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The past quarter century has seen an explosion of concern about widening

health inequities in the United States and worldwide. These inequities are

central to the research mission in 2 arenas of public health: social epidemi-

ology and community-engaged interventions. Yet only modest success has

been achieved in eliminating health inequities. We advocate dialogue and

reciprocal learning between researchers with these 2 perspectives to enhance

emerging transdisciplinary language, support new approaches to identifying

research questions, and apply integrated theories and methods. We recom-

mend ways to promote transdisciplinary training, practice, and research

through creative academic opportunities as well as new funding and structural

mechanisms. (Am J Public Health. 2011;101:822–830. doi:10.2105/AJPH.2008.

140988)

Public health is at a crossroads. In the past
quarter century, concerns about widening
health inequities have increased worldwide.
Reducing these inequities is central to the
mission of researchers and practitioners in 2
arenas of public health: social epidemiology
and community-engaged interventions.1 So-
cioeconomic and racial/ethnic inequities in
health clearly are large, persistent, and increas-
ing. In the United States, the magnitude of these
inequities is dramatic and disquieting.2---4 A
White man living in suburban Montgomery
County, Maryland, has a life expectancy 25 years
longer than that of a Black man living a few miles
away in downtown Washington, DC.5 Health
inequities, such as disproportionate childhood
obesity alongside food insecurity among the poor
and inadequate health care access among
racial/ethnic minority populations, persist.6

Despite their common interest, social epide-
miologists and community-engaged interven-
tion researchers have achieved only modest
success working together to use epidemiologi-
cal research to reduce health inequities. These
researchers and their practitioner colleagues
differ in what they consider evidence, in their
research training, and in their approach to
translating evidence into policy and practice.
Epidemiologists typically hold variables con-
stant so they can analyze the predictive power
of particular risk factors within populations,

often assuming that these risk factors provide
a basis for interventions. Community-engaged
interventionists emphasize community rather
than population and assume that people live in
complex, interconnected, and dynamic con-
texts. Community researchers consider
whether identified risk factors are community
priorities, whether these priorities are ame-
nable to change, and how to engage com-
munity strengths in effective strategies.

Perhaps if social epidemiologists and com-
munity-engaged interventionists worked to-
gether to determine common research ques-
tions, models, and methods, application of
results would improve.7 Such collaboration
would follow a trend in other biomedical fields,
from multi- and interdisciplinary toward trans-
disciplinary research.8 The National Institutes
of Health, for example, launched the Road
Map, encouraging transdisciplinary collabo-
ration to improve clinical and public health
practices and policies, with funding for the
Exploratory Centers for Interdisciplinary Re-
search,9 the National Cancer Institute Cen-
ters on Transdisciplinary Research,8---10 and
the Clinical Translational Science Centers.11

Publication of the proceedings from the pio-
neering cancer institute conference on transdis-
ciplinary research12 and the new International
Journal of Transdisciplinary Research are en-
couraging signs.

Although both social epidemiology and
community-engaged interventions are con-
cerned with health inequities, for the most part
they remain separated in practice. Social epi-
demiology focuses on etiology and distribution
of social determinants. Community-engaged
interventions, which are informed by multiple
disciplines (e.g., public health education and
health promotion, community psychology, and
health policy), focus on behavior and social
change theories and practice to improve health.
Despite these differences, potential common
transdisciplinary language can be found in
what Herbert Blumer termed sensitizing con-
cepts,13 the theoretical categorizations that guide
study of the social world. Although each field
needs precision in defining its own terms, com-
mon sensitizing language could bridge gaps and
thus contribute to reducing health inequities. If
social epidemiologists, for example, identified
structural risk factors affecting population health,
how could they best collaborate with commu-
nity-engaged intervention researchers to identify
the distinctive forms these risk factors take in
a specific neighborhood and thus aid community
members in addressing the problems? How
could the testing of strategies to enhance com-
munity political efficacy inform the understand-
ing of the complex interactions among social
stratification risk factors?

Since the 1990s when social epidemiology
constructs were identified as targets for com-
munity empowerment,14 inequities research by
social epidemiologists has grown exponen-
tially.15---17 Interventions based on community
engagement, a term in current use in public
health18 and clinical disciplines, have increased
similarly. In the past 2 decades, several sensitiz-
ing concepts have increasingly resonated in both
fields, although their origins and use remain
distinct.

d Social epidemiologists study the balance be-
tween resources and demands in research on
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hierarchy and control; community interven-
tionists refer to strengths and needs.

d Social epidemiologists refer to context in
studies of universal contributions to risk;
interventionists work in specific public health
practice contexts.

d Social epidemiologists focus on the role of
community when studying how social capital
and social networks function as protective
factors; community interventionists promote
community participation and activism.

d Social epidemiologists evaluate power in the
context of inequitable social stratification;
community interventionists target policy and
political interventions.

We have (1) summarized some of the recent
literature in social epidemiology and commu-
nity-engaged and community-partnered re-
search to highlight common language, (2) dis-
cussed the interface and note some current
examples from transdisciplinary research on
inequities, and (3) recommended enhancing
existing collaborations and promoting trans-
disciplinary training, language, practice, and
research. Greater collaboration between so-
cial epidemiologists and community-engaged
interventionists could transform research
practice within each arena, as well as support
mutual efforts to address inequities, one of the
critical public health issues of our time.

DEVELOPMENTS IN SOCIAL
EPIDEMIOLOGY

Socioeconomic status remains the most
common and documented social determinant
of disease.19,20 Absolute poverty has been rec-
ognized for centuries.21,22 A more contemporary
extension of the concept is hierarchy or
gradient: the lower people are in social class,
the higher the rate of virtually every disease,
condition, and risk factor.23---25 In addition to
elucidating the role of material deprivation,
observations about hierarchy led to identifying
psychosocial risk factors, such as lack of control
or demands outstripping control, as contributing
explanations for inequities that were also noted
in Wilkinson’s relative income hypothesis.26

Psychosocial attribution has been extended
through measurements of subjective social status
(including a symbolic ladder with10 rungs)27---29;
effects on health can vary by race/ethnicity.27,30

Life course trajectory research31 has ex-
panded socioeconomic research to childhood
and the effect on adult health status, including
psychosocial functioning,32 coronary heart dis-
ease, and all-cause mortality.33,34 As a sensitizing
concept, therefore, the balance (or imbalance)
between high demands and insufficient resources
means having less access to material and social
goods as an adult or child. This decreased access
is caused by political-economic structures and
relationships and by subjective responses to an
individual’s position along the hierarchy. Com-
munity-engaged interventionists can bring this
social epidemiology knowledge to their commu-
nity partners to better understand how the
concept of control or hierarchy may affect people
at the local level and how to best integrate these
effects into interventions, especially in involving
community members across the lifespan in in-
tervention planning and implementation.

Place and neighborhood have long been
identified by sociologists and geographers as
both literal and symbolic influences in people’s
lives.35 As with community, place can be defined
by webs of relationships and shared identities,
although no community or place is homoge-
neous.36,37 Social epidemiologists have explored
the critical contextual role of geographic area in
determining disease outcomes.38,39 Multilevel
epidemiological analyses have documented area
effects on physical activity, depression, hyper-
tension, tuberculosis, atherosclerosis, and kidney
disease.38,40---45 Community interventionists can
benefit from better understanding of how so-
phisticated social epidemiology models of inter-
actions of variables over time can elucidate the
broad context,16,46,47 such as interactions be-
tween high density of liquor outlets and
violent crimes. Interventionists also offer
analysis of local contextual resources and
participatory processes that may inform dis-
tinct intervention strategies, such as history or
readiness for organizing to address alcohol-
related violence.

Racism is another major pathway through
which actual and perceived lack of power can
create ill health. A growing literature shows
links between racial discrimination and poor
health,48 hypertension,49---51 diabetes,52 depres-
sion,53,54 preterm birth,55,56 general health sta-
tus,57 perceived health status,54,58 and provision
of health care.59,60 Although race/ethnicity
has typically been used as an individual-level

characteristic, social epidemiologists understand
that racism, discrimination, and segregation arise
from the intersections of individual characteris-
tics, sociopolitical policy, and history.61---65

Neighborhoods of concentrated disadvantage,
for example, tend to disproportionately affect
minority racial/ethnic groups, as a result of
federal or local policies.63---68 Epidemiology
should further explore how power operates
within institutional racism and its subjective
effects. Community engagement scholars can
enhance this understanding by working with
communities to identify local structures or norms
that contribute to powerlessness and by sup-
porting community leaders in challenging dis-
criminatory practices in communities, businesses,
agencies, and local governments.

Social capital studies, emerging from social
support and social network epidemiology re-
search,69---71 recognize the role of community in
correlating horizontal bonding relationships72

and collective efficacy73 with mortality,74 per-
ceived health,71,75,76 health behaviors,77,78 obe-
sity,78 coronary heart disease,79,80 and mental
disorders.81 An expanded definition of linking
social capital emphasizes the capacity of
people to demand resources from those in
more powerful positions.82 This political
perspective is more parallel to that of commu-
nity-engaged interventionists, who promote
community participation and organizing both
to enhance social cohesion and to confront
inequitable material and political conditions that
cause ill health.

DEVELOPMENTS IN COMMUNITY-
ENGAGED INTERVENTION
RESEARCH

The comprehensive heart health and to-
bacco interventions of the 1970s and 1980s
proved to be expensive to replicate and less
effective than expected.83 These findings trans-
formed community interventions: (1) community
engagement as a community-based or commu-
nity-driven empowerment model is seen as more
effective than a top-down community-targeted
model84; (2) multilevel socioecological interven-
tions85,86 with empirically tested behavioral, in-
terpersonal, and community-level change theo-
ries87,88 are favored; (3) interventions are more
likely sustained if embedded within cultural
strengths and local systems89,90; and (4)
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community participation strengthens implemen-
tation and dissemination science.91 Community-
engaged intervention research and practice for
eliminating racial/ethnic health inequities have
fostered community participation in all stages of
research, in public discourse about knowledge
creation and science, and in health policymak-
ing.92---95 Community-engaged and participatory
research have enhanced researchers’ capacity to
translate evidence from highly controlled effi-
cacy trials to real-world community interventions
in diverse settings,96---99 to incorporate culturally
supported theories and norms,89,100 and to pro-
mote external validity.101,102 A Contra Costa,
California, health department article identi-
fied 7 levels along a ladder of community
participation; its rung of community oversight
of public health practice was deemed critical
for effectiveness.18

A growing evidence-based literature on
community empowerment, community coali-
tions, and community-based participatory re-
search (CBPR) supports the enhanced role of
community and often targets structures of
power and the imbalance of demand and
resources at local or more macro levels. Com-
munity empowerment scholarship has ex-
panded in the past 2 decades, while maintain-
ing its foci on power relations103,104 to redress
social determinant inequities105 and on the in-
teraction between structural and personal trans-
formation.106 Definitions of empowerment
have included people, organizations, and
communities gaining mastery over their
lives,107 in the context of changing their social
and political environment to improve equity and
quality of life,14 and, more recently, as the
‘‘expansion of assets . . . of poor people to
participate in, negotiate with, influence, control,
and hold accountable institutions that affect
their lives.’’108(p6)

A comprehensive review of empowerment
literature for the World Health Organization105

identified research on subpopulations that
achieved intermediate psychological, organiza-
tional, or community empowerment outcomes
that led to longer-term health results.109,110

Youth empowerment interventions, for example,
have resulted in collective efficacy, social actions,
and policy changes, which in turn are linked to
improved health and education outcomes.
Successful women’s empowerment interven-
tions have used transdisciplinary approaches,

identifying social risks of gender discrimination
and socioeconomic exclusion, to enhance access
to resources, rebalance decision-making power
within families, promote child health,111---114 and
engage women in political roles.115 The World
Health Organization Commission on Social De-
terminants of Health linked its comprehensive
assessment of global health inequities to political,
civic, and personal empowerment.116 Social epi-
demiologists could strengthen community em-
powerment interventions by identifying struc-
tural and interpersonal variables of power that
could bolster community resources to overcome
inequitable power relations and demands.

Community coalitions, a core community
engagement strategy, aim to influence specific
health outcomes or community capacity and
comprehensive community health.117,118 Re-
search on coalitions has shifted over the years
from a focus on internal structures and pro-
cesses119,120 to how coalitions can improve in-
termediate systems change outcomes of com-
munity capacity, empowerment, or policy
change121 and may affect health behaviors or
health status, either indirectly through enhanced
participation122 or directly through organizing
and policy changes with a specific health tar-
get.37,123 Coalition success has included
changes in hog industry pollution practices,124

improved health and safety conditions for hotel
workers,125 better housing conditions,126 in-
creased immunization rates,127,128 better con-
trol of asthma,129,130 reduced underage drink-
ing,131 reduced inequities in diabetes care,132 and
enhanced neighborhood safety.133 Social epide-
miologists and interventionists could form co-
alitions to target issues from local to national;
such teams could evaluate, for example, how
neighborhood and interorganizational context
variables affect people’s collective efficacy and
community participatory behaviors to achieve
policy change.

CBPR, the fastest-growing community en-
gagement strategy in public health, is already
forging links between social epidemiology and
community-engaged intervention researchers.
Although CBPR can focus on epidemiological
or assessment studies that are independent
from intervention studies, this research strategy
lends itself to integrated health inequities re-
search. CBPR for health, derived from historical
participatory research traditions that link re-
search to action,134,135 has been defined as

[a] collaborative approach to research that eq-
uitably involves all partners . . . recognizes the
unique strengths that each brings . . . with the
aim of combining knowledge and action for
social change to improve community health and
eliminate health disparities.136(p2)

CBPR turns on its head the more traditional
research paradigm in which researchers
largely determine the research agenda.137---141

CBPR treats community members and aca-
demics as equals in addressing issues of trust,
power, capacity building, collaborative in-
quiry, and community use of data.142,143

Community members therefore become addi-
tional partners in the transdisciplinary research
team.

Largely through CBPR, more inter- and
transdisciplinary collaborations, funded by the
Centers for Disease Control and Prevention,
the National Institutes of Health, and founda-
tions, are forming, and some social epidemiol-
ogists are calling for participatory action.144---146

As epidemiologist Steve Wing noted in 1998, if
we are to transform society to eliminate health
inequities, ‘‘education between scientists and
the public must take place in both direc-
tions.’’147(p250) Collaborations have used social
determinants data to target policy and practice
outcomes,148,149 environmental justice,150---152

and children’s health.153 CBPR is also con-
ducted through National Institute on Minority
Health and Health Disparities---funded Excel-
lence in Partnerships for Community Outreach,
Research on Health Disparities and Training
(EXPORT) Centers,154 Centers for Disease
Control and Prevention---funded Prevention Re-
search Centers (http://www.cdc.gov/prc), Urban
Research Centers,155,156 and Racial and Ethnic
Approaches to Community Health (REACH)
programs157 to reduce health disparities.158 Each
of these CBPR centers and projects addresses
specific contexts, builds on community re-
sources to counter high-risk conditions or
demands, incorporates community participa-
tion throughout the research, and assesses
power dynamics, both within partnerships
and within communities.

NEED FOR GREATER INTEGRATION

Transdisciplinary collaboration between so-
cial epidemiologists and community-engaged
interventionists is still too limited in its
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application, training programs, and research. In
practice, much collaborative research functions
at low levels of synthesis, either as multidisci-
plinary teams that work in parallel to address
common problems, or as interdisciplinary
teams whose members may work together but
retain the perspective of their separate disci-
plines. Transdisciplinary teams aspire to
jointly apply their theories and methods
across disciplines to develop shared concep-
tual frameworks for solving problems.8,9 Al-
though the terms interdisciplinary and transdis-
ciplinary have often been used interchangeably,
transdisciplinary research requires the capacity
not only to transcend individual disciplines but
also to assess the level of integration of the
team.159

To address health inequities together, re-
searchers from both arenas will require better
understanding of the other’s assumptions and
methods so that common transdisciplinary
language, conceptual theory, and synthesized
approaches can be developed.160 In addition,
a health inequities transdisciplinary research
team inevitably includes a broader group of
stakeholders––the community members, practi-
tioners, and policymakers who are integral to
translating research knowledge into health ac-
tion.161,162 We face 2 compelling questions: How
can we use our starting point, the 4 sensitizing
concepts (balance between demands and re-
sources, context, role of community, and power),
as well as others that may arise, to change the
way both arenas operate? How does the role of
community participation enhance our capacity
to make a difference?

The Youth Empowerment Strategies (YES!)
program in California provides an example of
how a transdisciplinary collaboration can
evolve. Established in the San Francisco Bay
Area in 2003, the YES! project involved
a collaborative CBPR team of social epidemi-
ologists, statisticians, community-engaged and
community-based intervention researchers,
and educators from the outset. The program
began in response to a Centers for Disease Con-
trol and Prevention request for proposals for
CBPR on prevention of a health condition or
risk factor. Rather than focus on individual
risks, the YES! intervention was grounded in
the social epidemiology literature on correla-
tions between distressed neighborhood envi-
ronments, increased exposures to violence and

other social dysfunctions, decreased social in-
tegration, and increased hopelessness.73,163

The YES! social epidemiology team members
had conducted an earlier national study of the
correlation between neighborhood social dis-
order and youth behaviors, in particular to-
bacco and other drug use.164 The YES! pro-
gram then studied early adolescents in
a specific low-income community with high
levels of substance abuse and violence, un-
employment, air pollution (high demands),
and few services or extra school programs
(insufficient resources).

Early on, the transdisciplinary team built
a conceptual intervention model of an after-
school program aimed at empowering students
in the fifth through seventh grades to address
neighborhood conditions through building
youth civic engagement, collective efficacy, and
hope. High school youths from the community,
working with graduate students from the Uni-
versity of California, Berkeley School of Public
Health, facilitated teams of younger students
in using a multiyear curriculum to identify
problematic issues within their schools and
communities and then creating social action
projects to address them. Although the social
epidemiologists started with an abstract con-
cept of neighborhood social disorder, the
community interventionists and educators
engaged young people in concrete activities to
understand specific realities. The youths used
PhotoVoice, social mapping, writing exercises,
and interviews to document the good and
bad within their schools165 and team dialogue
and decision-making to choose their social action
projects. These projects tackled such problems
as graffiti-marked bathrooms, bullying, and un-
safe school areas. The young adolescents not
only had opportunities to present PhotoVoice
displays, murals, and role-plays to advocate
change in the conditions they uncovered, but
also in some cases moved the adults to take
action to close down or clean up unsafe or
graffiti-filled areas.166

Over time, the transdisciplinary team en-
gaged in mutual training sessions with the
facilitators and collectively adapted the in-
tervention to keep it grounded in the young
people’s experience of risks and opportuni-
ties for change. Although the intervention
supported children advocating change, as
with all programs with young people, adult

mentors were needed to make change hap-
pen.167

Both groups of researchers learned in this
mutual endeavor. They learned how to trans-
late universal risk factors of neighborhood
disorder and hopelessness into specific school
contexts and into perceptions at different times
by the community of young people, as they
participated in making change. The social
epidemiologists participated in the evaluation,
learning the realities of implementation and of
building an empowerment change model that
made sense to the students and school per-
sonnel. These epidemiologists began to for-
mulate new intervention theory that for the
first time linked the community intervention
theory of empowerment with transforming
youths’ hopelessness: hope could be fostered
by enhancing youths’ agency and power to
make a difference. For the next grant sub-
mission, the research team partnered with
the school educators to incorporate these
realities into a revised research design that
modified the intervention to support empow-
erment in confronting violence (identified as
a critical issue by principals and students)
and thereby countering hopelessness about
a specific issue and making change more
attainable for younger students.

One of the methodological advances derived
from the theoretical insights was the creation of
developmentally appropriate self- and collec-
tive-efficacy (or collective-power) constructs
validated for young adolescents. These con-
structs were integrated into a mixed-methods
design; interviews provided complementary
understandings of dynamic changes over time
and nested individual efficacy changes within
teams and organizational context. Youths’
capacity to influence change, for example,
depended on team functioning, facilitator skills,
and authority figures who had the resources
to make things happen.

The YES! project identified a new 2-stage
model of etiology in which the initial risk
characterization led to more complex under-
standings of contextual risks and overall vul-
nerabilities as perceived by the young people,
whose perceptions changed over time as they
acted to make changes within the schools.
Similarly, this model created an iterative in-
tervention, involving youth empowerment and
collective team advocacy that led to hope and
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targeted school changes, which reinforced
more advocacy actions.

RECOMMENDATIONS FOR
RESEARCH

A transdisciplinary approach can change
research in several ways. First, this approach
opens up the research questions. In the YES!
program, social epidemiology questions of
neighborhood dysfunction were translated to
specific contexts, in which community inter-
ventionists engaged youths in mapping their
schools and communities. This strategy of
asking questions both about risk factors de-
fined by population race, age, or gender and
about the local and shifting context of these
risks can lead to greater clarity on questions
about the risk factors and potential targets for
the intervention itself.

Second, involving social epidemiologists can
change the scope of intervention research. In
the YES! project, they were able to create
a multilevel and dynamic theory of change that
the children and school personnel could un-
derstand, enabling the team, through a CBPR
process, to develop a plan to modify the in-
tervention to focus on schools and violence. In
another example of transdisciplinary CBPR
research, involving Indian tribes, the team first
conducted an ecological community assess-
ment, which, among other issues, examined
historical trauma.168 This assessment provided
descriptive data on people’s perceptions of
trauma related to loss of culture and language.
Only after researchers and the tribal advisory
committee discussed creating an interven-
tion together, however, did the tribal partners
contextualize the losses within their own
history of forced relocation off ancestral lands
and seek an intergenerational family inter-
vention to support cultural renewal and heal-
ing through elder storytelling to children.
Integrating the general with the specific con-
text changed researcher ideas of what to
include in the intervention and refocused the
research questions about the impact of cul-
tural connectedness on community capacity
and health outcomes.169

Third, involving these researchers in a team
can change the evaluation design and mea-
sures to better integrate quantitative and qual-
itative methods. Because community-engaged

participatory researchers are committed to
community ownership, initial choices of data to
collect could be informed by the contributions
of their community partners. For example,
a transdisciplinary team might recognize that
communities are tired of being surveyed with-
out action and would incorporate assessments
of community strengths, history, and readiness
for action. Data analysis could include triangu-
lation of mixed methods, so that data are
contextualized and interpreted for and with the
community, with potentially enhanced use of
results. As Macintyre suggests in her debate on
the relationship between individual- and area-
level deprivation, not only must empirical
evidence of social determinants be up-to-date,
but their significance as risk factors (and
therefore their significance for action) should
be evaluated in light of local perceptions of
social meaning---information that is gathered
more consistently by community-engaged in-
terventionists.170

Fourth, study results can continue to influ-
ence social epidemiology and community-en-
gaged intervention methods, measures, and
theories of etiology or change. In the YES!
project, new measures were developed to
address newly linked theories between em-
powerment and hope and to assess interactions
between individual and team changes. In the
tribal project, intervention results might inform
more nuanced measurement constructs of
enculturation and historical trauma.168 In the
growing area of CBPR policy research, a new
theory is emerging about the importance of
political participation and use of social epidemi-
ology data to move policy change forward.93,171

Krieger suggests that an ecosocial model could
stimulate interdisciplinary collaboration.172 She
notes that power and political-economic relations
permeate all levels of risk factors and require
simultaneous multilevel risk analyses and de-
velopment of multilevel strategies to challenge
risks.

Fifth, the grounding of both sets of re-
searchers in applied thinking and in working
with community partners will help them to
communicate and translate their findings into
practice and policy. Applications could range
along a continuum from responding to a poli-
cymaker who requests background informa-
tion, to writing a community or policy brief as
an executive summary of original research, to

gathering inequities data for informing new
interventions, practices, and policies.

Training

The development of transdisciplinary re-
search would be encouraged by graduate-level
cross-training.173 In an initial field experience
class taught by faculty from each perspective,
teams of students could identify health problems
within a community. The concepts of balance
between resources and demands, context, role of
community, and power and political dynamics,
among others, could be debated. Teams, which
might include students from other disciplines,
such as social work, planning, social sciences, and
communications, could then elect to work on and
apply their research methods, change strategies,
and theories to these health problems through-
out their training.174

At the University of New Mexico, a summary
integrative experience class for the epidemiol-
ogy, community health intervention, and gen-
eralist master of public health students offers
an opportunity for teams to work together after
more specific training. The teams engage with
a local clinic and neighborhood to identify
health questions from community members
and providers, explore the epidemiology liter-
ature, and develop program plans and actions.
This experience provides students an oppor-
tunity not only to ground their training in
community priorities, but also to learn how to
use information from both perspectives to
translate research findings to practice and policy
change. The goal is to promote critical reflective
educational dialogue and support community-
engaged student (and faculty) teams working
off campus for community change.

Integration of training and research provides
an opportunity to transcend the traditional
academic hierarchy that views epidemiology as
the primary science of public health. Social
epidemiology already integrates many of the
social issues embraced by community-engaged
interventionists. A new heterarchy of mutuality
of knowledge and learning between the sci-
ences of social epidemiology and community-
engaged and participatory interventions can
then be generated.175

Structural Support

Structural and financial support are critical
to the growth of transdisciplinary inequities
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research. Within new or existing postdoctoral
fellowships that support transdisciplinary
learning,176 foundations and the National In-
stitutes of Health could strengthen opportunities
for junior investigators to cross-train in teams,
along with community mentors, to address
shared health inequities issues. New federal
transdisciplinary inequities research awards
could mandate the participation of both social
epidemiologists and community-engaged inter-
ventionists as co-principal investigators.

Teams could more effectively answer such
questions as what research designs best assess
intervention effectiveness, how to adapt inter-
ventions for diverse settings, and how best to
facilitate knowledge uptake of results. Multi-
institutional calls for health disparities research
might lead to new structures, similar to the
Institute for Gender and Health and the In-
stitute for Aboriginal Peoples’ Health in the
Canadian Institutes for Health Research.

CONCLUSIONS

Collaborations between social epidemiolo-
gists and community-engaged intervention re-
searchers can enhance the contributions of
both to reducing health inequities. Unlike their
colleagues in other types of epidemiological
research, social epidemiologists do not have
clinical counterparts. Cardiovascular epidemi-
ologists partner with cardiologists and ne-
phrologists; cancer epidemiologists partner
with oncologists. To acquire effective investi-
gative approaches and the ability to translate
results to actionable knowledge, social epide-
miologists must forge partnerships with those
who are targeting social determinants through
health-enhancing policies, practices, and inter-
ventions. Similarly, this interaction enriches
community-engaged intervention researchers’
creation and modification of interventions,
measurement of appropriate constructs, evalu-
ation findings, and generation of new theories
and strategies for change. Developing and
translating data into real-world use with com-
munity partners then becomes a more impor-
tant role for both sets of researchers.

Beyond these recommendations and a rec-
ognition of the impact on each arena, core
values remain to be addressed: how much do
we, as health researchers and practitioners,
value transdisciplinary concepts when we ask

questions from our disciplines, how much do
we contextualize issues of risk and resources
within larger political and power contexts, and
ultimately, how much do we need consensus
on what etiologic evidence is sufficient be-
fore we act to challenge health inequities? By
identifying these 4 constructs as emerging
shared language, we hope our research leads
to other concepts and methods that further
the growth of transdisciplinary collabora-
tion. Clearly, the process of creating a co-
ordinated effort is lengthy, involving cross-
education, challenge, and reflection on each
other’s methods and theories, and requiring
transdisciplinary research practice in the
field.

Although the pathways between material
deprivation, racism, and perceptions of pow-
erlessness are not yet completely elucidated,
community participation in research and ad-
vocacy is a critical strategy for targeting social
determinants to create favorable conditions
for health. Working together is crucial if we
want to develop programs, policies, and polit-
ical actions that address the corrosive issue of
health inequities. j

About the Authors
Nina B. Wallerstein is with the Master of Public Health
Program, Department of Family and Community Medicine,
University of New Mexico, Albuquerque. Irene H. Yen is
with the Department of Medicine, University of California,
San Francisco. S. Leonard Syme is with the School of Public
Health, University of California, Berkeley.

Correspondence should be sent to Nina B. Wallerstein,
Master of Public Health Program, MSC 09 5060, 1
University of New Mexico, Albuquerque, NM 87131
(e-mail: nwallerstein@salud.unm.edu). Reprints can be
ordered at http://www.ajph.org by clicking the ‘‘Reprints/
Eprints’’ link.

This article was accepted April 15, 2010.

Contributors
All authors conceptualized and wrote the article.

Acknowledgments
This research was partially supported by the Robert
Wood Johnson Foundation Health and Society Scholars
Program at the University of California, Berkeley.

We thank Louise Swig, MPH, and Lisbeth Iglesias
Rios, MPH, for their help with references and edits; Frank
Kessel for discussion on transdisciplinarity; Nance
Wilson for her leadership with the YES! Program; and
Bonnie Duran, Meredith Minkler, Ken McLeroy, and the
anonymous reviewers for recommendations on drafts
of the article.

Human Participant Protection
Protocol approved was not required because no human
volunteers were involved in this research.

References
1. American Public Health Association. Special issue on
the science of eliminating health disparities. Am J Public
Health. 2010;100(Suppl 1):S1---S280.

2. Agency for Healthcare Research and Quality. Na-
tional Healthcare Disparities Report. Rockville, MD: US
Dept of Health and Human Services; 2003.

3. Institute of Medicine. Unequal Treatment: Confront-
ing Racial and Ethnic Disparities in Healthcare. Washing-
ton, DC: National Academies Press; 2003.

4. Satcher D, Higginbotham EJ. The public health
approach to eliminating disparities in health. Am J Public
Health. 2008;98(3):400---403.

5. Marmot MG. Status syndrome: a challenge to medi-
cine. JAMA. 2006;295(11):1304---1307.

6. California Newsreel. Unnatural causes: is inequality
making us sick? 2008. Available at: http://www.
unnaturalcauses.org. Accessed October 15, 2009.

7. Holmes J, Lehman A, Hade R, et al. Challenges for
multilevel health disparities research in a transdisciplin-
ary environment. Am J Prev Med. 2008;35(2 Suppl):
S182---S192.

8. Stokols D, Hall KL, Taylor BK, Moser RP. The
science of team science: overview of the field and
introduction to the supplement. Am J Prev Med. 2008;
35(2 Suppl):S77---S89.

9. Aboelela SW, Larson E, Bakken S, et al. Defining
interdisciplinary research: conclusions from a critical
review of the literature. Health Serve Res. 2007;42
(1 Pt 1):329---346.

10. Abrams D, Leslie FM, Mermelstein R, Kobus K,
Clayton RR. Transdisciplinary tobacco use research.
Nicotine Tob Res. 2003;5(Suppl 1):S5---S10.

11. National Center for Research Resources. Clinical
and translational science awards. 2008. Available at:
http://www.ncrr.nih.gov/clinical_research_resources/
clinical_and_translational_science_awards. Accessed
December 30, 2010.

12. Syme SL. The science of team science: assessing the
value of transdisciplinary research. Am J Prev Med.
2008;35(2 Suppl):S94---S95.

13. Blumer H. What is wrong with social theory? Am
Sociol Rev. 1954;19(1):3---10.

14. Wallerstein N. Powerlessness, empowerment, and
health: implications for health promotion programs. Am J
Health Promot. 1992;6(3):197---205.

15. Berkman LF. Seeing the forest and the trees: new
visions in social epidemiology. Am J Epidemiol. 2004;
160(1):1---2.

16. Kaplan GA. What’s wrong with social epidemiology,
and how can we make it better? Epidemiol Rev. 2004;26:
124---135.

17. Syme SL, Frohlich KL. The contribution of social
epidemiology: ten new books. Epidemiology. 2002;13
(1):110---112.

18. Morgan MA, Lifshay J. Community Engagement in
Public Health. Martinez, CA: Contra Costa Health Ser-
vices; 2006. Available at: http://cchealth.org/groups/
public_health/pdf/community_engagement_in_ph.pdf.
Accessed December 30, 2010.

19. Berkman LF, Macintyre S. The measurement of
social class in health studies: old measures and new
formulations. IARC Sci Publ. 1997;(138):51---64.

FRAMING HEALTH MATTERS

May 2011, Vol 101, No. 5 | American Journal of Public Health Wallerstein et al. | Peer Reviewed | Framing Health Matters | 827



20. Krieger N, Williams DR, Moss NE. Measuring social
class in US public health research: concepts, methodolo-
gies, and guidelines. Annu Rev Public Health. 1997;18:
341---378.

21. Krieger N. Why epidemiologists cannot afford to
ignore poverty. Epidemiology. 2007;18(6):658---663.

22. Virchow RLK, Rather LJ. Collected Essays on Public
Health and Epidemiology. 2nd ed. Canton, MA: Science
History Publications; 1985.

23. Adler NE, Boyce T, Chesney MA, et al. Socioeco-
nomic status and health. The challenge of the gradient.
Am Psychol. 1994;49(1):15---24.

24. Levy BS, Sidel VW, eds. Social Injustice and Public
Health. New York, NY: Oxford University Press; 2006.

25. McDonough P, Duncan G, Williams D, House J.
Income dynamics and adult mortality in the United
States, 1972 through 1989. Am J Public Health.
1997;87(9):1476---1483.

26. Wilkinson RG. Income distribution and life expec-
tancy. BMJ. 1992;304(6820):165---168.

27. Franzini L, Fernandez-Esquer ME. The association
of subjective social status and health in low-income
Mexican-origin individuals in Texas. Soc Sci Med.
2006;63(3):788---804.

28. Singh-Manoux A, Adler NE, Marmot MG. Subjective
social status: its determinants and its association with
measures of ill-health in the Whitehall II study. Soc Sci
Med. 2003;56(6):1321---1333.

29. Wilkinson RG. Health, hierarchy, and social anxiety.
Ann N Y Acad Sci. 1999;896:48---63.

30. Ostrove JM, Adler NE, Kuppermann M, Washington
AE. Objective and subjective assessments of socioeco-
nomic status and their relationship to self-rated health in
an ethnically diverse sample of pregnant women. Health
Psychol. 2000;19(6):613---618.

31. Berkman LF. Social epidemiology: social determi-
nants of health in the United States: are we losing
ground? Annu Rev Public Health. 2009;30:27---41.

32. Harper S, Lunch J, Hsu WL, et al. Life course
socioeconomic conditions and adult psychosocial func-
tioning. Int J Epidemiol. 2002;31(2):395---403.

33. Lynch JW, Kaplan GA, Cohen RD, et al. Childhood
and adult socioeconomic status as predictors of mortality
in Finland. Lancet. 1994;343(8896):524---527.

34. Power C, Matthews S. Origins of health inequalities
in a national population sample. Lancet. 1997;350
(9091):1584---1589.

35. Siegrist J. Place, social exchange and health: pro-
posed sociological framework. Soc Sci Med. 2000;51(9):
1283---1293.

36. Etzioni A. The New Golden Rule: Community and
Morality in a Democratic Society. London, UK: Profile; 1997.

37. Minkler M. Community Organizing and Community
Building for Health. New Brunswick, NJ: Rutgers Univer-
sity Press; 2004.

38. Diez Roux AV. Investigating neighborhood and area
effects on health. Am J Public Health. 2001;91(11):
1783---1789.

39. Yen IH, Syme SL. The social environment and
health: a discussion of the epidemiologic literature. Annu
Rev Public Health. 1999;20:287---308.

40. Acevedo-Garcia D. Zip code-level risk factors for
tuberculosis: neighborhood environment and residential

segregation in New Jersey, 1985---1992. Am J Public
Health. 2001;91(5):734---741.

41. Cubbin C, Winkleby MA. Protective and harmful
effects of neighborhood-level deprivation on individual-
level health knowledge, behavior changes, and risk of
coronary heart disease. Am J Epidemiol. 2005;162
(6):559---568.

42. Diez Roux AV, Merkin SS, Hannan P, Jacobs DR,
Kiefe CI. Area characteristics, individual-level socioeco-
nomic indicators, and smoking in young adults: the
coronary artery disease risk development in young adults
study. Am J Epidemiol. 2003;157(4):315---326.

43. Merkin SS, Roux A, Coresh J, Fried L, Jackson S,
Powe N. Individual and neighborhood socioeconomic
status and progressive chronic kidney disease in an
elderly population: the Cardiovascular Health Study. Soc
Sci Med. 2007;65(4):809---821.

44. Yen IH, Kaplan GA. Poverty area residence and
prospective change in physical activity level: evidence
from the Alameda County Study. Am J Public Health.
1998;88(11):1709---1712.

45. Yen IH, Kaplan GA. Poverty area residence and
change in depression and perceived health status. Int J
Epidemiol. 1999;28(1):90---94.

46. Marmot M. Epidemiology of socioeconomic status
and health: are determinants within countries the same as
between countries? Ann N Y Acad Sci. 1999;896:16---29.

47. Kaplan GA, Lynch JW. Socioeconomic consider-
ations in the primordial prevention of cardiovascular
disease. Prev Med. 1999;29(6 Pt 2):S30---S35.

48. Williams DR, Neighbors HW, Jackson JS. Racial/
ethnic discrimination and health: findings from commu-
nity studies. Am J Public Health. 2003;93(2):200---208.

49. Cozier Y, Palmer JR, Horton NJ, Fredman L, Wise
LA, Rosenberg L. Racial discrimination and the incidence
of hypertension in US Black women. Ann Epidemiol.
2006;16(9):681---687.

50. Ryan AM, Gee GC, Laflamme DF. The association
between self-reported discrimination, physical health and
blood pressure: findings from African Americans, Black
immigrants, and Latino immigrants in New Hampshire. J
Health Care Poor Underserved. 2006;17(2 Suppl):116---
132.

51. Williams DR, Neighbors H. Racism, discrimination
and hypertension: evidence and needed research. Ethn
Dis. 2001;11(4):800---816.

52. Moody-Ayers SY, Stewart A, Covinsky K, Inouye S.
Prevalence and correlates of perceived societal racism in
older African-American adults with type 2 diabetes
mellitus. J Am Geriatr Soc. 2005;53(12):2202---2208.

53. Finch BK, Kolody B, Vega WA. Perceived discrimi-
nation and depression among Mexican-origin adults in
California. J Health Soc Behav. 2000;41(3):295---313.

54. Schulz AJ, Gravlee CC, Williams DR, Israel BA,
Mentz G, Rowe Z. Discrimination, symptoms of depres-
sion, and self-rated health among African American
women in Detroit: results from a longitudinal analysis.
Am J Public Health. 2006;96(7):1265---1270.

55. Mustillo S, Krieger N, Gunderson E, Sidney S,
McCreath H, Kiefe C. Self-reported experiences of racial
discrimination and Black---White differences in preterm
and low-birthweight deliveries: the CARDIA Study. Am J
Public Health. 2004;94(12):2125---2131.

56. Rosenberg L, Palmer JR, Wise LA, Horton NJ,
Corwin MJ. Perceptions of racial discrimination and the

risk of preterm birth. Epidemiology. 2002;13(6):646---
652.

57. Karlsen S, Nazroo JY. Relation between racial
discrimination, social class, and health among ethnic
minority groups. Am J Public Health. 2002;92(4):624---
631.

58. Borrell LN, Kiefe CI, Williams DR, Diez-Roux AV,
Gordon-Larsen P. Self-reported health, perceived racial
discrimination, and skin color in African Americans in the
CARDIA study. Soc Sci Med. 2006;63(6):1415---1427.

59. Lantz PM, Mujahid M, Schwartz K, et al. The
influence of race, ethnicity, and individual socioeconomic
factors on breast cancer stage at diagnosis. Am J Public
Health. 2006;96(12):2173---2178.

60. Smedley BD, Stith AY, Nelson AR, eds. Unequal
Treatment: Confronting Racial and Ethnic Disparities in
Health Care. Washington, DC: National Academies Press;
2003.

61. Feagin JR. Racist America: Roots, Current Realities
and Future Reparations. Oxfordshire, UK: Routledge;
2000.

62. Jones CP. Invited commentary: ‘‘race,’’ racism, and
the practice of epidemiology. Am J Epidemiol. 2001;154
(4):299---304, discussion 305---306.

63. Krieger N. Embodying inequality: a review of
concepts, measures, and methods for studying health
consequences of discrimination. Int J Health Serv. 1999;
29(2):295---352.

64. Massey D, Denton N. American Apartheid: Segrega-
tion and the Making of the Underclass. Cambridge, MA:
Harvard University Press; 1998.

65. Wilson WJ. The Truly Disadavantaged: The Inner
City, the Underclass, and Public Policy. Chicago, IL:
University of Chigago Press; 1987.

66. Collins CA. Racism and health: segregation and
causes of death amenable to medical intervention in
major U.S. cities. Ann N Y Acad Sci. 1999;896:396---398.

67. Denton NA, Massey DS. Patterns of neighborhood
transition in a multiethnic world: U.S. metropolitan areas,
1970---1980. Demography. 1991;28(1):41---63.

68. Massey DS, Eggers ML. The ecology of inequality:
minorities and the concentration of poverty, 1970---
1980. Am J Sociol. 1990;95(5):1153---1188.

69. Berkman LF, Syme SL. Social networks, host re-
sistance, and mortality: a nine-year follow-up study of
Alameda County residents. Am J Epidemiol. 1979;109
(2):186---204.

70. Fowler J, Christakis NA. Dynamic spread of happi-
ness in a large social network: longitudinal analysis over
20 years in the Framingham Heart Study. BMJ. 2008;
4:337:a2338. doi: 10.1136/bmj.a2338.

71. Michael YL, Berkman L, Golditz GA, Holmes MD,
Kawachi I. Social networks and health-related quality of
life in breast cancer survivors: a prospective study. J
Psychosom Res. 2002;52(5):285---293.

72. Kawachi I, Kennedy BP, Lochner K, Prothrow-Smith
D. Social capital, income inequality, and mortality. Am J
Public Health. 1997;87(9):1491---1498.

73. Sampson RJ, Raudenbush SW, Earls F. Neighbor-
hoods and violent crime: a multilevel study of collective
efficacy. Science. 1997;277(5328):918---924.

74. Lochner KA, Kawachi I, Brennan RT, Buka SL.
Social capital and neighborhood mortality rates in Chi-
cago. Soc Sci Med. 2003;56(8):1797---1805.

FRAMING HEALTH MATTERS

828 | Framing Health Matters | Peer Reviewed | Wallerstein et al. American Journal of Public Health | May 2011, Vol 101, No. 5



75. Sundquist K, Yang M. Linking social capital and self-
rated health: a multilevel analysis of 11,175 men and
women in Sweden. Health Place. 2007;13(2):324---334.

76. Subramanian SV, Kim DJ, Kawachi I. Social trust and
self-rated health in US communities: a multilevel analysis.
J Urban Health. 2002;79(4 Suppl. 1):S21---S34.

77. Greiner KA, Li C, Kawachi I, Hunt DC, Ahluwalia JS.
The relationships of social participation and community
ratings to health and health behaviors in areas with high
and low population density. Soc Sci Med. 2004;59(11):
2303---2312.

78. Kim D, Subramanian SV, Gortmaker SL, Kawachi I.
US state- and county-level social capital in relation to
obesity and physical inactivity: a multilevel, multivariable
analysis. Soc Sci Med. 2006;63(4):1045---1059.

79. Scheffler RM, Brown TT, Syme SL, Kawachi I,
Tolstykh I, Iribarren C. Community-level social capital
and recurrence of acute coronary syndrome. Soc Sci Med.
2008;66(7):1603---1613.

80. Sundquist J, Johansson SE, Yang M, Sundquist K.
Low linking social capital as a predictor of coronary heart
disease in Sweden: a cohort study of 2.8 million people.
Soc Sci Med. 2006;62(4):954---963.

81. De Silva MJ, Huttly SR, Harpham T, Kenward MG.
Social capital and mental health: a comparative analysis of
four low income countries. Soc Sci Med. 2007;64(1):5---20.

82. Szreter S, Woolcock M. Health by association? Social
capital, social theory, and the political economy of public
health. Int J Epidemiol. 2004;33(4):650---667.

83. Merzel C, D’Afflitti J. Reconsidering community-
based health promotion: promise, performance, and
potential. Am J Public Health. 2003;93(4):557---574.

84. McLeroy K, Norton B, Kegler H, Burdine J, Sumaya
C. Community-based interventions. Am J Public Health.
2003;93(4):529---533.

85. McLeroy KR, Bibeau D, Steckler A, Glanz K. An
ecological perspective on health promotion programs.
Health Educ Q. 1988;15(4):351---377.

86. Smedley BD, Syme SL. Promoting Health: Interven-
tion Strategies From Social and Behavioral Research.
Committee on Capitalizing on Social Science and Be-
havioral Research to Improve the Public’s Health, Di-
vision of Health Promotion and Disease Prevention, ed.
Washington, DC: National Academies Press; 2000.

87. DiClemente RJ, Crosby RA, Kegler M, eds. Emerging
Theories in Health Promotion Practice and Research. 2nd
ed. San Francisco, CA: Jossey-Bass; 2009.

88. Glanz K, Rimer B, Viswanath K, eds. Health Behavior
and Health Education: Theory, Research, and Practice. 4th
ed. San Francisco, CA: Jossey-Bass; 2008.

89. Duran BG, Wallerstein N, Miller WR. Interventions
for alcohol problems in minority and rural populations:
the experience of the Southwest Addictions Research
Group. Alcohol Treat Q. 2007;25(4, special issue):1---10.

90. Altman DG. Challenges in sustaining public health
interventions. Health Educ Behav. 2009;36(1):24---28,
discussion 29---30.

91. Green LW, Ottoson JM, Garcı́a C, Hiatt RA. Diffusion
theory and knowledge dissemination, utilization, and
integration in public health. Annu Rev Public Health.
2009;30:151---174.

92. Bell J, Standish M. Communities and health policy:
a pathway for change. Health Aff (Millwood). 2005;24(2):
339---342.

93. Minkler M, Vásquez VB, Tajik M, Petersen D.
Promoting environmental justice through community-
based participatory research: the role of community and
partnership capacity. Health Educ Behav. 2008;35(1):
119---137.

94. Morone JA, Kilbreth EH. Power to the people?
Restoring citizen participation. J Health Polit Policy Law.
2003;28(2---3):271---288.

95. Syme SL. Social determinants of health: the com-
munity as an empowered partner. Prev Chronic Dis.
2004;1(1):1---8.

96. Fixsen DL, Naoom SF, Blase KA, Friedman RM,
Wallace F. Implementation Research: A Synthesis of the
Literature [monograph]. Tampa, FL: University of South
Florida, Louis de la Parte Florida Mental Health Institute,
National Implementation Research Network; 2005.
FMHI publication 231.

97. Hohmann AA, Shear MK. Community-based in-
tervention research: coping with the ‘‘noise’’ of real life in
study design. Am J Psychiatry. 2002;159(2):201---207.

98. Miller RL, Shinn M. Learning from communities:
overcoming difficulties in dissemination of prevention
and promotion efforts. Am J Community Psychol.
2005;35(3---4):169---183.

99. Wallerstein N, Duran B. Community-based par-
ticipatory research contributions to intervention re-
search: the intersection of science and practice to
improve health equity. Am J Public Health. 2010;100
(Suppl 1):S40---S46.

100. Hall GC. Psychotherapy research with ethnic mi-
norities: empirical, ethical, and conceptual issues. J Con-
sult Clin Psychol. 2001;69(3):502---510.

101. Glasgow RE, Emmons KM. How can we increase
translation of research into practice? Types of evidence
needed. Annu Rev Public Health. 2007;28:413---433.

102. Green LW. From research to ‘‘best practices’’ in
other settings and populations. Am J Health Behav.
2001;25(3):165---178.

103. Foucault M. Power/Knowledge: Selected Interviews
and Other Writings, 1972---1977. Gordon C, ed. New
York, NY: Pantheon Books; 1980.

104. Gaventa J. Power and Powerlessness: Quiescence and
Rebellion in an Appalachian Valley. Urbana: University of
Illinois Press; 1980.

105. Wallerstein N. What Is the Evidence on Effectiveness
of Empowerment to Improve Health? Copenhagen, Den-
mark: WHO Regional Office for Europe; 2006. Health
Evidence Network Report. Available at: http://www.
euro.who.int/__data/assets/pdf_file/0010/74656/
E88086.pdf. Accessed December 30, 2010.

106. Freire P. Pedagogy of the Oppressed. New York,
NY: Seabury Press; 1970.

107. Rappaport J. Terms of empowerment/exemplars of
prevention: toward a theory for community psychology.
Am J Community Psychol. 1987;15(2):121---148.

108. Narayan D. Empowerment and Poverty Reduction: A
Sourcebook. Washington, DC: World Bank; 2002.

109. Parker EA, Lichtenstein RL, Schulz AJ, et al.
Disentangling measures of individual perceptions of
community social dynamics: results of a community
survey. Health Educ Behav. 2001;28(4):462---486.

110. Zimmerman MA. Empowerment theory: psycho-
logical, organizational and community levels of analysis.
In: Rappaport J, Seidman E, eds. Handbook of Community

Psychology. New York, NY: Kluwer Academic/Plenum;
2000:43---63.

111. Amin R, Becker S, Bayes A. NGO-promoted micro-
credit programs and women’s empowerment in rural
Bangladesh: quantitative and qualitative evidence. J Dev
Areas. 1998;32(2):221---236.

112. Amin R, Li Y. NGO-promoted women’s credit
program, immunization coverage, and child mortality in
rural Bangladesh. Women Health. 1997;25(1):71---87.

113. Nanda P. Women’s participation in rural credit
programmes in Bangladesh and their demand for formal
health care: is there a positive impact? Health Econ.
1999;8(5):415---428.

114. Rahman M, Davanzo J, Sutradhar SC. Impact of the
Grameen Bank on childhood mortality in Bangladesh.
Glimpse. 1996;18(1):8.

115. Gala C. Empowering women in villages: all-women
village councils in Maharashtra, India. Bull Concern Asian
Sch. 1997;29(2):31---45.

116. Marmot M, Friel S, Bell R, Houweling TA, Taylor S.
Closing the gap in a generation: health equity through
action on the social determinants of health. Lancet.
2008;372(9650):1661---1669.

117. Lasker RD, Weiss ES. Broadening participation in
community problem solving: a multidisciplinary model to
support collaborative practice and research. J Urban
Health. 2003;80(1):14---47.

118. Lasker RD, Weiss ES, Miller R. Partnership synergy:
a practical framework for studying and strengthening the
collaborative advantage. Milbank Q. 2001;79(2):179---
205, III---IV.

119. Butterfoss FD, et al. From formation to action: how
allies against asthma coalitions are getting the job done.
Health Promot Pract. 2006;7(2 Suppl):34S---43S.

120. Granner ML, Sharpe PA. Evaluating community
coalition characteristics and functioning: a summary of
measurement tools. Health Educ Res. 2004;19(5):514---532.

121. Emshoff JG, Darnell AJ, Erickson SW, Schneider S,
Hudgins R. Systems change as an outcome and a process
in the work of community collaboratives for health. Am J
Community Psychol. 2007;39(3---4):255---267.

122. Kegler MC, Painter JE, Twiss JM, Aronson RE,
Norton B. Evaluation findings on community participa-
tion in the California Healthy Cities and Communities
program. Health Promot Int. 2009;24(4):300---310.

123. Butterfoss F. Coalitions and Partnerships in Com-
munity Health. San Francisco, CA: Jossey-Bass; 2007.

124. Farquhar SA, Wing S. Methodological and ethical
considerations in community-driven environmental jus-
tice research: two case studies from rural North Carolina.
In: Minkler M, Wallerstein N, eds. Community-Based
Participatory Research for Health. San Francisco, CA:
Jossey-Bass; 2003:221---241.

125. Lee T, Baker R. Las Vegas hotel workers find
a voice: the power of a popular education approach
to health and safety. In: Delp L, Outman-Kramer M,
Schurman SJ, Wong K, eds. Teaching for Change: Popular
Education and the Labor Movement. Los Angeles, CA:
UCLA Center for Labor Research and Education;
2002:72---83.

126. Itzhaky H, York AS. Showing results in community
organization. Soc Work. 2002;47(2):125---131.

127. Butterfoss FD, Morrow AL, Rosenthal J, et al.
CINCH: an urban coalition for empowerment and action.

FRAMING HEALTH MATTERS

May 2011, Vol 101, No. 5 | American Journal of Public Health Wallerstein et al. | Peer Reviewed | Framing Health Matters | 829



Consortium for the Immunization of Norfolk’s Children.
Health Educ Behav. 1998;25(2):212---225.

128. Findley S, Irigoyen M, Sanchez M, et al. Community
empowerment to reduce immunization disparities in New
York City. Ethn Dis. 2004;14(3 Suppl. 1):S134---S141.

129. Clark N, Doctor L, Friedman A, et al. Community
coalitions to control chronic disease: allies against asthma
as a model and case study. Health Promot Pract. 2006;
7(2 Suppl):14S---22S.

130. Clark N, Friedman AR, Lachance L. Summing it up:
collective lessons from the experience of seven coalitions.
Health Promot Pract. 2006;7(2 (Suppl):149S---152S.

131. Wagenaar AC, Erickson DJ, Harwood EM, O’Malley
PM. Effects of state coalitions to reduce underage drink-
ing: a national evaluation. Am J Prev Med. 2006;31(4):
307---315.

132. Massaro E, Claiborne N. Effective strategies for
reaching high-risk minorities with diabetes. Diabetes
Educ. 2001;27(6):820---826, 828.

133. el-Askari G, Freestone J, Irizarry C, et al. The healthy
neighborhoods project: a local health department’s role in
catalyzing community development. Health Educ Behav.
1998;25(2):146---159.

134. Fals-Borda O, Rahman MA, eds. Action and
Knowledge: Breaking the Monopoly with Participatory
Action Research. New York, NY: Apex Press; 1991.

135. Lewin K. Resolving Social conflicts and Field Theory
in Social Science. Washington, DC: American Psycholog-
ical Association; 1948.

136. WK Kellogg Foundation Community Health
Scholars Program. Stories of Impact [brochure]. Ann
Arbor, MI: University of Michigan School of Public
Health; 2001.

137. Gaventa J. The powerful, the powerless, and the
experts: knowledge struggles in an information age. In:
Park P, Brydon-Miller M, Hall B, Jackson T, eds. Voices
of Change: Participatory Research in the United States
and Canada. Westport, CT: Bergin & Garvey; 1993:
21---40.

138. Israel BA, Eng E, Schulz AJ, Parker EA, eds. Methods
in Community-Based Participatory Research for Health.
San Francisco, CA: Jossey-Bass; 2005.

139. Minkler M, Wallerstein N, eds. Community-Based
Participatory Research for Health: From Process to Out-
comes. 2nd ed. San Francisco, CA: Jossey Bass; 2008.

140. Horowitz CR, Robinson M, Seifer S. Community-
based participatory research from the margin to the
mainstream: are researchers prepared? Circulation.
2009;119(19):2633---2642.

141. Green LW, Mercer SL. Can public health re-
searchers and agencies reconcile the push from funding
bodies and the pull from communities? Am J Public
Health. 2001;91(12):1926---1929.

142. Cargo M, Mercer SL. The value and challenges of
participatory research: strengthening its practice. Annu
Rev Public Health. 2008;29:325---350.

143. Wallerstein NB, Duran B. Using community-based
participatory research to address health disparities.
Health Promot Pract. 2006;7(3):312---323.

144. Krieger JW, Allen C, Roberts J, Ross LC, Takaro TK.
What’s with the wheezing: methods used by the Seattle---
King County Healthy Homes Project to assess exposure to
indoor asthma triggers. In: Israel BA, Eng E, Schulz AJ,
Parker E, eds. Methods in Community-Based Participatory

Research for Health. San Francisco, CA: Jossey-Bass;
2005:230---250.

145. Leung MW, Yen IH, Minkler M. Community based
participatory research: a promising approach for in-
creasing epidemiology’s relevance in the 21st century. Int
J Epidemiol. 2004;33(3):499---506.

146. Schwab M, Syme SL. On paradigms, community
participation, and the future of public health. Am J Public
Health. 1997;87(12):2049---2051, discussion 2051---2052.

147. Wing S. Whose epidemiology, whose health? Int J
Health Serv. 1998;28(2):241---252.

148. Breckwich-Vasquez V, et al. Addressing food
security through public policy action in a community-
based participatory research partnership. Health Promot
Pract. 2007;8(4):342---349.

149. Themba-Nixon M, Minkler M, Freudenberg N.
The role of CBPR in policy advocacy. In Minkler M,
Wallerstein N, eds. Community-Based Participatory
Research for Health: From Process to Outcomes. San
Francisco, CA: Jossey-Bass; 2008:307---322.

150. Corburn J. Combining community-based research
and local knowledge to confront asthma and subsistence-
fishing hazards in Greenpoint/Williamsburg, Brooklyn,
New York. Environ Health Perspect. 2002;110(2):241---
248.

151. Corburn J. Street Science: Community Knowledge and
Environmental Health Justice. Cambridge, MA: MIT Press;
2005.

152. Wing S, Horton RA, Muhammed N, Grant GR, Tajik
M, Thu K. Integrating epidemiology, education, and
organizing for environmental justice: community health
effects of industrial hog operations. Am J Public Health.
2008;98(8):1390---1397.

153. Rivera JA, Sotres-Alvarez D, Habicht JP, Shamah T,
Villalpando S. Impact of the Mexican program for
education, health, and nutrition (Progresa) on rates of
growth and anemia in infants and young children: a
randomized effectiveness study. JAMA. 2004;291(21):
2563---2570.

154. Chau TS, Islam N, Tandon D, Ho-Asjoe H, Rey M.
Using community-based participatory research as a guid-
ing framework for health disparities research centers.
Prog Community Health Partnersh. 2007;1(2):195---205.

155. Higgins DL, Metzler M. Implementing community-
based participatory research centers in diverse urban
settings. J Urban Health. 2001;78(3)488---494.

156. Israel BA, Krieger J, Vlahov D, et al. Challenges and
facilitating factors in sustaining community-based par-
ticipatory research partnerships: lessons learned from the
Detroit, New York City and Seattle Urban Research
Centers. J Urban Health. 2006;83(6):1022---1040.

157. The Power to Reduce Health Disparities: Voices From
REACH Communities. Atlanta, CA: Centers for Disease
Control and Prevention; 2007.

158. Wallerstein N, Oetzel J, Duran B, Belone L, Tafoya
G, Rae R. CBPR processes leading to outcomes. In:
Minkler M, Wallerstein N, eds. Community-Based Par-
ticipatory Research for Health. 2nd ed. San Francisco, CA:
Jossey Bass; 2008:371---392.

159. Masse LC, Moser RP, Stokols D, et al. Measuring
collaboration and transdisciplinary integration in team
science. Am J Prev Med. 2008;35(2 Suppl):S151---S160.

160. Abrams DB. Applying transdisciplinary research
strategies to understanding and eliminating health dis-
parities. Health Educ Behav. 2006;33(4):515---531.

161. Maton KI, Perkins DD, Altman DG, et al. Commu-
nity-based interdisciplinary research: introduction to the
special issue. Am J Community Psychol. 2006;38(1---2):
1---7.

162. Stokols D. Toward a science of transdisciplinary
action research. Am J Community Psychol. 2006;38
(1---2):63---77.

163. Sanders-Phillips K. The ecology of urban violence:
its relationship to health promotion behaviors in low-
income Black and Latino communities. Am J Health
Promot. 1996;10(4):308---317.

164. Wilson N, Syme S, Boyce W, Battistich V, Selvin S.
Adolescent alcohol, tobacco, and marijuana use: the
influence of neighborhood disorder and hope. Am J
Health Promot. 2005;20(1):11---19.

165. Wilson N, Dasho S, Martin A, Wallerstein N, Wang
C, Minkler M. Engaging young adolescents in social action
through photovoice: the Youth Empowerment Strategies
(YES!) project. J Early Adolesc. 2007;27(2):241---261.

166. Wilson N, Minkler M, Dasho S, Wallerstein N,
Martin AC. Getting to social action: the Youth Empow-
erment Strategies (YES!) project. Health Promot Pract.
2008;9(4):395---403.

167. Flicker S. Who benefits from community-based
participatory research? A case study of the Positive Youth
Project. Health Educ Behav. 2008;35(1):70---86.

168. Whitbeck LB, Adams GW, Hoyt DR, Chen X.
Conceputalizing and measuring historical trauma among
American Indian people. Am J Community Psychol.
2004;33(3---4):119---130.

169. Belone L, Oetzel J, Wallerstein N, Tafoya G, Rae R.
Using participatory research to address substance use in
an American Indian community. In: Frey LR, Caragee
KM, eds. Communication Activism. Vol 3. Cresskill, NJ:
Hampton Press. In press.

170. Macintyre S. Deprivation amplification revisited; or,
is it always true that poorer places have poorer access to
resources for healthy diets and physical activity? Int J
Behav Nutr Phys Act. 2007;4:32.

171. Minkler M. Linking science and policy through
community-based participatory research to study and
address health disparities. Am J Public Health. 2010;
100(Suppl 1):S81---S88.

172. Krieger N. Proximal, distal, and the politics of
causation: what’s level got to do with it? Am J Public
Health. 2008;98(2):221---230.

173. Neuhauser L, Richardson D, Mackenzie S, Minkler
M. Advancing transdisciplinary and translational re-
search practice: issues and models of doctoral education
in public health. J Res Pract. 2007;3(2):1---24.

174. Helitzer D, Wallerstein N. A proposal for a graduate
curriculum integrating theory and practice in public
health. Health Educ Res. 1999;14(5):697---706.

175. Rosenfield PL, Kessel FS. Fostering interdisciplinary
innovation: the way forward. In: Kessel F, Rosenfield
PL, Anderson NB, eds. Interdisciplinary Research: Case
Studies From Health and Social Science. 2nd ed. New York,
NY: Oxford University Press; 2008:429---463.

176. Bowie J, Eng E, Lichtenstein R. A decade of post-
doctoral training in CBPR and dedication to Thomas A.
Bruce. Prog Community Health Partnersh. 2009;3(4,
special issue):267---270.

FRAMING HEALTH MATTERS

830 | Framing Health Matters | Peer Reviewed | Wallerstein et al. American Journal of Public Health | May 2011, Vol 101, No. 5


