process, especially if the questions are related to within case displays that seek to explain 

and predict(p. 143). Miles and Hubennan note Kaplan's (1964) view that explanation is a 

process of putting fact or law into relation with other facts or laws. This process makes 

description intelligible but it aiways contains elements that in turn will need M e r  

explanations (Miles & Huberman, 1 994, p. 1 42). 

Tnangdation of data also offers the researcher increased data to c o n h  or substantiate an 

assertion. Denzin (1 994)identified processes for using triangulation methodology to increase 



the power of the researchers hdings. There can be multiple sources of data such as from the 

researcher's field notes, the research assistant's field notes and the transcribed tapes. Other 

triangdation processes are characterized by investigator triangdation. This occurs when 

other researchers examine the same phenornenon. There is also a theoretical îriangdation as 

different theoretical understandings are used to examine the same data. Flick (1992) offers 

the view that a wish to understand the importance of uniquely constructeci reality would at 

least caution the researcher about trimgdation methods and at the most wodd Say that this 

process is not ever appropnate in a constructivist paradigm. The use of theoretical and 

methodological triangdation as an approach to enhance the vafidity of your fïndings was not 

appropriate for this study. However, the researcher's field notes, the research assistant's field 

notes, and the audiotapes provided three sources of data. 

Limitations of the studv 

The implications of this study must be judged within consideration oc  the researcher's ski11 

a s  an enabler and motivator, the recnlltment and contribution of the participants in the 

focused i n t e ~ e w  groups and the analysis process. The use of the research assistant guarded 

against the potential for the moderator to be directive and the group seemed to feel very 

comfortable to move into a phenomenological cornmunity for solution to the challenges put 

before them. The conclusions are the result of a participatory activity in which al1 

participants checked and rechecked the data. The conclusions belong to al1 participants and 

because of their ecological foudation would be interpreted difkrently within the uniqueness 

of the ongoing human experience. The hdings are set within a rejection of domination as a 

way of being together and focus on the connectedness and re-balancing of health and 

education work in any society. The question about how a community's natural helpers 

become involveci in a health concern and then how this process can be supported by the 

work of health workers was very clearly stated. This resulted in a mode1 for action. 

The recent report of the National Forum on Health Care (1997) descnbes the historical 

development of the detenninants of health. The discussion papers outline how poverty 

develops in families and communities over several generations and as it becomes a way of 



living the health of the individuals and families in the community deteriorates(Nationa1 

Health F o m ,  1997). h e  who live in poverty have stories that only they can tell. 

The profound alienation of the very poor in our society continues to be the major deterrent to 

any society meeting its' health goals (Nova Scotia Department of Health, 1994; National 

Health Forum, 1997). This conceni was beyond the scope of this study. AU the nahiral 

helpers involveci were articulate and connected to their dominant culture as is the researcher. 

The findings h m  this study cannot be applied with confidence to the marginalized. Neither 

has the study attempted to address cultual diversity that profoundly affects comrnunity 

health planning. It is the recommendation of the author that the mode1 now be implemented 

in a variety of settings and as the histories of unique groups are recorded the value of the 

proposed mode1 will be evaluated. 

This study has not separated the work of those health workers designated as professional 

because of a credentialing process fkom those designated as volunteers because of the action 

of donating their skills and knowledge without the expectation of financial remuneration 

(Smillie, 1990). The designation of health worker is one in which the individual functions 

within an organized health program. 'Wealth education workers" was used as a generic tenn 

that would incorporate paid and volunteer, professional and lay work. 



Chapter Four: the Story 

The story will be reportai as it unfolded It began with a discussion about a health concm 

then moved to the factors or variables h t  affect h d t h  and then considered the actions that 

maintain and sustain commdty health education. Figure 4 depicts the development of the 

health issues. Summary statements of preceding meetings were presented on large boards 

and used to initiate discussion. These were revised and approved at the beginning of each 

session. The Ieft hand column in Figure 4 indicates the discussion input that led to the 

refinement of the hedth issues in the nght hand column. 

The Health IssuesIConcerns 

Pollution 

Poor RoIe Models 

Lack of Respect 
-people 
-environment 

Cancer 

Poor Diet 

Guilt 

Group 

Process 
/ 

.Pollution 
*Parenting 
Cancer 
aPoor Diet 

Figure 4: Identification of health issues 

Pollution. 

Alrnost immediately the discussion of what would be a health concem for the naturai helpers 

went to statements descnbing a concem about the environment. This concem was confirmed 

repeatedly with statements: 'Tt is serious","It is very serious","It is not going to bother us, 

but our children will suffer". These expressions of seriousness were followed with 

comments related to the physical, psychological, social and spiritual dimensions of health. 

There was a concem about paper cups being used in a health institution such as a hospital, 

garbage observed in a local school yard, increase in skin cancer as a result of the use of air 



pollutants and baby diapm deposited on the road. This t& was continued with an 

expression of concern about clear-cutting of the foresis and the local school yards not having 

trees for children to be shaded fkom the SUU. Concern about unhealthy environments was 

discussed as a global, school and a hospital issue. The effect of the large multinational global 

organizations which encourage over- consumption, wastage and poilution was described 

very passionately as: 

"if the business people or the people involved would stop malcing so damn many 
containers of h g s  that are going into our disposal fields, going into the earth 
and going into the rivers and the lakes, killing the fish. What are we going to do 
about it? We're not doing anythhg really. They are continually putting more 
different kinds of easy clean stuff on the shelves!" 

Participants repeatedly described incidents of garbage poliution. They noted with passion 

that "young people understand the issues and they are scared and concerned." There was an 

over-riding expression of guilt and responsibility for the state the world is in. A local story 

was presented by one participant about the "biggest public meeting out here". This was a 

meeting held at a local rink to stop a proposed landfil1 program nom occurrhg in their area. 

The community was successful, the landfill was not put in the area. It seemed that when 

environmental poliution occurs in the adult's home space they act together in response to the 

threat or health issue. 

The topic of environmental pollution ciovetailed into a discussion of poor parenting with 

comments like: 

"We're responsible for a lot of this. We have tried to give our children more than 
we had and it's wrong!" 

Parenaae. 
The statements about inappropriate parenting being a health concem occurred on four 

occasions. The discussion about parenting was initiated by consideration of different 

observed outcornes that were potential health concems such as children with poor self- 

concept or children with no desire to do well in school. It was also noted that parents do not 

feel good about themselves. They often feel guilty, blaming themselves for many of the 



problems experienced by our society. A concem about teen pregnancy was noted but 

disconfirmed as a .  issue for these participants with severai examples of young mothers 

being very good parents. inappropriate parenting was then related to a lack of good role 

models for the children. The lack of self esteem of parents and their o f f s p ~ g  was thought to 

resdt in a lack of concem for both people and the environment. Role models were described 

as important. They noted that children watched how addts treat their world. They noted 

also that youth are very concemed about their environment: 

". ..they h o w  what to do better than their parents." 

'ïhere was a temporary exploration of the relationship between caring for the environment 

and caring for each other. 

"There is a general disrespect for the environment and other people are part of 
the environment." 

The discussion of the environment also developed into a discussion about parenting fkom a 

concern about teen age pregnancy and skin cancer. Teen pregnancy did not lead into a 

discussion of population explosion a s  a cause of pollution but rather it was a discussion of 

poor parenting. At the same tirne it was quite clear that parents have prime responsibility for 

protecting their children against the su. 

"If the parents do not demonstrate the wearing of sun screens and hats they will 
never lem." 

The group viewed themselves as parents and were very critical about what they and others 

had done as parents. This discussion was reported in the summary statement for the next 

meeting as guilt. No one denied this feeling but there was no further discussion related to 

feelings of guilt in subsequent meetings. There were descriptions of youth who Iacked 

initiative. These were disconfhmed with statements like: 

"the headlines are constantly banging on youth with statements like,'teenagers 
seen leaving the scene', when in reality there are Lots of good stories. When it 
came to the food bank at Christmas, those were the people who helped us. They 
came on Saturday and Sunday and loaded food." 



Statements related to teenage pregnancy or single mothers being a health concem were later 

d i s c o b e d  with descriptions of young single working mothers who managed to 

demonstrate caring for the children and mode1 care for the envirorment. 

CancerlDieb 

Skin cancer and poor diet were then mentioned as health concems for youth. Both of these 

topics were c o h e d  as important health concems but both topics led quite quickly back to 

the over riding concem of pollution of the environment. Poor diet was seen as a function of 

exploitation of the hanciaily disadvantaged. An example identified was the proliferation of 

fast food chahs in low socioeconomic areas. They are advertised as being fun. For those on 

a low budget with little to look forward to such as vacations, having KentucQ Fried 

Chicken on Saturday night would be viewed as a fun occasion. This was then tied to a 

discussion of the influence of big business interests on our health. The forcing of beef and 

poultry with injected hormones and poisonous substances leads to a poor diet. This was also 

viewed as evidence of pollution. 

The discussion about cancer started with examples of Wends who were one day h e  and the 

next were found to have a terminal disease. There was a feeling that cancer of al1 kinds 

to any community members at this t h e .  Rather it was believed that indiscriminate use of 

pesticides, hormones and pollutants for the purpose of increasing production was leading to 

an unhealthy environment ùi which al1 kinds of cancer would increase. 

The natural helpers very quickly started to analyze the health issues in relation to variables 

that impacted upon the health issues. 

Variables AfZectine Health Concerns 

A review of the transcripts indicated that as each of the health problems or issues were 

identified and discussed, a process of analysis was started by the group. The left hand 

column of Figure 5 indicates the discussion input that led to the refinement of the variables 

noted in the right hand column. 



Segregation of Services 
Power Extemal to Comunity 
Youîh not staying in communities / 
No Free Space Participatory \, \ ,  *Services,fiuiding, awards 
Lack of histoncal perspective (Bard) 

' .Economics 
Group ~Space and tirne 

Youth not respected 
Process 

' N i x  of age 
Leadership \ 

\ ' / *Historical Chronicling 
Cooperative Movement 
Lack of trust 
Funding Sources 

Figure 5: Variables affécting health issues 

The variables that anected the identified concerns were identified as segregation of services 

and rewards, economics, availability of space and t h e ,  mix of age and a sense of history. 

Semce. fundin~  and awards, 

S egregation of services, short-term reward systems and fùnding support O ffered around an 

issue, not for a community was identified as a health related social problem. The discussion 

was evidence of a very broad view of health. The reality of the participants' common life 

experience was that many health issues are dealt with at one time, and the dominant cultures 

of education and health do not relate to the experience of living in a community. It was 

pointed out that the canvasser for the Heart Foundation, the Arthritis Society and the Cancer 

Society were most often the same person and yet the extemal management of thae activities 

separates the work and workers. The worker at the church fair wouid dso be the volunteer to 

organize the fund raising for the hospital. 

There was discussion about a walk-a-thon being planned for a local physician. It appeared at 

first that the event was being planned to help the doctor who was having a serious cancer 

experience but as the story unfolded, the doctor had received al1 the treatment he wished and 



the fund-raising event was designed to show the local doctor how much they have 

appreciated his contribution to their community. He would be able to decide how the money 

would be used in their community. It was never considered that the doctor wouid have the 

money nor that it was necessary to have a cause before fund-raising could occur. It seemed 

that there was a need to b ~ g  the community together around a shared health issue or 

concern. This would provide an opportunity for s h e d  fun, celebration and solace. 

The community does not think in terms of cancer or heart problems but rather in tems of 

situations which needed addressing in the community. Individuals think of their health 

experience in relation to their total living - physical, psychological, social and spiritual. 

Health is experienced in relation to how social or individual situations are restricted or 

challenged. Health education work such as the granting processes, orgaaizational stnichuing 

and academic reporting are most often directed at one heaith problem or disease. 

The natural helpers were concemed with system change. They found the provision of mal1 

amounts of money for a short time was not helpful. The unhealthy environment was a global 

concem that incorporatecl ail issues. The segregation of services and rewards did not address 

this broad perspective. 

Econorni~s~ 

The effect of large multi-national organizations which encourage over-consumption, waste 

and pollution were fiequently described very passionately as a variable that contributed to 

their concem about a polluted environment. 

"It seems like econornics is a big factor in aii, doesn't it?" 

It was recognized then that curtailing involvement with these large corporations couid mean 

the loss of jobs. This also could happen with the enforcernent of some ecological 

intementions such as legislation that would force the cessation of clear-cutting of our forests. 

Unemployment was recognized as a health threat comparable to environmental pollution. 



Concem about poor nutrition was enlarged into a concem about marketing by pop and snack 

food companies because these companies encourage consumers to use quantitative rather 

than qualitative criteria for decision-making. 

"A young rnom will go in with a certain amount of money to spend on groceries 
and will choose a two litre bottle of pop rather than a carton of mik because it is 
cheaper" 

There was considerable discussion about how decisions are made by govenunent and 

presented as health or educationd strategies but in reality they are economicdly based. This 

approach results in money being withdrawn nom social programs. Examples of reduction of 

physical education services, closing of hospital beds, high teacher to student ratios in 

schools were offered. However, each of these examples was discodhned as evidence of 

insufficient funding because of other examples of govemmcnt and pnvate money being 

made available for certain projects. For the participants, the key issue about fiuiding was the 

loss of personal contact and support for the community work, not the lack of money. 

The discussion about the economic detenninants that would foster an unheaithy environment 

was interlocked with a discussion about food. It was noted on one occasion that allergic 

responses are increasingly prevalent. This was viewed as a direct result of corporations 

increasing production through technological and scientific means. Comments like 

"Chickens are produced without any eyes" 

and 

"What we buy as milk now I don't consider mik. It doesn't taste like milk. And 
when it goes bad it doesn't go Sour, it just goes rotten." 

highlighted the depth of feehg related to the concem about the environment. The possibility 

of contacting the federal minister of Agriculture was discussed but soon negated with 

comments that this would be interferhg with business. 'Tt's business! It's money!" was very 

clearly stated. Then it was pointed out that business was responsible for job creation and 

without jobs everyone's health would be diminished. 



Two stories about niends who appeared healthy and vital one &y and the next day were 

dying of canca were told. The discussion about cancer as a health issue was consistently 

linked to a polluted environment There was Little attempt to define a cancer experience in 

terms of the site of the cancer. The tension between increased cancer due to pollution and the 

possibility of job loss if companies had to meet pollution standards was articulated clearly as 

an economic variable that affects health. 

The concem related to unhealthy environments was global, family and community centered 

and included the social as wel1 as physical environment. An expression of concern was 

registered that there was nowhere that people, particularly youth, could drop in to an 

unstructured space or tirne or be alone for the purpose of refiection. 

'miere is a need for a quiet place for people to just spend t h e  thinking." 

There was a unanimous expression of concem that churches and schools are kept locked. 

This was M e r  explained as a situation in which youth lack positive relationships with 

authority figures such as the police, the school principal and govenmient officiais. It was 

agreed that this leads to distrust on the part of ail concemed. Schools and churches are not 

left open any more because of a fear of vandalism. 

Mix of ape. 

There was considerable discussion of the importance of a community having a mix of ages. 

The concem was for continuity of experknce and the importance of a caring community. 

One participant described passionately the experience of walking down the streets of her 

home town and seeing only old people. The senior participants in the group interviews 

would very kequently Say to the research assistant, 

"Mat  do you think - you are young." 



They were very concerned that youth have been isolated and margulalized by much of 

society. One example was offered that highlighted today's lack of personal involvement and 

indeed social segregation within many of our community programs. The response was 

stimulated by a statement indicating a concem about a lack of responsibility in our youth. 

The story was then told of how 

"the principal would go to the houe of any of the students who did not appear at 
school that day. The students would be brought in the principal's car to the 
school, unless there was a parent at home who said they were sick." 

The result of this was that the principal really h e w  the students and their families and 

students knew that someone cared whether or not they attendeci school. This situation was 

explained by smaller teacher - student ratios and principals that have free time and are 

encouraged to spend tirne on caring, not only on administrative functions. The lack of 

responsibility in youth was interpreted as a response to the lack of an experience of caring, 

segregation of ages and good role models. Another example offered was that of community 

health nurses not being supported to just drop in and check on families in their district. This 

past practice often kept the family in touch with heaith services and assured that assistance 

was offered before a crisis developed. 

Historical chroniclin~. 

Throughout al1 of the discussion was a thread aclmowledging the importance of participants 

or residents knowing about their place. They described how there used to be a "bard" or 

town crier who would record and speak about the history of the place. They noted that this 

was most often an oral experience that occurred in shared spaces. This process of sharing 

storïes and remembrames was seen as the glue that keeps communities working together. 

''If these regional health boards had people who really, first of all, understood 
their region and then were more permanent, that didn't go away, and had the 
history of the different things that happened, that groups do." 

"...then aids the group in setting in place the sustainable structure. You know, 
goes over some of the skills that are necessary like consensus building and 
coming to decisions and identifjmg attainable goals and those sorts of things. 



And then that person has that history of what that group did and what maybe 
worked for that group and monitors it, not intensiveiy but checks in and is there 
as a resource." 

This very long and, at times. emotional discussion pointed out the difference in the skills 

necessary to make a group work and the skill of speaking and monitoring history. The first 

can come fkom either within or fiom outside the group, but the history ca. only come fkom 

within the commmity. History was linked to hope. 

'You have to have some kind of a hook that gets them back. Not a selling 
feature but just - they have to recognize that if 1 do continue to corne here then 
maybe my need will be met. Like a sense of hope." 

This historical perspective could be geographical in ongin 

"We went to the same school and therefore we really lmow each other" 

or p henomenologically organized 

"We al1 had our kids at the same time and we knew to help each other. That 
reiationship stayed." 

The participants were very clear that flexibility and sustainability in community 

programming depended upon the historical rooting. 

'The flexibility within that will grow because that person is based there, is 
involved in the process." 
"..that even within mal1 groups there may be the need for some kind, or one 
person or two people who are going to sustain a group, to have an understanding 
of the issue how it relates with the history of the community." 

Poten tial Actions 

Quite quickly after the health issue had been identified and some of the manifestations or 

variables related to the health issue had been explored, the group began the process of 

explorhg what actions on the part of the domlliant culture of the health education workers 

that would support a sustained community hedth intervention. OAcn the group process was 

stimulated by a comment such as 

"now what exactly are we m g  to figure out here?" 



Four suggestions were considered. These suggestions for action included: provision of kee 

tirne and space, funding programs that respect the need for the history of a community and 

are set within a community's existing infirastructure, facilitative leadership and local, srnall 

~ r o g r d g -  

Discussion about the lack of h e  space for people to drop into or sit and reflect continually 

reappeared. This was very connected to the idea that tnily effective health programs are 

those that respond to a need or a threat that the community can articulate and that this need 

is set within an historical context. The sequence of events was described as: a need was felt 

and the feeling was spoken to another person in the community who feels the same way, and 

then the originators ernpower each other to get others involved. If there is no shared open 

space, these concemç do not get expressed and therefore are not acted upon. The space is 

one requirement and unplanned or unscheduled t h e  in that space together is auother 

requirement. The sharing of a need npples as the dyad swells to a group that al1 have the 

same concem, within a shared history of the community. 

The discussion about h d i n g  also related back to the need for an histoncal knowledge of the 

community and an agreement that the h d s  should stay in the community, supported and 

managed by an established community hfhstmcture. 

''when money gets dropped into a project then suddenly money can create sort of 
a job for one person. That person works hard, accomplishes much and then 
Ieaves when the money nuis out" 

It requires time to build a sustainable stnichue and often this t h e  is not allowed within the 

guidelines of the funding arrangements. 

"sometimes groups are rnuch better off when they don't have money at ht, like 
money dropped in to pay for things because then they have to work very hard to 
put the Mmtmcture in place. You know, they al1 have to do thhgs instead of, 
'Oh, a quarter a day could do that, she is being paid! "' 



This focused the discussion on a consideration of how do communities get together to define 

their needs and what is it that make some programs sustainable and others not. The key 

component that was c o b e d  on s e v d  occasions was that 

"it's got to be someone who really knows the region first of ail. Has some 
respect for the people." 
"It could not be someone b m  away. It has to be someone who really knows." 

Rograms depend upon people who r d y  know the region or the history. 

"people who first of al1 understood their region and then were more permanent, 
that didn't go away and had the history of the different things that happened, that 
groups do." 

"Then there is a need for the skills that help groups." 

The skills that help groups were identified to be 

"identifjmg attainable goals, consensus building, and coming to decisions." 

The person that has the history is there to monitor or ''checks in" and 

'Ys available as a resource that knows about what has worked in the past for this 
group". 

"Projects that work have like a library of information and have people with 
mernories of what worked". 

There were vivid descriptions of the need for a place where people can corne together and 

feel that by coming there is a hope that some of their own personal needs will be met. The 

role of the historian was not linked to a leadership role. Outside assistance can and should be 

obtained from those who may be more knowledgeable. The historian provides hope and 

sustainability. 

Previous experience in a setting can prevent some health actions fkom occurring. The group 

taked about an example of a community kitchen project that was started in a local school for 

the purpose of getting some of the parents together to cook and thereby provide better diets 



for their children. The school was willing to open their doors for this project and 

considerable t h e  and effort went into obtainllig approvd for the project. It was thought that 

once they got a smd group of parents together, much hedth teaching wodd occur. It was a 

failure. The parents did not corne. The group identified a few problems. It was a non- 

smoking site and many of the parents smoked. Also, many parents do not feel cornfortable in 

the school. This project may have translateci negatively for the parents because: 

"1 know 1 shouldn't smoke and now they are telling me 1 don't h o w  how to 
cook." 

The summary staternents about this situation indicated a need for places for people to get 

together that are not tied to the dominant culture but rather are spaces where like-minded 

individu& with a shared history feel cornfortable to discuss a concem. Speaking about a 

concem to another person with a shared history begins a process. This action will develop 

into programmuig that is sustainable. 

There was consideration of the leadership qualities that need to be present within a 

community before any health program will work. There was confurnation that the most 

necessary person in a commmity was a "sage". This was likened to gathering around the 

village fire. It was noted that: 

"before people knew how to write or do that kind of communication, they 
gathered around sages that told stones of the region." 

It was then identified that there is a need for a motivator, a person who calls a group 

together, sets an agenda and generally keeps the incentive going. It was noted that the 

training that is required in community groups is for group facilitation skills. These are skills 

that recognize and publicize the skills of people in the community. However, facilitation 

does not always have to be done intemally, it can be offered fkom an extemal source. 

'facilitation doesn't always corne fiom them. It sometimes cornes korn here." 

What is a community became an issue at this point because there was an understanding that 



skills could come fiom inside or outside this thuig caiied community. 

"It can be a linkage" 

"any group of people that are comuig together for a common need" 

Then there was a comment that was recognized with considerable affirmation. 

"I donPt how, 1 think I was bom in the wrong era! 1 think srnder  is much better 
than bigger, if you are going to accomplish things. Then they each can 
mushroom," 

A cogent reply waç heard to this statement; 

"1 don? know if anyone thought bigger was better. They thought it would be 
cheaper." 

There was then a statement that sustabability in programrning is related to an individual 

who is a part of a community being there throughout the process. It was noted that 

"it doesn't necessarily have to be one person but it might be a core or people 
who are trained by the professionah to sustain whatever action is started." 

Pollution was clearly identified as the prominent health issue and one that is long term. The 

group did not think that quick fixes by govemment departments such as health, education or 

the environment, would solve the problem. There was a rallying around the valuing of the 

environment. This is the one health issue that al1 participants agreed was a universal 

concem. This health concem was also considered within the context of creating spaces in 

which people could comfortably come together. Whm they come together for instance 

around the kitchen table, they will start to articulate their needs and gain confidence or 

affirmation to help them to go out and discuss their needs with others. This must be the first 

step in any community health education prograrnming. A knowledge of history gives hope. 

Two instances in which a group member contacted top govenunent officiais (minister of 

health and minister of the environment) were described. Then there was the comment 

"1 would like to do something about govemment agencies. 1 feel that some of 



the agencies have too much power. For instance, social savices can corne into a 
person's home and remove that person to a nursing home. They are in a position 
of monitoring a commdty and yet they don't know the historicai development 
nor the resources available in the community." 

There was a recognition of the need to use the political system to support local health 

initiatives but little elaboration about how to do this. Local and mal1 seem to be the two 

descriptions used most consistentiy. 

Yooth ~roparnmi- 

The need for people of al1 ages to be present and pdcipating in any community was 

expressed on several occasions. This was a topic of interest however, it did not continue into 

the process for describing a rnodel. The issue of youth involvement was kther elaborated 

upon by the statement 

"if our youth are not able to get jobs, they can never become a part of the shared 
history of any group and will remain outsiders." 

The participants did not see joblessness as a financial situation but rather a social and 

historical concem. An action that was considered favorabiy by ail members was the 

possibility of the formation of a youth core. This could be a federal initiative that would 

guarantee youth ernployment in communities d e r  graduation k m  university. The 

employment wouid be established with a contractual agreement that placed students within 

groups or communities to iisten to the needs of the community and to help them to meet 

their own needs. In this setting students would offer their knowledge and expertise to the 

c o ~ ~ ~ u n i t y .  Youth would be paid well for this service. This process would give students 

money to pay off student loans but more importantly it would get youth into the community. 

An example of an environmental youth core program was then offered. 

"It's sort of Like the environmental youth core in which the department of the 
environment pays 1 think 50% of the wages and the communities that are served 
pay the other 50%. They work in the communities on trail building and 
environmental services. They do education stuff. They go through an education 
program of public speaking, consensus decision m a h g  principles and practice." 



It was noted that community problems should be worked on collaboratively with the youth 

being a part of the community. The environxnenital program that participants described as 

working is a summer program but it was believed that it could have a much wider 

application, particularly for youth who are at present on unemployment insurance or who 

have heavy student loans. It was felt that this wodd be a bettex support for youth than 

govemment student loans offered to youth who carmot get jobs after graduation. Not having 

a mix of age in a community wili result in a lack of community. 

A Mode1 for Communitv Health Pro-mmiw 

Prior to closure, the p u p  members describecl what they would see as the elements of an 

effective commmity health education program. The elements were: 

*Health education workers provide an opportunïty of time and space for a shared 
need or concern to be felt and spoken about; 

*Health education workers provide knowledge to stimulate recognition of 
potential areas of concern or iU health; 

*Community members identiQ a concem and share this concern with at least 
one other individual who has the same concem; 

*He& workers prepared to oEer assistance with: 
-publication skius &om both oral and m e n  traditions 
-community facilitation 
-use of political system 

*Community members and health workers support the presence of a local story- 
teller who will ensure sustainability of programming . 

The group was quite clear that the community must express the need as their own before any 

sustainable planning or implementation of a program can occur. The health education 

worker can provide information that would lead to the identification of a need but designhg 

or implementing a program that was not seen to be meeting a need was of no use to the 

community. They felt that h d t h  education workers can offer assistance with fiuther 

publication but that this process of oral publication within a shared history should be done 

by the community before any resource allocation can occur. Setting a need within the 

historical tradition of what has worked in the past, and establishing who are the key players 



develops a mileau for sustainable programming. It was interesthg to note that fiinding was 

not seen to be the key ingredient of health programming. Their experience with funding 

programs was described. 

"the people who have the need don? have control over the project any more. 
They lose it because they feel they have to defer to those others who may be 
more formally educated and ail of a sudden, their need is not being met." 

The community must speak about and own the project: 

"Even if you spend a lot of t h e  developing the coxnmunity group to give thern 
that sense of communication skills and recognizing how to do things and 
working together. They get a sense of security and a sense of feeling that, 
something is going to be done and they will own the solution. And then al1 of a 
sudden, it starts to be taken over by another group because they h o w  how to do 
i t  Yes. and it will be a long t h e  before you would ever be able to move the 
community to do anything again because they will mistrust extemal groups after 
that." 

It is not skills that sustain the program. Rather it is the feeling that it is the community's very 

own project. This ownership is critical. It is the histonan who maintains the ownership. 

Figure 6 presents the sequencing of events that were described by the naturd helpers as the 

critical process in any health education work. 



I Hcalth Information or Expcriencc 

Need or Issue Idenrificd r ------- Verbaiizedinashared space 

Netd set in historical context Source of history: 
historianibard givcn voice 

Health workers to cnablc 
publication 

Health workers to enablc 
community facilitation 

Health workers to tnablt 
use of poIiticai system 

Heaith workers and community work 
experitnce into sustnined flexible heslth / 
Pro gr- I 

Figure 6:  Event flow for sustained health education 



Chapter Five: Anaiysis of Findings 

The data generated nom the focused group interview process experîenced by the n a d  

heQers who came together around a phenomenological concern for the health of their 

cornmunity is analyzed h m  two perspectives. The first analysis concentrates on an 

understanding of the interview group as a case reflecting a community of concemed and 

caring people, who through a PAR process participated in an experience characterized by 

reflection, sharing, change and problem solving (Boyd & Myers, 1988; McTaggart, 199 1; 

BC Consortium, 1995). The group is considered in relation to descriptions in the literahue of 

enabhg and restraining factors that contnaute to the fiuiction of focused interview groups 

used in a research process (Morgan, 1988; Kreuger, 1988; Carey and Smith, 1994). The 

i n t e ~ e w  group is also analyzed in terms of its ability to demonstrate behaviour significaut 

in community building and participatory relationsbips (Kretmian and McKnight, 1993; 

Flores and Alonso, 1995). Finally the participatory action criteria as described by Robin 

McTaggart (1991) and BC Consortium (1995) is used to examine the data for evidence 

indicating that the suggestions made by the group are representative of a participatory 

process that belonged to the entire group. 

The second phase of the anaiysis concentrates on understanding the content of the 

suggestions presented by the participants as compared to contemporary best practices by 

hedth education workers concerned about a co~ll~llunity's health (C.P.H.A., 1990; Pedenon, 

O'Neil and Rootman, 1994; Smith and Maurer, 1995; Anderson and McFarlane, 1996). 

Kretzman & McKnight 's (1993) mode1 for building community capacity guides the 

anaiytical process with an assumption that communities have the capacity to Icnow what will 

work best in their setting. The sustainable health education intervention process proposed by 

the group is judged on its own ments, not as an example of a predetermined theoretical 

perspective. The analysis is presented as a continuation of a developmental process that links 

the health education work supported by the dominant culture with the evex-yday world of 

those who live in community. 



Recruitment and Participatioq . .  . 

The recruitment process was designed to identiQ and bring together people in a region or 

neighbourhood who would be descnbed by other members of their neighborhood as nahual 

helpers(Eng & Parker, 1994). The time of the year was named as a deterrent for some 

potential participants. However, no better time was suggested, and only one of the 

participants in the group was experiencing a modification in workload at the b e  of 

participation. The modification was due to the teacher's participation in ceremonies related 

to the closing of schooi for the summer holidays. An argument could be made that this was a 

busier time of the year for this individual. The participants did exhibit a characteristic of 

natural helpers dwcribed by (Eng & Parker, 1994)as cornmitment and self other awareness. 

The participants functioned from a perspective that they had agreed to participate and they 

would be there. 

They also reflected Eng & Parker's (1994) description of naniral helpers by demonstrating 

that they were connected to their community through a variety of sectors. Discussion 

included sharing of instances of comrnunity work that involved religious organizations, 

educational institutions, contact with al1 levels of govemment, the medical comrnunity and 

the health care institutions. The participants made no clear distinction between services 

rendered by staff or volunteers, and they made no reference to differing expectations of 

government, private sector and volunteer organktions. They did however indicate a 

familiarity with dl of these sectors of our society. 

A review of the transcnpts and the conversational patterns described by the research 

assistant after each session did not reveal any set interactional patterns (Carey and Smith, 

1994, p. 125). The dialogue was analyzed both fkom the perspective of evidence of both 

instrumental and supportive group actions and content (Gazda, Childers and Walters, 1992; 

Parsons, 1 995). No one participant emerged as the individual who the group looked to for 

the answers on specific topics, and no one person became the individual who always made 



sure that al1 voices were heard. At the tune that the group was initiated, the researcher took 

on the facilitation role but very soon al1 participants accepted responsibility for this function. 

Al1 participants at timts posed questions for discussion and encourageci their feilow 

participants to participate. The group repeatedly demo~l~ffated a shared understanding of the 

words health and commdty. 

'The individual phenomenon in the group was M e r  examined for use of language and 

evidence of a perceived statu differential (Carey & Smith, 1994). The analysis indicates that 

the interaction between group mernbers was as important for everyone as the interaction 

between the researcher and participants (Frey & Fontana, 1993; Flores & Alonso, 1995). 

The process for data generation was not one of the interviewer asking set questions for the 

participants to answer but rather of seeking to understand data in context. As forecasted by 

Morgan (1988), the use of this focused group interview process did generate an hypothesis 

or proposed solution to a complex phenomenon. The recruitment process did provide 

individuals who met the criteria of natural helpers and theU individual agendas, including 

that of the researcher, did not dominate the group interaction. The recniitment process was 

the key to the success of the study. The two and halfmonths required to carry out this 

process was tirne well spent. Alternative approaches such as purposeful sampling would not 

be as constructive because of the potential for participants to fiuiction as representatives of 

constituencies, not as individuals with a shared concem. The groups were small(6 persons) 

but they workeà well together. The process, however, did require longer than one and a haif 

houn per session. 

The Studv gr ou^ as Case Studv 

Six focus group meetings were held. Three sessions were held in a rurai setting and three in 

an urban setting. Once the sessions were started, there was no reamging of the groups. The 

groups stayed together and noted at periodic intervals that they were learning much fiom 

each other. The place and time was defined by the group. Originally there was a plan to have 



one eady moming and another late af€emoon but the 3 :30-5:30 time was daired by dl. 

It was decided, after the first two meetings, to consider the two sites as two incidents within 

one case study as described by Stake (1995) because as the shared topic was worked on, the 

data h m  each group were summarized together, and there were no distinguishing features 

that separated the two groups. The groups of participants were bounded by their concem for 

their community's health and they foc& their discussion on this topic. With the researcher 

being a participant in both groups it would have been impossible to keep the two group 

processes separate, particularly when both groups identified the environment as the 

overriding heaith concem for al1 mernbers. 

Robert Stake (1995) reminds the researcher that education and social service research is 

interested in people and programs. Case study research as a methodology for informing 

social practice and evaluation seeks to understand people and prograrns within a context. A 

case being defined as a c'bounded system. The case in this study was bounded by a concem 

for health education programming in a community. In a qualitative case study rnethodology 

there is a desire to understand how the stated goals of the research process are embedded 

into a context (Stake, 1995, p. 16). Issues or problems are often subjects for study. The 

qualitative approach recognizes that issues are not simple and clean but intricately wired to 

political, social, historical and especially personal contexts. 

The use of the dialogical research method of focus groups (Morgan, 1993) or group 

in te~ewing (Frey & Montana, 1993)is a way of revealing how individuals experience and 

act on problems together. The shared dialogue is a total expexience, and to have separated 

the two groups would have negated the creative or developmental aspect of the experience. 

The focused interview group was effective for enhancing problem solving and the case study 

approach was appropriate for the study because it focused attention on the phenornenon of 

problem solving as well as the outcome. 



The studv  mou^ as community 

The chia was examined for evidence of conmiunity building. There was no shared history as 

described by John McKight (1990) but it was interesfing how often it was emphasized that 

for any meâningfid intervention to support health in a comunity, there must be a shared 

story that told what had worked in the past, who were the key players, what outcoma had 

occuned and how t h e  and space had been u s d  There were stories of how the participants 

had been a part of or had observai the mediating function of groups (Wills, 1992). It was 

clear, however, that this group process was about probkm solving (Carey & Smith, 1994). 

They welcomed the opportunity to participate in advising fuhue heakh education work as a 

shared responsibility not as  a mediating function. They described comrnunity very clearly as: 

'The places you see things really working are places where there is already some 
soa of community structure in place. So churches they work. They are already 
brought together in some way and they've got this thing happening" 

but they did not see themselves as a community. 

Even though the participant group did not have a shared history, there was very little 

attention to a sharing process or a need to build a cornmmity history. The group was focused 

very much on the subject at hand. The original introductions initiated by rhe researcher 

resulted in self description that explained why they thought that they would be called a 

natural helper. In the first session three participants described incidents fkom their childhood 

that were additive to the subject of a health concern or a health practice. it is possible that 

this was a way of discloshg some of their personal history. 

Eng & Parker (1994) described nine dimensions of community cornpetence as; cornmitment, 

self-O ther awareness, clarity of situational dennitions, articulateness, connict containment 

and accommodation, management of relations with wider society, machinery for facilitating 

participant interaction and decision-making and social support to evaluate an intervention 

designed to empower the community. The use of another's categones can be questioned 



when the object of the qualitative research process is to understand the pdcularities of the 

researched situation. For this reason, Eng & Parker's (1994) dimensions are only used to 

understand the hdings of this study through a comparative process that recognizes the 

uniqueness of the experience of the naturai heIpers' focused p u p  interview process. 

The participants were very committed. Only two did not attend al1 of the sessions and even 

though care was taken to keep the fornial sessions withui the stated tirne, d e r  dl sessions, a 

core group wouid stay and discuss the topic in more depth or share some personal concem. 

Their self-other awareness was exemplary. There were no dominant people in the group. AI1 

took hinis carrying out facilitative functions. All were articulate. All participants spoke in 

every session. 

Another dimension of community cornpetence as defineci by Eng & Parker (1994) is conflict 

containment. This was not observed because no area of conflict arose. Each participant noted 

in the beginning a heaith concern that was an issue for them. As discussion continued each 

of these concems was stretched into a concern about the environment. There was no 

disagmment. The larger topic incorporateci everyone's concems. This was not observed as a 

process of consensus building but rather the ability to view local situations withùi a wider 

context. 

The participant groups' descriptions of how they managed relations with the wider society 

were offered in relation to the topic of working on a health concern. One penon described 

calling the minister of health about an issue and another noted that the person to cal1 would 

be the minister of the environment. There were vivid descriptions of how a community had 

stopped the building of a landnll sight in their region that demonstrated a keen sense of what 

works to control the pressures of the dominant culture. Throughout the discussion there were 

comments about the lack of money and the way money has been and or couid be better 

distributed. This was done, however, with a keen appreciation that they did not know the 



real facts about how much money was available and therefore it was difficult to decide upon 

or push for personal priorities. This made budgetary recommendations for f h r e  actions, 

tempered with a sense of reasonableness. This could be a demonstration of the natural 

helpers' clarity of situational definition as noted by Eng and Parker (1 994). 

Even though there was no attempt to tie their personai histones together, social support, as 

described by Berger & Neuhaus (1977) and Bloom (1990), was offered on numerous 

occasions. There was discussion about possible ministers to mamy one of the participants. 

One participant was very concernai about the decrease in physical education in the local 

schools. During the meeting time there was a cornmunity controversy and railying to keep 

musical education in the school system. The individual's concem was that if the music 

program was expanded due to public pressure, the physical education component would be 

lost. This was presented as a health issue, but it was not picked up by the other members of 

the group as a heaith issue in their community but rather it was treated as an oppominity to 

offer social and exnotional support for the individuai's frustration with the systern in which 

they worked. A review of the transcripts, however, revealed very little personai 

conversation. Mutual respect was evident but the supportive actions were minimal. The 

group never lost sight of why they were together and aithough they could be described as 

having some of the characteristics of a fùnctioning community, iittle t h e  was spent together 

celebrating or O ffering solace (McKnight, 1 990). Their descriptions of effective community 

action did address the need for action for solace and celebration. There did not seem 

however, to be enough time for trust to develop that would have allowed some of the deeper 

rooted human emotions to be shared (Gazda, Childers & Walters, 1992). T h e  to be together 

in a shared space was mentioned as an important contributor to comrnunity health. The 

group functioned fiom a community but did not fimction as a community. This would 

M e r  substantiate the importance of history as the foundation upon which sustainable 

interventions are placed. 
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The Studv as a Aealth Promotion Parhci~atorv Eroerience . . 

BC Consortium (1995) has defined participatory research as: "systematic inquiry with the 

collaboration of those afEected by the issue or concern being studied, for the purpose of 

education and taking action or effecting social change"(p.4). The study group exhibited 

characteristics consistent with a definition of natural helpers or individu& who are 

responsible for change in theK communities. Therefore they are the ones who will be 

afkted by the focused concem of the study. Ali who participateci demonstrated a 

willingness to participate in personal change related to their personal health concern. 

However, while the subject was cornmunity change, this was only a s m d  representative 

sample of many communities and significant systernic or community change will oniy occur 

as they retum to their communities. 

The researcher used the research process and the researcher position of dominance to engage 

the participants in dialogue that exposes the practices of the dominant health education work 

to critical inquiry (Mezkow, 198 1 ; Brookfield, 199 1). There was evidence of an agreement 

by al1 participants to work together and power relations were exposed and discussed in 

relation to individual and community experience (McTaggart, 199 1)). The research process 

did start mal1 and through reflective practice as  described by McTaggart (1 99 1, p. 1 73) 

spiral into cycles of planning. Participants were also involved in theorizing about their 

practices. 

The group participants kept the research questions W e d  by the researcher clearly in fiont 

of thern but the process for working with these questions belonged completely to the group. 

The study of participatory research in health promotion conducted by the Institute for Health 

Promotion Research in British Columbia (BC Consortium, 1995) notes that in most cases of 

research described as participatory action research encountered across Canada, the research 

questions or issues to be addressed did not on ghate in the community. This study is also 

methodologically weak as an example of true participatory action research because the 
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questions were posed by the researcher, however, the experience was empowering for al1 

participants who have the potential to change community health practices. 

A Mode1 for Sustained Commnnitv Health Education Work 

The group participants articulateci a model for community participation in health supported 

by health education workers (Figure 6). The articulation of the model was completed 

following a developmental process undertaken by the participants. Figure 4 depicts the 

factors considered as the health issues were defined. Figure 5 represents the process used to 

consider significant variables that affect any defined health issue. Figure 6 represents the 

conclusion of this process. The group participa. worked out the model with excellent 

problem solving skills that clarifieci and verified individual statements through out the entire 

participatory process. 

Pierre Hamel(1996) summarinng a series of background papers for the recent Canadian 

Health Forum notes that "although there is no such thing as a theory of local development, 

application of this multidisciplinary field are widespread in North Arnerica and Europe. 

Based on the traditions of the cooperative movement and community action, local 

communities are becoming involved in taking charge of their own development"(p.94). The 

natural helpers in this study knew how to take hold of a problem and generate a solution that 

would enhance the heaith of communities while being controlled by the cornmuity. 

Sharinp of health information, 

The recommended model (Figure 6) demonstrates a clear role for health workers in the 

provision of ùiformation that will encourage individuais, families and communities to 

examine their health behaviour. The information should be informative and act as a catalyst 

for behaviour change. The professional is responsible to ensure that the heaith information 

provided is based on good relevant research. 



This suggestion related to the professional practice of health education workers is consistent 

with the literature. Health education workers can provide Somation that can initiate a 

feeling of discornfort or need in a community. MezKow (1985) hypothesizes that it is 

possible that triggm or cues such as a newspaper ads, something on TV or comments by a 

neighbor may bring about behaviour change related to improved health. Prochaska & 

declemente (1 983) articulate a transfomative health education process that begins with 

health educators stimuiating people to be aware of their own health behaviours. This 

stimulus or motivating factor can also aise b m  a life experience that makes an individual 

fiel a need. The natual helpers Say this need must then be shared with at least one other 

individual who also feels the situation is a need or issue. Need is not used always as an 

expression of a total lack of something but it can, on occasion, be a description of a situation 

in which something is experienced as a positive force ancl, therefore, needs to be sustained or 

supported by community action that enhances this capacity(Kretzman & McKnight, 1993). 

In other words, a person says to another individual with a shared history: "we have a good 

thing gohg here -how can we keep it going?" 

Provision of mace. unstnrctured time, 

The provision of a space in which people can corne together to talk about their issues was 

communicated as a critical requirement for any community to start to work together on a 

health issue. Unless the community sees the health issue as an issue or need for them, no 

amount of extemal intewention will bring about a lasting involvernent and or change in 

behaviour. It will stay as they say we should care about our environment not we care about 

our environment. Minkler & Cox (1980) discuss the application of Freire's philosophy of 

"conscientization" to the health care setting. They identify that the role of the health care 

worker is one of asking questions of the group which will help its members see the world 

not as a static reality but as a limiting situation which challenges them to transform it. The 

participants in this study M e r  clarïfied that the health education worker has a 

responsibility to ensure that space and unscheduled tirne are available. It is within this space 



that community issues or concems are shared and become the agenda for the work of the 

commUILity. 

Berger and Neuhaus(l977)and more recently Kretzman and Mcf igh t  (1 993) discuss social 

spaces used by members of a community. They are seen as mediating structures that cm 

intervene between the domain of the everyday life of individuals and larger social 

organizations with whom they are involved. These larger organizations, such as the health 

care system, cm dominate the lives of individuais. Examples of social spaces offered by 

Kretzman and McKnight (1993) are fiend's and neighbor's homes, neighborhood 

associations, clubs, civic groups, local enterprises, chwhes, ethnic associations, local 

volunteer organizations, temples, local unions, and local govemments. These associations 

give a voice and power to individuah and communities. The natural helpers in this study 

affKmed the importance of these social spaces. 

The provision of drop in centres for youth in hi& schools has been recognized as important 

for supporting the health of our youth. The regionalization process of health care reform has 

initiated the identification of community health access centres. These spaces are provided 

most often as information centres that assist people to navigate through h e m  services. The 

participants in this study would support thae  infornial spaces but would caution the 

providers to not be too structureci in their approach to planning how these sites will be used. 

The chronicline of a communitv's historv, 

The sharing process initiates a community's involvement in health activities but this will 

only be sustained and lead to positive actions within an historical context. It is this context 

that explains what has worked in the past, where the resources in the community are, how 

the resources are best accessed, how long the resources will last and many other components 

that are particular to each unique situation. The health education worker is responsible for 

seeing that the historical perspective is continually present. The theme of historical dialogue 



continued throughout the discussion of a community health programming model that would 

b ~ g  about SuStaitled change. In two instances there was mention of a "local bard". This 

person or persons seems to be important for what could be refmed to as the development of 

a social conscience or a set of comrnunity beliefs. 

Anderson and McFarlane (1 996) note the imporiance of heaith workers investigating the 

core of the community. This is the history that describes how the commlmity has hctioned 

in the past. They iden@ that consideration shouid be &en to the activities that have 

occumed and are occuning in the economic, the communication, the transportation, the 

educational and the health and social senrice sector. 

The work of Freire (1970, 1973) and Mezirow (1 98 1, 1985) relates to what is refmed to as a 

transfomational learning process. This process brings about change in the behaviour of 

individuals, families and cornmunities. Habermas' description of the "lifeworld" or the space 

in which everyday practice occurs highlights the importance of the communïty% supportive 

and historical role. This author States that in families, places of worship and schools we 

acquire a background of shared meanings. This provides a support for society to legitimize 

patterns of behaviour. The interview groups discussion of the importance of space, time and 

history are consistent with the work of Freire (1970, 1973) and Minkler & Cox (1 980). 

The group participants were concemeci about communities that do not have a mix of ages, 

however, this concem was not continued into their model for sustainable health education. 

The literature related to the experience of youth resiliency in the face of poor family 

conditions has found that youth who are comected to a caring community are more stable. 

They have linked themselves to the community's history and in doing so have enhanced 

their ability to cope (Bernard, 199 1 ; Steinhauer, 1996; National Health forum, 1997). The 

development of resiliency is supportai by "civic societies- characterized by trust, shared 



values and behaviour noms, good communication and social cohesion" (Steinhauer, 1996, 

P.% 

The participants in the group interviews were clear on how health education workers could 

support commuaity process. Health education workers have a responsibility to pose 

appropriate questions, provide accurate information when requested, provide unscheduled 

space and support and assist with a story telling process. Many models for community 

development or adult education taik about the importance of starhg where a community 

fkds itself and identifying capacities @Sretanan & McKnight, 1994; Hamel, 1996). 

However, the importance of the story teliing process to the sustainabiiity of action has been 

only hinted at in the existing fiterature. 

Leadershir, 

An analysis of the group interview data indicates that the naturai helpers believe that a leader 

can arise h m  the intemal or the extemal environment. The qualities or skills that are 

required are: knowledge of the content of interest, ski11 in group facilitation, ability to enable 

consensus decision making and howledge of how to access and use the resources £iom the 

dominant social structures such as the political system, the educational systern and the health 

system. The natural helpers who were membm of the group al1 gave examples of instances 

in which they partnered with the dominant social structures. They felt confident to do this 

and they knew who to c d .  

"I called the principal and infomed him of my disapproval of the garbage that 
was sunounding the school". 'The next day the students were sent out to clean 
up." 

Not al1 encounters were viewed as positive. 

"1 called the Federal Minister of Health on a personal matter. We had a v q  
pleasant conversation but the desired results were not achieved." 

There was agreement that the dominant culture responds positively to group pressures. Two 

examples were given; one in which a group of parents lobbied to have the musical program 



stay in the schools and another when local citizens got together to combat a threat of a 

landfil1 in their region. There was considerable discussion of leadership being provided by a 

paid person. It was quite clear that the issue was not the presence or absence of money to 

pay but that the leader knew how to work within the system and was prepared to stay with 

the program until a çustainable infiastructure had been developed. The sustainability was 

reiated to the recording of history. The necessary leadership skills identified by the 

participants refiect the recofllfnendations in the Epp (1986) b e w o r k  for health promotion 

which encourages public participation and self help. 



Chapter Six: Discussion; Impücations For Practice 

Buiiding Healthv Commnnities 

The building of healthy communities is seen as the major strategy for health in today's 

world (WHO, 1978; Epp, 1986). The ability to hear the sounds of a region and then to share 

or c o ~ e c t  with other beings within that region is the key to building humane, sustainable 

healthy communities (Bateson, 1975; Nabhan & St- Antoine, 1993; Selby, 1995). The 

inability to understand written presentations is a reason that many people cannot and do not 

participate in rnany of a community's supportive health education offerings (McCarron et al, 

1994, CPHA, 1994). The dominant scientific and technoiogicai culture which has directed 

society's health and education concems for approximately the past one hundred years, has 

seen health as a product of medical care and genetics and education as  an ordered process 

that ensures the continuation of a culture. However, from the mid 1970's there has been a 

growing world recognition that these limiteci definitions of health and education are not 

going to produce an opportunity for al1 the world's people to reach their highest potential 

(Capra, 1982). Aiong with a disenchantment with the way the world was fostering personal 

heaith came overwhelming evidence that our very mrvival was threatened. The Bundtland 

Report (World Commission on the Environment, 1987) viewed threats to our suMval as 

stemmhg from two sources: poverty and short sighted ways of pursuhg economic 

development. The building and sustauun 
. . 

g of healthy envkonments is the challenge for al1 

health educaton. The problem of unhealtiiy environments is also a lack of appreciation for 

humanities hue place in this world. W e  have taken people away fkom their roots both 

figuratively and metaphorically. We have functioned as if people are the only important 

inhabitants of our world. A recent survey of Canadians conducted by the National Cancer 

Institute of Canada reported that respondents across the country ranked environmental 

concems fi fth in a hierarchy of threats to health in Canada. They dso ranked environmental 

pollution second in the most important causes of cancer today (NCIC, 1997). The challenge 

of the next century will be to obtain economic security for al1 people of the world within 

communities that foster and support heaith. 



Belonmng 

The natural helpers in this study recognized the importance of an intellectual and emotional 

feeling of belonging within a certain space as the key to a health education process that 

would address their health issue or concem for au unhealthy enviro~ment. They typified 

health as physical, psychological and social, and clearly identified that the identification and 

describing of community as an historkal happening was the most significant contribution to 

any health education planning (World Commission on the environment and the friture- 1987; 

C.P.H.A. 1994). 

A recognition of the importance of the environment to health has long been noted but this is 

not often interpreted as a bioregional stance (Caliou, 1993). The ability to connect to the 

natural rhythms and substance of our world is the only context within which health 

education can be developed or understood. The hedth promotion (Pederson, O'Neil & 

Rootman, 1994)- primary health care (WHO, 1976) and deterrninants of health (Hayes et al, 

1994) literature eludes to the importance of the environment but the discussion for the most 

part depicts a dominant bureaucratic dualistic ethic related to economic and social 

detenninants. The potential for altering this perspective to a more naruralistic outlook will 

recognize the importance of personal agency or meanhg (Edwards, 1997) and the aesthetic 

and spiritual natures of health (Selby, 1995). The nahnal helpers k m e d  their health issue 

around an unhealthy environment and a concem about pollution. At the same time they 

clearly defhed that the social and historical place in which we find ourselves is the key to 

sustainability. Therefore it is recomxnended that health workers place al1 of their health work 

within a bioregional stance. 

Health Education Practice as Sustainable Health Promamming 

Smith & Maurer (1995), Anderson and McFarlane (1996) and the Nova Scotia Department 

of Health's p1-g guide (1996) offer assesment models that can be used by health 

education workers to assess a community. Assessmcnt being defined as the f k t  and most 



critical stage in any health education prograrnmhg process. The assessment models refer to 

the importance of assessing the core of the community(Anderson & McFarlane, 1996) or the 

cornmunity values (Smith & Maurer, 1995). The Nova Scotia's "Getting Started Comrnunity 

Planning Guide" recommends the first step in programming be to establish a vision and 

d e h e  values (Nova Scotia Department of Heaith, 1996, p. 22). The intewiew group 

participants afErmed this approach but described it as  an histonca.1 function. There is 

agreement in all of these models for community development that a vision, and values or 

history are necessary as  a guide for making tough decisions and setting pnonties. The 

existing models tend to segregate the assessment process h m  the actual implementation 

whereas the naturai helpers see the core of any health education intervention as a recording 

of the history. The assessment process is descnied as something that health and education 

workers might eventually complete (Dignon and C m ,  1992; Smith and Maurer, 1995; 

Anderson & McFarlane, 1996). The naturai helpers in this study define history as something 

to be understood or felt initially and as an ongoing process of t e h g  and retelling. 

An effective cornmunity health education planning process shouid: ensure opporhmities for 

awareness, involvement, participation and response, address identified needs and have an 

evaluative component (Smith & Maurer, 1995; Anderson & McFarlane, 1996). Throughout 

the community planning process documentation there is an assumption that the goal or 

desired outcome of planneci change is tramformative action (Smith & Maurer, 1995; Nova 

Scotia, 1996). Transfomative action is characterized by a systems change process (Freire, 

1973; Minkler & Cox, 1980). The tramformative process builds upon the capacities of the 

community(Kretzman & McKnight, 1993). The natural helpers in this shidy identified that 

change builds upon a shared history and is sustained by the activity of recording of the 

history. They advise that this cbronicling process should be a component of al1 health 

education planning. Chronicling provides sustainability while accommodating change. This 

is not contrary to the social transformation process but rather complimentary. 



The sustainabiIity model for community health programming identifies key times in which 

the health educator can be a cataiyst and a facilitator towards the realization of enhanced 

community health. The widespread use of multimedia to sensitize comrnwzities to the 

potential outcornes of unhealthy behaviour is very important contniution to the process of 

identimg a heaith concern. It sensitizes people to discrepancies between their wish for 

health and their experience of health (Prochaska and diclemente, 1983). The understanding 

of cues to action by health educators and health workers is important and continueci research 

to enhance an understanding of this phenornenon is reqked- 

The recognition of the low literacy rate of much of the world's population stresses the 

importance of research into ways for information sharing that is not based on the written 

word or professional jargon. People need help to speak about or to share their health 

concems. The Canadian Public Health and Canadian Literacy Association's Plain Language 

program addresses the need for clear written communication (1 994). The categorization and 

objectification processes used by the dominant culture do not represent meaninml and 

usefûl language. Cultural sensitivity would be enhanced by the presence of an histoncal 

voice. The natural helpers support of the oral tradition is consistent with the work of 

McCarron et al (1994) in identifjhg the importance of communication being regiondly 

centered. 

In the sustahability model there is a need to develop the skills of consensus building and 

group management. Peer education programs provide an opportunity for students to take 

leadership roles and participate in self govemance models. This cornponent of the 

educational process has been seen rny many to be a Hl and only something that the bright 

children need to participate in. It is the recommendation of this study that this be looked 

upon as core programming and a necessary skill for al1 children. When this recommendation 

is placed within a context of a process for building healthy comrnunities, it's significance 

becomes more apparent. 



Plannin~ for healthv commnniti~ 

The results of this study would encourage all health education workers to assess the history 

of any cornmunity in which they are planning to work for health and to support the historical 

recording of the process in a manna that Links the hedth program into the existing history of 

the cornrnunity. This action should be d e h e d  in guides for community health planning. The 

usual planning mode1 identifies actions in each of the stages of assessment, identification of 

needs or capacities, planning, implementing and evaluation. The importance of chronicling 

the stages is not usually recognized. This study leads to a recommendation that al1 

community health planning should incorporate chronicling throughout the process. The 

evduation stage should not just include an assessnent of the community involvement and 

the outcornes of activities but it should dso evaluate the recording of how the program is 

c o ~ e c t e d  to the previous history of the community. If this is a newly fonned community 

then the historical ties must be recorded. This is the sustainability component. This records 

who is working with whom, the actual changes that they have undergone, the history of the 

resource allocation both econornic and human and the enabling and restricting factors that 

play within the system and impact on the program. 

This chronicling or historical publishing will require thne and resources. This mut be done 

by sorneone who is within the systern. Groups are recognizing the importance of 

"newsletters" as a communication strategy but this strategy is only useful for the literate. 

Speaking about and heaing about are not a s  they are the sustainability function. This 

function requires resourcing in programming budgets. 

In Nova Scotia, Community Health Boards (CHB) are being established. These will be 

responsible to the larger regional health boards. A brochure published by Halifax Peniwula 

CHB descnbing "What we do" outlines five steps for working out a plan to meet the health 

needs of a community. 

*talk with people who live in the community to determine their needs for service 



*describe the community 

*Iist the senrices and assess their ability to meet commULZity needs 

*look for ways to organize heaith services so everyone on the peniDsula cm 
easily h d  and use services. 

* use information to produce a community health plan. 

The brochure aiso says the CHI3 is looking for ways to involve more people in planning for 

the health of their community (Halifax Peninsula CHB, 1997). The results of this study 

would support this approach to health planning and suggest that the goals of the CHB would 

best be served by identifying local fiee spaces in which people can meet to tell their health 

story to each other. Also the description process should not be just a recounting of 

demographic and eqidemiological data but rather an histoncal account that acknowledges 

the importance of a developmental accounting. The use of such things as story boards and 

local bards will sustain the planning work of the Commmity Health Boards. 

Social Resoonsibiliv for Soace and Timp 

The reviewed community assessrnent models recognize the importance of assessing the 

space in which programming occurs but none of the programs reviewed recommended the 

provision of open social spaces in a community. These should be unstructureci settings that 

accommodate smaU groups of people. The provision of drop in centres in high schools, and 

churches needs to be carefiüly researched to identify the community impact. There has been 

an increase in school health centres and many churches are involveci in feeding programs for 

marginalized people. However, the tendency for these spaces to become controlled and 

managed will have to be guarded against otherwise their ability to contribute to health will 

be compromised. Besides offixing space for reflection, they speak to a sense of ûust and 

respect. Vandalism is a worry but a comrnunity needs spaces in which the community can 

monitor itself. As a society fonned in a cold clirnate we need to provide warm places where 

people can center themselves in their community. Shopping malls have been seen to perform 

this service in some areas but the goals or values of shopping malis are to make money and 
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for the economically marginalized, this would not be a cornfortable place to reflect or to 

share heaIth stones. 

The use of the participatory action research methodology cnsured that ail participants were 

treated with equd respect, the research process was a leaming experience for al1 involved, 

power relations were always exposed, al1 participants had language with which to share their 

ideas and concem and the agenda remained fluid to respond to the total experience of 

shared problem solving. At the tirne that the study was initiated, the researcher's agenda was 

not the same as the participants but as the process unfoldeci, the agenda that was put forth 

was more expansive and criticdy related to the health of Nova Scotians and Canadians. 

PAR is a research process that cm well infiom and support primary health care and health 

promotion actions. 

The use of peers in the community to identiw the naturai helper participants was effective 

for the purpose of this study. The knowledge and commitment of the participants and their 

ability to move efficiently into a problem solving process was exciting. The focused group 

interview process did generate data and moved into solutions. The full potentid of the 

hypothesis generated from the participatory process will oniy be understood after extensive 

culturally relevant implementation has been evaluated. AU participants in the study will 

receive a copy of this nnal report, and the resuits will be shared with health education 

workers through both formai academic processes and informal community networkç. 

Recommendations 

*A process of peer identification of potentid participants in health education work should be 

continued. 



*Focused group interviewhg processes should continue to be used for thehdying of 

community health education practice. They provide a mechanism for decision making and 

problem solving that is grounded within a social environment. 

*Comrnunity heaith education planning guides should be enhancd with a discussion of the 

importance of the oral and written chronicling of the process as it conaects to the 

community's history. 

*Funding mechanisms designed to encourage sustainable health education programmuig 

should include support for an historical accounting that originates kom the local 

environment. 

*HeaIth education communication should reflect a bioregional awareness and be accessible 

within an oral tradition as well as a written tradition. 

*The participatory action research approach should be suppoaed through funding 

mechanisms as not only a process for generation of new knowledge but also as a 

mechanism to support empowerment practices and health promotion. 

Conclusions 

This shidy increases knowiedge related to the process by which naturai helpm become 

involved in a health agenda and how they use the resources of hedth education workers to 

support the health education agenda. The parficipatory process was in and of itself a leaming 

expenence for ail involved. 1 gave up a wish to focus the health issue or concem around a 

personai concem of cancer prevention and was rewarded with a dialogue that will have a 

continued and profond influence on my personal practice of community health nursing and 

health education. The study provided data with which to â~sess the implementation of fiiture 

health education strategies while facilitahg an educational process for al1 involved. 
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Appendix 1: Letter of Invitation 

Participant Information 

The purpose of this study is to work with a community to describe the process by which a 
health issue such as healthy living with sunshine becornes placed on the agenda of the 
community's natural helpers. The study has the potential to improve the ability of health 
professionals and health volunteers to contribute to the building of healthy comrnunities. 

You have been described by some of your community's members as a person who has 
helped in the process to keep your community healthy. 1 am therefore inviting you to meet 
with myseLfand others who have made contributions similar to your own to discuss how 
health professionals and health volunteers can be of more assistance to the community. As 
part of this study you will be asked to attend three 1-1R hou. sessions with other community 
members. This type of gathering is called a focus group. It will take place at a convenient 
place in your community. To be sure that al1 your comments in the focus group are noted, 
each session will be tape recorded. The tapes will be listened to only by the researchers and 
will be erased upon completion of the study. 

Y our participation is completely voluntary. Even if you decide to participate you c m  
withdraw at any time. If you have questions about the snidy, please contact Carol Smillie at 
494-2032. Thank you for your involvement in this study. 

Consent 

1 have read and understood the above information provided about the study. 1 h o w  that 
participation involves taking part in three focus group discussions. 1 know that the sessions 
will be taped to be sure the written report will be accurate and that this idionnation will be 
kept confidentid, and 1 will rem& anonymous in all published reports. 1 have the right to 
withdraw at any tune or not participate in any part of the discussion. 

Date: 

Signature: 



Appendix II: Moderator's Guide 

NATURAL HELPERS AND THE HEALTH AGENDA 

Introduction: Moderator introduces s e l  and recorder to the group. 

Background: We would like to discnss yonr experience with setting and then 
irnplementing a hedth agenda in your community. 

There are no right or  wrong answers. We would üke to tape record this session so 
that we can get an accurate picture of the discussion. The tapes will be transcribed 
for analysis and when the stody is completed, they wül be erased. AU information 
wiU be kept confidentid The results of this discussion will be reported 
anonymously. 

Does anyone have any questions so far? 

The research process is viewed as show in the picture. 

We would like to use onr time together to talk about three questions: 

* What is a heaith concern or  issue for us? 

* How do hedth concerns become the work of a community? 

* How cm helpful connections be estabüshed and siipported 
between the heaith work of commnaities and the health work 
of heaith educators? 






