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Abstract:

In addressing health and social issues, there has been a shift since the 1990s to approaches

that focus more on making comprehensive community-based changes to affect individual
behavior. This article provides an overview of community mobilization to engage commu-
nity members in the process of addressing social and health issues, discusses current
models, and provides a case study. The balance of the article looks at other efforts reported
in this supplement, and the ways in which they have used community mobilization as a

viable strategy for preventing youth violence.
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Background

ommunity-based approaches that engage commu-

nity members in tackling community issues are

becoming increasingly important in disease pre-
vention and health promotion initiatives." Community-
based approaches have addressed adolescent drug and
alcohol use,6’7 smoking,8 adolescent pregnamcy,&9 and
crime and violence.'” Community mobilization and par-
ticipation strategies facilitate a broader, collective re-
sponse to community-defined social and health needs and
give communities an effective voice in program delivery,
service, and policy."" A critical determinant of success is
the degree to which community members, groups, and
organizations are mobilized to participate and collaborate
in addressing community social and health issues.

Overview

This article explores community mobilization and its
impact on youth violence prevention outcomes. In
particular, it focuses on community mobilization as an
increasingly important strategy, providing the frame-
work to encourage participation, cooperation, and col-
laboration for the “common good.”'* A brief review of
the history of community mobilization approaches to
health and social issues is followed by presentation of
several models and critical organizing concepts, drawn
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from literatures in community development, health
promotion, crime prevention, community based re-
search and interventions, and community organizing. A
case study next illustrates the application of community
mobilization to youth violence prevention. Finally, the
paper considers other community mobilization efforts
and discusses implications for research and practice to
enhance community mobilization as a strategy for
preventing youth violence.

Community Mobilization

The concept of “community” is broad and varies by
discipline (e.g., psychology, sociology, public health)
and by emphasis of prevention/intervention initiatives
(e.g., targeting neighborhoods, entire cities, or particular
social or cultural groups). One broad definition of com-
munity used in the social science and public health
literatures'”>™' refers to people who share a concern,
geographic area, or one or more population characteris-
tics (e.g., culture, age).16’17 The inclusion of community
in these literatures represents a shift in theory and prac-
tice, from addressing individual and single causative
agents of health and social issues to addressing psychoso-
cial and sociocultural factors and their interactions.
Community mobilization is broadly defined as individ-
uals taking action organized around specific community
issues.'® Grounded and guided by the seminal works of
Cloward and Ohlin,"” Alinsky,20 Arnstein,?! and Freire,?
early community mobilization efforts attempted to view
the individual in relationship to the community (e.g.,
family, neighborhood) to better understand the interplay
of individual characteristics, health conditions, and envi-
ronmental factors. It was not until the 1990s, however,
that researchers and specialists increasingly applied com-
munity mobilization approaches to public health issues.
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Informed to a large extent by the literatures on commu-
nity empowerment,” %> community participation,%’27
capacity-building,”®* community coalitions,*** and com-
munity organization and development,*** community
mobilization offered support for non-individualized,
community-based strategies to improve health outcomes.

This shift was evident in the international arena
where the concept of community mobilization relies
considerably on the “new health promotion” philoso-
phy and the practice of “enabling people to increase
control over and to improve their health.”® In this
context, community health emphasizes a socioecologic
approach that requires broad-based changes in the
social and economic environment to improve health.
Thus, by focusing on community mobilization and
engagement, the “new health promotion”** movement
shifted the focus of theory and practice away from
individual lifestyle behavior change to social determi-
nants of health.

In local communities in the U.S., organizations and
citizen groups have rallied around concerns such as
substance abuse, crime and violence,'® HIV/AIDS preven-
tion,?° and atrisk adolescents. These projects, focused
on the socially excluded, are grounded in the community
development philosophy of mobilization, participation,
and empowerment. Approaches that aim to mobilize and
empower communities to identify their own health needs
and facilitate ways to address those needs thus have
gained wider acceptance in public health.?*%7

Community Mobilization Approaches and Models

Scholars characterize the relationship between re-
searchers and communities in two ways: top-down (led
by experts) and bottom-up or grassroots (community-
driven). The top-down approach has the advantage of
bringing outside expertise (e.g., researchers) to deter-
mine the prevention or intervention strategies most
likely to be effective in addressing community health
and social issues. A top-down approach, however, can
fail to obtain the knowledge, involvement, and support
of community leadership, especially the true concerns,
interests, and social and cultural structures of a commu-
nity. In contrast, the bottom-up or grassroots approach
has the advantage of including a wide spectrum of com-
munity members and institutions in efforts to reduce
community-identified problems. Community members,
however, may not have the expertise to design and
implement effective strategies to address those problems.
Yet these two broad approaches are not mutually exclusive
and may be better characterized as a continuum. Com-
munity mobilization approaches bring about change both
by bringing resources into the community and by mobi-
lizing or reorganizing existing community assets.

In community mobilization, researchers and commu-
nity members together identify the causes of problems
to determine whether they are internal or external, and
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assess community resources to determine if any addi-
tional resources are needed to facilitate change. These
key issues guide the relationships and roles of partici-
pants, the type of information they acquire, the level at
which change is addressed (e.g., system versus individ-
ual), and program delivery and policy implications. In
all community mobilization approaches, a process of
research, education, and action encompasses a broad
partnership of individuals and groups. Four community
mobilization models currently in use in the social
sciences and public health are participatory action
research, community-based participatory research, col-
laborative betterment, and community empowerment.

Participatory Action Research

Participatory action research (PAR) has evolved since the
1970s. Its earlier work focused on community develop-
ment in emerging nations, and was used later as a way to
address issues challenging disadvantaged communities in
industrialized nations.” For example, ethnic minority
students’ involvement and interest in their own commu-
nity needs eventually led to the formal institution of
ethnic studies programs across the nation.”

Participatory action research is a systematic investiga-
tion of social and health problems that actively involves
disadvantaged communities through a collaborative pro-
cess of research, education, and social change. A key
element of PAR is the relationship between researchers
and community members, in which researchers provide
specific research skills and community members provide
resources and knowledge about the community. Through
a reciprocal transfer of knowledge, skills, capacity, and
power, researchers and community members attempt to
solve problems together. This partnership generates new
knowledge (e.g., community-identified issues and analy-
sis) and solutions (e.g., policy change, service delivery)
that can raise consciousness and effect change.***!

Community-Based Participatory Research

One of the most common approaches to research and
intervention in public health is community-based par-
ticipatory research (CBPR). This approach, with roots in
international participatory action research and social jus-
tice movements of the 1970s and 1980s, has been used
more recently in public health to address health inequal-
ities. Similar to PAR, CBPR is based on a collaborative
process of research, education, and action, where re-
searchers provide tools by which community members
identify health needs and community members pro-
vide meaningful information about the community to
researchers.

Where PAR focuses more on individuals in a community,
CBPR is a systemic approach that empowers individuals and
groups. Itis a collaborative effort by all partners (researchers,
community, and organizational members), in which each
contributes his or her strength to the integration of knowl-
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edge and action, to improve community-identified health
concerns. All partners are involved in all phases of the
research process: planning, data collection, analysis,
and dissemination.” Through their participation, a shift
in community members’ understanding of health oc-
curs, from one that emphasizes reliance on the health-
care system to one in which health is seen as a resource
that comes from the community. The understanding
and approach of researchers also shifts, from interven-
tions that target the micro level to those targeting the
macro level.

Collaborative Betterment Model

The collaborative betterment model (CBM) uses a
top-down approach to address community health prob-
lems. Under CBM, large public, private, or nonprofit
institutions (e.g., universities or government agencies)
initiate and form coalitions with communities to ad-
dress community health needs. Those external organi-
zations, rather than community members, generally
guide and control the process. Although community
representatives, in advisory roles, may inform the de-
sign of action plans, they are generally excluded from
decision making and resource allocation. Thus, CBM is
not necessarily designed to transfer power or ownership
to communities, but rather to deliver services and
programs. Nevertheless, community building and ser-
vice and program delivery do occur and, in the process,
coalitions contribute “better practices” for addressing
community health needs.*?

Community Empowerment Model

The community empowerment model (CEM), similar
to CBM in concern for community building, service
and program delivery, and policy advocacy in address-
ing community health concerns, differs in the way
institutions and communities relate to community or-
ganizing, leadership development, power, and owner-
ship. Rather than serving as “objects” of research and
intervention, community representatives are “subjects”
of their own research and intervention. Thus, they
serve to enhance their community’s capacity to estab-
lish goals and to control resources to address health
challenges. Under CEM, communities initiate the coa-
lition process through community organizing, and
community representatives can assume power and con-
trol over the mission, decision making, and action
plans. Institutions outside the community generally
provide support to the coalition’s goals, but do not play
a primary role. The process, then, is guided and
controlled by community representatives and not insti-
tutions outside the community.

Although these community mobilization models vary
in the relationship between researcher and community,
they are not mutually exclusive. For example, Himmel-

man*? maintains that CBM and CEM can serve as

March 2008

guides to the coalition process between institutions and
communities. A critical aspect of community mobiliza-
tion models is that community members become in-
volved in a social process whereby community needs are
addressed through social action.*””* Partnership
building highlights the idea of communities as social
networks and social ties and is integral to the construct
of social capital.*® Partnerships may take several forms:
(1) Strategic partnerships involve the development of
policies, the understanding of problems and issues, and
the shaping of the political will to tackle these problems
and issues; (2) Tactical partnerships involve establishing
committees and developing legislation, targets, budgets
and resources to deal with issues; and (3) Operational
partnerships focus on action. The structure of partner-
ships can vary and may include formal organizations as
well as individuals and grassroots organizations that have
formed around a recent event or an ongoing local
concern.

Community mobilization, considered the first step in
community organization and development, is based on
the premise that active participation of community mem-
bers and groups will lead to greater effectiveness and
efficiency in addressing problems.*” Central to this con-
cept is emphasis on (1) community building and social
capital to foster positive connections among individu-
als, groups, neighborhoods, and organizations, and
(2) empowerment-based interventions to strengthen
the norms and problem-solving resources of the com-
munity.*® Thus, community mobilization operates on
the basis of a coordinative process to address commu-
nity health concerns.

This interactive process includes several stages that
bring people together to address community health is-
sues. The first stage—preparing the ground—involves the
creation of a steering group to explore community issues.
This includes setting priorities during initial planning,
making contact with relevant community groups and
leaders (both formal and informal), and identifying avail-
able resources and a management structure. The next
stage—developing capacity—builds capacity for strategic
planning, interpersonal communication, and group pro-
cesses. The third stage—assessment— consists of assessing
the needs and issues most important to the community.
The fourth stage—implementation—involves performing
targeted community interventions to foster behavior
change. The final stage—evaluation—focuses on docu-
menting the progress, identifying barriers to progress,
and redirecting efforts to activities that may be more
effective.*®

Community Mobilization and Youth
Violence Prevention

Youth violence is defined as an act—intentional, actual, or
implied—against oneself or another person, group, or
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community that leads to injury, death, or psychological
harm,* in which individuals—perpetrator or victim—are
10-24 years old.”® Although youth homicide rates have
declined in recent years, homicide is the second leading
cause of death for people in this age group. In fact, nearly
48% of homicides in the U.S. in 2000 were committed by
individuals under age 24. Among ethnic minorities, ho-
micide is the leading cause of death for African-American
youth, second for Hispanic-American youth, and third for
American Indian and Alaska Native youth and Asian
Pacific Islander youth.”” Of the 5486 youth homicides
reported in 2001, 85% involved males and 15% involved
females.”

Research has identified four levels of risk factors for
youth violence: individual (e.g., poor behavioral con-
trol, low IQ); familial (e.g., family violence and conflict,
lack of parental involvement); peer/school (e.g., poor
academic achievement, gang involvement); and com-
munity (e.g., community violence and lack of social
cohesion within a community).***” Several protective
factors (individual or environmental) can serve to
buffer risks of violence, including high 1Q, positive
social orientation, intolerance toward deviance at the
individual level, and commitment to school and social
engagement at the peer/school level. Because youth
violence is a complex public health issue that affects the
whole community and involves multiple risk and protec-
tive factors at multiple levels, changing it requires an
ecologic, interdisciplinary approach (e.g., medicine, epi-
demiology, education, psychology) that emphasizes the
collective action of various sectors (e.g., health, social
services, education). Such change further requires a sci-
entific method that enables researchers to identify the
causes and consequences of youth violence systematically
and design intervention programs to create environments
that allow for health and development.*’

The community mobilization approach affords great
capacity to understand and identify risk and protective
factors at multiple levels, to prevent and reduce youth
violence, and to create safe communities using empiri-
cally supported programs.”! For example, researchers can
identify risk factors that may be related to an individual
being a victim or perpetrator of violence (individual level)
and how exposure to violence through the individual’s
relationships with peers and family members can lead to
repeated abuse by the perpetrator (family or peer level).?
Further, identifying links among different types of vio-
lence (e.g., suicidal behavior and child maltreatment) can
reduce these types of violence for youth.”*”*

Community mobilization also offers youth violence
research the potential for a comprehensive strategy to
support and facilitate the integration of community
participation and collaboration, both in preventing
youth violence and in building safe, healthy, and peace-
ful communities.”® Public health approaches to youth
violence characterize three levels of intervention: pri-
mary (preventing violence before it occurs), secondary
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(reducing risk factors associated with violence), and
tertiary (reducing negative effects stemming from vio-
lence).”® Community mobilization approaches can be
designed to address all three levels, and thereby facili-
tate a move from the punitive model of the judicial
system to a model based on strength.

Community mobilization approaches to youth vio-
lence prevention can also facilitate the development of
culturally appropriate and sensitive interventions. Al-
though violence affects all youth, an increasing number
of ethnic minority youth are being directly or indirectly
affected by violence.”® Community participation in pro-
gram initiatives is traditionally low among disadvantaged
or underrepresented groups.”’ Researchers have identi-
fied several barriers to community participation, includ-
ing poorly designed services,” lack of trust of health
services, and language barriers.” More culturally specific
and sensitive strategies to address these barriers can
represent the concerns of the community, especially if the
representation reflects the community’s diversity.®

Case Study: East Bay Chinese Youth Council

In Oakland’s Chinatown in 1967, approximately 28
youth between the ages of 15 and 18 formed a group
called Oakland Suey Sing Boys.®' They were motivated
by their need for a place to “hang out” and to protect
themselves from rival Oakland groups. One strategy to
ensure their safety was to ally with another gang, from
the San Francisco Suey Sing Tong. As the Oakland Suey
Sing Boys group developed, it faced challenges from
other groups (e.g., the Chicanos at Oakland Technical
High School and The Rickshaw Runners, an Oakland-
based American-born group of Chinese and Japanese
youth). In 1968, the Suey Sing Tong recruited many
gang members into their group in an attempt to
control rising youth crime and violence.

In August 1969, a diverse group that included the
Oakland Suey Sing Boys, the leader of the San Fran-
cisco Suey Sing Tong, and high school and college
students founded the East Bay Chinese Youth Council
(EBCYC) in Oakland’s Chinatown. The early organiza-
tional meetings were held in the Chinese Presbyterian
Church, where members and associates, most of whom
were American-born Chinese college students, desired
a progressive voice in the Oakland Chinatown area. In
March 1970, EBCYC became an incorporated nonprofit
organization. As a result, many college students were
paid from college work-study funds, and received in-
ternship credit, and a handful were hired as Field Work
Assistants by the University of California, Berkeley,
Asian American Studies Program. By 1971, the EBCYC
staff numbered close to 45 people, ranging in age from
15 to 29. Most were volunteers and included high
school students, gang members from the Suey Sing
Boys, community members, and college students.
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One of the original goals of EBCYC was to assist Chinese
youth through education, recreation, social services, and
employment opportunities. As EBCYC developed, its goals
became more refined and focused on (1) increasing fund-
ing and social services to East Bay Asian American youth
(e.g., the Oakland Chinese immigrant youth); (2) provid-
ing opportunities for youth to serve other East Bay Asian
American youth; (3) developing leadership among the
youth; and (4) empowering the local Asian American
community. Fundraisers, private donations, and small
grants supported a number of programs.

From 1969 to 1972, a broad range of programs were
developed to support EBCYC’s goals, including (1) a
bilingual tutorial and counseling program at Lincoln
Elementary School, Westlake Junior High School, Oak-
land Technical High School, and Oakland High
School; (2) a monthly Asian film festival; (3) a People’s
Service (e.g., community clean up, legal aid, draft coun-
seling); (4) an annual community festival; (5) a job-
referral program; (6) a health survey/referral program;
(7) a youth field trip recreation activities program; and
(8) a community school for Chinese immigrant newcom-
ers, accredited by the Oakland School District. Many of
these programs were under the umbrella of EBCYC’s
Summer War on Poverty Neighborhood Youth Corps
program. This 10-week summer program employed over
600 Oakland youth (14-18 years old) for 26 hours per
week, from 1970 to 1972. The programs were run out of
the EBCYC office in Oakland’s Chinatown. Important
community partners, in addition to the Presbyterian
Church, the Suey Sing Tong, the Oakland Public School
District, and the four aforementioned schools, included
the Chinese American Citizens Alliance, Oakland Chinese
Community Council, and the Lincoln Park Recreation
Center. The EBCYC played another noteworthy advo-
cacy role for Asian American youth, by being instru-
mental in increasing social services for Asian American
youth. For example, the organization urged the Oak-
land School District and its funding organizations to
implement bilingual/bicultural programs for children
who spoke an Asian language.

In late 1972 and early 1973, conditions spurred
EBCYC to transition into a broader organization, East
Bay Asians for Community Action (EBACA). Although
still focused on youth and the Chinese community, the
council also wanted to include other age groups and
other Asian Americans. (Although EBACA existed for
only two years, one of its subprojects, Asian Health
Services, is still operating in the heart of Oakland’s
Chinatown.) A major factor in EBCYC’s transition to
EBACA was gang members. Younger gang members
were motivated more by the hope for “easy money”
through the organization than by bringing about com-
munity empowerment. At one point, the major San
Francisco Chinatown gang leader, who had been em-
ployed as a San Francisco gang outreach worker, initi-
ated a hostile takeover of the EBCYC club house,
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programs, and staff. Although he successfully recruited
new Suey Sing Boys and their friends, he was rebuffed
by older members of the Oakland Suey Sing Boys, who
had been involved with EBCYC. Due to the positive
influence of EBCYC, the older gang members did not
want to get involved with him. In response, the older
gang members, the EBCYC Board of Directors, and the
staff were instrumental in creating the new organiza-
tion, EBACA.

Involvement in EBCYC and EBACA had a profound
impact on the Oakland Suey Sing Boys. For example,
many older members adopted principles consistent
with the founding college students and became con-
cerned with improving the life and community of
Chinatown. They also influenced new members by
encouraging them to participate in programs such as
the Summer War on Poverty Neighborhood Youth
Corps. Follow-up interviews after the young people
became adults showed that 20 of them married and had
children, and 17 live in the greater San Francisco Bay
area with successful professional and personal lives.
Seven own and operate businesses (one is a well known
chef in New Orleans) and nearly 20 are employed in
occupations such as hairstylists and auto mechanics.
Although four members continued using drugs and two
committed serious crimes, interviews revealed that
none of them wanted their children to be involved in
gangs.

Involvement as members of the EBCYC leadership
and staff proved to be an important training ground for
future leaders. Many still work and live in the China-
town area. For over 30 years, they have played impor-
tant roles in the public and private sectors, becoming
civil rights attorneys, businesspeople, and educators.
One former Neighborhood Youth Corps worker has
been in the Asian Health Services for over 15 years.

This case study, illustrating community mobilization
efforts and youth violence, presents several lessons.
First, as was the case with the Oakland Suey Sing Boys,
gang formation is not simply a product of greed and
irrational deviant behavior, but rather a function of
youth members seeking protection from harassment
and discrimination. Recent studies have shown that
gangs can play a role in protecting individuals from
harassment or buffering negative experiences with out-
group members.®*** Second, youth violence is partly
influenced by other gangs and can lead to an increase
in gang activity within a community. Although the
Oakland Suey Sing Boys functioned as a gang prior to
their connection with other groups, they were acknowl-
edged as a gang only after they became affiliated with
larger groups. To tackle youth violence, researchers
must examine patterns of gang development and their
proliferation across urban areas.

Community organizations can influence the direc-
tions that gangs take. This was seen in the development
and demise of the Suey Sing Boys, who were influenced
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by a number of different organizations in the Chinese
community, particularly EBCYC. Thus, researchers
should continue to investigate gangs and their activities
as well as the broader social networks®* in the community
and the types of services and opportunities available to
disadvantaged groups.

Elements of participatory action research (PAR) and
the community empowerment model (CEM) can be
seen in the community mobilization efforts in this case
study. This was a community-driven, bottom-up approach
in which leadership and core staff were primarily college
students, with none under the direct or indirect supervi-
sion of university faculty. Most came from the Asian
American community and half were bilingual in Can-
tonese and English. Consistent with PAR, EBCYC investi-
gated social and health problems by actively involving area
youth through a collaborative process of research, educa-
tion, and social change. The organization’s structure
provided investigative research opportunities at the Board
of Director, staff, and project levels. The EBCYC also
employed major elements of CEM. Close attention was
paid to community building, service and program deliv-
ery, and policy advocacy in addressing community con-
cerns. For better or worse, the community-based EBCYC
controlled its own mission, goals, objectives, action plans,
and ultimately its own destiny. By paying attention to the
lessons described above, researchers and community
members can bring a more comprehensive and culturally
sensitive approach to their mobilization efforts to reduce
youth violence and build safe and healthy communities.

Community Mobilization and Contemporary Youth
Violence Prevention Efforts

Several of the articles in this supplem~ent65_72 describe a
variety of approaches to mobilizing communities to
prevent or reduce youth violence. Definitions of com-
munity vary, as does the subject matter addressed and
the mobilization approaches employed. These differ-
ences are attributable to the nature of the concerns
being addressed, the structure and dynamic of the
community in which the work is performed, and the
philosophical perspective of those engaged in mobili-
zation. At the same time, common themes can be
found.

One area in which differences are readily apparent is
the definition of community. In some initiatives, the
parameters of the community include the entire city or
locality,‘aﬁ’66 whereas other mobilization efforts have tar-
geted specific neighborhood or housing projects,””~" or
even specific blocks within a neighborhood.” Many com-
munity mobilization efforts have employed user-friendly
research methodologies such as PAR and CBPR to
inform the process and empower the target community,
by conducting assessments of community needs and
strengths. %!
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Consistent with CEM, many of the mobilization ef-
forts recruited community residents to collect and
analyze information that would form the basis for their
action plans. For example, in Riverside, California,
residents conducted an “asset mapping” survey to un-
derstand available neighborhood assets and the uses of
these assets to foster neighborhood mobilization and
revitalization.’® In San Diego, residents were recruited
as hosts, willing to convene other residents to assess
communities and identify potential leaders for the
mobilization effort.”? In Richmond, geo-mapping was
used to assist residents in demonstrating the relation-
ship between the incidence of violence and areas where
certain alcoholic beverages were sold in convenience
stores, for presentation to a regulatory body.*’

The collection and analysis of qualitative data has
also been used to evaluate the impact of mobilization
efforts. The organizational empowerment project in
Flint°® and the Constructing Peace project in New York
City,”” designed to help youth cope with the aftermath
of 9/11, both employed ATLAS.ti methodology to
analyze themes related to project goals.

Several community mobilization projects not only
acknowledged the importance of sensitivity to cultural
differences and influence but also incorporated com-
ponents of the target community’s culture into their
programmatic strategies. The Hui Malama o ke Kai
project in Hawaii’® and the violence prevention part-
nership development project in Puerto Rico® inten-
tionally employed values and customs of the indigenous
culture to foster youth and community development.

The diversity of mobilization approaches described
in this supplement provides an opportunity to examine
the implications of how community is defined and
which strategies are employed. For instance, the
broader community efforts in Flint and Richmond have
the potential to affect large segments of the commu-
nity. At the same time, the scope of these efforts makes
it more likely that representatives from organizational
and governance sectors will play key leadership roles in
the mobilization effort, and more difficult to involve
large numbers of local residents. Even when organizers
are able to successfully engage youth, as the Flint
program did, these individuals serve more as represen-
tatives of their broader constituency group than as
agents of change in their own neighborhoods. The
Mid-City Community Advocacy Network Project in San
Diego was able to overcome this obstacle, in part, by
organizing smaller collaboratives through the house
meeting mechanism, in which hosts each recruited 10
neighbors from their block to participate in discussions
about initiating a community engagement project.”?

Mobilization efforts directed at specific neighbor-
hoods and other small geographic areas can more
readily develop and implement comprehensive strate-
gies for engaging and empowering communities. Al-
though the process requires considerable time to ma-
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ture fully, tangible results may be seen more quickly in
efforts targeting smaller, discrete geographic areas.

A common theme in most of the programs described
in this supplement is the importance and complexity of
establishing an effective relationship between academic
and community partners.®>%"%7% This challenge is
made more daunting when academic and community
partners are of different cultural backgrounds. Sugges-
tions for building trust include: (1) explicitly acknowl-
edging differences and conflicts between researchers
and administrators/elected officials®®; (2) creating a
common vision and shared meaning through active
engagement and the development of consensus®’;
(3) demonstrating commitment of the university by
giving back to the community through membership on
boards and community services”’; and (4) establishing
a shared expectation that effective mobilization re-
quires a long-term commitment.”

Most of the authors in this supplement have explicitly
expressed their intention to engage and empower
community stakeholders through the mobilization pro-
cess. The extent to which the relationship becomes
genuinely bilateral and actually results in increased
ownership and competence by community participants
will be determined as much by the specific aims,
structure, and process adopted by those organizing the
mobilization effort as it will by the stated philosophical
perspectives of the university and community stake-
holders. For example, the Hawaii, Riverside, and Kan-
sas activities®® ™! recruited local residents as the pri-
mary agents of mobilization and used governance
structures composed of community residents to deter-
mine how to implement the mobilization process.
These geographically targeted, citizen-led approaches
model and support empowerment.

Finally, the process of mobilization seems to be facili-
tated by use of a developmental framework. Examples of
these frameworks include the Institute of Medicine model
used in Kansas’' and the Communication for Social
Change Model employed in Puerto Rico® to foster the
development of partnerships to (1) assist police in their
efforts to improve relations with community residents,
(2) empower residents to improve the environment in
which they live, and (3) establish a human service infra-
structure to complement law enforcement activities.

Conclusion

Community mobilization is the first step in engaging
individuals and organizations to address community
social and health issues collectively and to direct action
toward changing adverse social conditions affecting
individuals, communities, and public health. Successful
use of community mobilization relies on several under-
lying factors, especially in terms of collaborative part-
nership: (1) The goal cannot be reached by any one
individual or group working alone; (2) Participants in-
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clude a diversity of individuals and groups who represent
the concern and/or geographic area or population; and
(8) Shared interests make consensus among the prospec-
tive partners possible. For these reasons, the community
mobilization approach facilitates cultural appropriate-
ness, wide reach, and a great sense of community owner-
ship of the intervention in the process of addressing
immediate social and health concerns and creating safer
social conditions. It should be noted that community
mobilization is time-intensive, process-oriented, and com-
plicated, in part, by the number of individuals and orga-
nizations involved. Our own example of EBCYC illustrates
how conflicts between organizations or key community
leaders can lead to complications and reduce effective-
ness. Some researchers and practitioners may be reluctant
to work with individuals and organizations in communi-
ties. However, community mobilization is an important
tool that can be used by Violence Prevention Centers such
as those described in this supplement to show a new
generation of young individuals the importance of re-
search and education in bringing about social change.
Ultimately, individuals who blend community and re-
search may lead the “new health promotion” field that
attempts to integrate the strengths of community and
research, and rely less on medical models that attempt to
identify the root cause of behavior by focusing on and
treating the individual in isolation from the community.

No financial disclosures were reported by the authors of this
paper.
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