Advancing health equity in local public health practice using PACE EH
Introduction

The unchecked and growing socio-economic chasm in the United States is having detrimental repercussions in population health.  Health inequities, defined as unfair systemic and avoidable disparities in population health and mortality, are increasing.1  Social and economic inequalities play a major role in the inequitable distribution of disease.2  Low income, poverty, and segregation, have been causally linked to poorer health.3  And, economic inequality in the U.S. is greater than in any other industrialized country in the world and continues to deteriorate.4  

Health inequities limit specific segments of the population’s ability to have access to the resources and experiences that would provide them good health and well-being, and that would enable them to achieve their potential.  Health is a necessity in order for people to use their full capabilities—in getting well-paid, productive employment, and in being able to participate fully in the social life of the community.  Health inequities create psychological stresses, exacerbate social conflict, limit access to decisions that affect health, and reduce the quality of life.  Socioeconomic disadvantage creates greater susceptibility to disease and reduces life expectancy.

In order to address health inequities and otherwise lower rates of morbidity and mortality among populations at risk, local public health agencies (LPHAs) have a necessary and essential role to play.  This includes building their capacity to support activities that will lead to more permanent changes in the prerequisite conditions that produce differential health outcomes, set priorities, and communicate about the forces that produce or undermine population health.  Public health has particular credibility and moral weight because of its special expertise, including its statutory authority to protect and improve population health. An essential feature of public health involves reaching further back to fundamental influences that produce health or disease, rather than endlessly treating individuals after they become ill.5 

Unfortunately, LPHAs face a pronounced lack of guidance about how to make health equity a priority, especially in the absence of dedicated resources.  A key element of such an effort involves working collaboratively with affected communities to combine knowledge and action.  Yet few specific tools or procedures exist to guide them.  While substantial literature exists on community collaboration, community-based participatory research, and action strategies for tackling health inequities, it is typically not specifically directed at, or designed for, local public health agencies.

The Protocol for Assessing Community Excellence in Environmental Health 

(PACE EH)

In the last few years The National Association of County & City Health Officials (NACCHO) has developed and assisted in the implementation of a process called Protocol for Assessing Community Excellence in Environmental Health (PACE EH).  It is a guidance tool for local public health officials that provides a step-by-step methodology for facilitating a community-based environmental health assessment.  The thirteen-task methodology calls for the development of a community-staffed environmental health assessment team to identify local environmental health priorities, establish relevant indicators, and coordinate significant short and long term interventions.  By design, a well-executed PACE EH process incorporates both existing environmental health data and community perceptions of issues related to environmental health, and suggests a public forum in which to integrate them.  It encourages the development of significant new working relationships between community stakeholders and LPHAs by providing a venue for community members to help shape and influence the local environmental health agenda.  It also offers a proven methodology that can be used to engage the community and establish responsive, effective, and broadly supported environmental health activities.

The PACE EH guidebook was not developed primarily as a tool for addressing health inequity, a far broader mandate than PACE EH, or the vast majority of alternative community-based health assessment procedures, can support.  However, benefits accrued through use of PACE EH can serve as a platform through which local public health agencies, and communities, can better position themselves to identify and address health inequities in the future.  Furthermore, engaging in a local PACE EH process potentially enables the development of skills and capacities that will be required as public health practitioners strive to address emerging environmental health inequities.  

PACE EH and Environmental Health Equity
The experiences of PACE EH project teams over the last five years provide valuable insight regarding many ideal competencies of the future environmental health workforce.6  Of particular importance are those capacities that support local public health efforts to address environmental health inequities.  These capacities, while directly related to undertaking PACE EH successfully, can also serve as a foundation for addressing health inequities associated with environmental issues.  These include:

· Community collaboration

· Coordinating community knowledge with scientific data

· Broadening the mandate of “environmental health”

· Employing a multidisciplinary environmental health workforce

· Advocacy
Community Collaboration: Sharing Decision-Making

Identifying and addressing local environmental health inequities is impossible absent community collaboration.  True community collaboration in public health endeavors is a “dynamic, ongoing process of working together whereby the community is engaged as a partner in public health action.”7
   Such a partnership requires trust, reciprocity, democracy, and equity in decision-making. 

The PACE EH process hinges on community commitment to not only the outcomes of the process but also its planning and implementation from the outset.  The local public health agency is, in the earliest stages especially, primarily a facilitator of the process, and the goals, objectives, issue identification, and indicators are community-driven.

Many PACE EH assessment teams struggle with adhering to the spirit of collaboration with the wider community at nearly every stage of their assessment process, including issues of representation and community definition.  They devise means for identifying community leaders to serve on the assessment team.  They develop affordable survey methodologies to gauge community knowledge about local environmental health.  Their approach to interventions precariously balances community expectations and current workload.  The PACE EH process seeks an equal vote from all team members.  It must be certain of community residents’ involvement in defining the objectives, analyzing the data, and asking the questions of the assessment.

Achieving equity involves a sharing of resources, knowledge, and political power.  Whether any PACE EH project succeeds in this regard depends on agreement on and implementation of an effective collaborative process.  Developing a protocol demands democratic participation and representation.  The PACE EH team ideally represents the community as a whole with respect to important demographic characteristics, such as income, ethnicity and education. 

Coordinating Community Knowledge with Scientific Data

In many community-level research initiatives, there is a privileging of expert knowledge as having greater value than other kinds of knowledge.  In a collaborative effort, community-based knowledge, insight, and experience would be combined or integrated with scientific data collected by a local health agency.  Two elements define such a process.  The first concerns what the community already knows about its own history and lived experience, including social, cultural, and economic conditions that could provide guidance in policy making and issue determination.  Support for community collaboration acknowledges a tacit appreciation of community knowledge, given the assumption that the involvement of community members improves the local environmental health agenda.  The implication is that community members bring valuable forms of knowledge into collaborative endeavors with local public health agencies.  A distinct, but related, concern is the degree to which local public health officials are prepared to integrate community knowledge with existing scientific data that largely justifies their current environmental health endeavors.  Put simply, the value of collaborative environmental health efforts is in no small part related to the ability of local public health to make practical use of community knowledge.

The second element concerns what a community and the agency need to know to identify and research health inequities.  The agency will need to identify mechanisms to inform community residents so that, if necessary, they can become active investigators.  In poor communities, it is often necessary to provide assistance to develop the skills and capacities needed to conduct investigations and share knowledge about potential health inequities, as well as how to translate what they know into a form that can be useful for public health researchers.  This may require, in part, providing resources and the opportunity for people to articulate effectively what they know about social and economic conditions and finding ways to incorporate that information and the values expressed in the assessment process.  They might also need training in social science research methods and basic social epidemiology.8 

More specifically, addressing health inequities requires the collection of meaningful information about the social determinants of health, including data on things like poverty and unemployment, housing violations, and so on.  Relying on community knowledge and insight, health practitioners may want to consider advancing the practice of popular epidemiology.  Popular epidemiology, a philosophy and a practice, is a type of innovative public participation whereby lay people detect and act on environmental hazards and learn to collect data on conditions in the community that create health inequities, including consideration of disproportionate risks in exposure experienced by communities of color and those with low income.9  

Facilitators of local PACE EH processes report that the methodology promotes valuable opportunities for bridging the gap between community knowledge and scientific data such that resulting interventions will meet the needs of, and be comprehensible to, both community members and public health scientists.10  Issue profiles developed by PACE EH teams demonstrate a unique synthesis between standard health data sets and community perceptions of environmental health risk.

Broadening the Mandate of “Environmental Health”

Health equity is a deeply political issue, involving social forces and issues outside of public health; no simple ways exist to measure their impact.  While it is important to keep the boundaries of an environmental health assessment clear and manageable, identified issues will necessarily overlap a range of subject areas, including social hierarchy and income inequality and the correlated factors associated with them.  Realizing health equity, a crosscutting issue associated with fundamental social values and well-being, requires reliance on a very broad definition of health that includes concerns such as quality of life, social and economic equality.  Working to achieve health equity therefore demands multidisciplinary approaches and a more holistic, comprehensive view of health.  Most health inequity is preventable and avoidable and therefore actionable. Achieving health equity depends upon collective action for social change and changes in norms and values, rather than mainly improvements in science.  The issue requires a greater link between scientific inquiry and social action.

Environmental health responsibilities for many of the nation’s local public health agencies revolve largely around food establishment inspections, sewage and water quality assurance, and animal vector investigation.  Further, these relatively mainstream environmental health programs tend to rely on established bio-medical paradigms to support ongoing activities.  That is, mishandled food, unsafe sewage and water, and dangerous fauna are too often identified at the point of contact with humans, and remedied on a case-by-case basis.  Too little attention is paid to the socio-cultural realities that brought about the unsafe conditions, from culturally distinct food handling techniques, to illegal dumping and unsafe chemicals in the water, and human encroachment into the habitats of wildlife.  Public health officials often have to resort to identifying and remedying emerging risks to human health, rather than improving the health of communities by proactively preventing the existence of unhealthy conditions. 

Addressing environmental health inequity, however, requires interventions that address root causes of ill health.  It also demands recognition that traditional environmental health programs are rarely broad enough to attack the root causes of health inequity. Generally, environmental health “focuses on the interrelationships between people and their environment, promotes human health, and fosters a safe and healthful environment.”11 Practically speaking, this definition suggests that all of human activity is of concern to environmental health officials.  Of course no local public health agency can be expected to intervene in any and all human activities and institutions that affect the quality of the physical environment.  However, local public health agencies that want to position themselves better to address local environmental health inequity need both to broaden their scope of activities and focus more of their attention on the root causes of ill health rather than on the treatment of afflicted populations.

An assessment process such as PACE EH is valuable in redefining the parameters of environmental health.  In fact, the methodology calls for each local assessment team to define what they mean by “environmental health” and to establish goals and objectives that indicate success for their specific PACE EH project.  The methodology also calls for the development of interventions that draw on the expertise and resources of a number of community institutions, rather than relying solely on those of the local health agency.  Incorporating a variety of interest groups in the delineation and remediation of a local environmental health concern will serve to broaden a local facilitating health agency’s environmental health mandate.

Further, community perceptions of environmental risk are unlikely to fall into the relatively narrow categorizations represented by local health agency mandates.  Community members are not likely to voice “food safety” issues, or concerns about “indoor air quality” in general.  They can, however, tell you which dining establishments they avoid, and if local children are having asthma attacks in school.  

Reframing the issues around community perception influences the local health agency to appreciate not just the degree of the problem, but its manifestation in the community.  It is not enough to treat asthma-inducing conditions as they present themselves; if in fact a significant percentage of given cases are routinely being reported within a geographically distinct area.  Utilizing PACE EH to establish community knowledge that drives a popular epidemiology of local environmental health issues can do much to broaden the mandate of local environmental health.

Employing a Multidisciplinary Environmental Health Workforce

It is important for practitioners to collaborate with other disciplines, in a coordinated way with agencies and entities that constitute the system of public health.  Public health is never about the work of one agency but a system of entities and organizations.  Providing staff the time, space, and resources if possible to work beyond the traditional boundaries of public health is essential. 

Contemporary public health education does not sufficiently prioritize environmental health and cannot overcome increasing specialization and fragmentation.  Largely, health practitioners are not encouraged to become involved in city planning, transportation, economic redevelopment, global climate change, international trade, etc.   Health agencies need encouragement to hire people with multidisciplinary training, the ability to conduct qualitative research on organizations and communities, and an understanding of health inequities because health is embedded in social processes.

A local PACE EH process can be useful for making this case.  Whether from within or outside of the health agency, a successful PACE EH coordinator will either have, or will need to locate, expertise in meeting facilitation, qualitative analysis, grass roots organizing, and social justice.     

In fact, traditionally trained agency staff can develop rudimentary competency in many of these beneficial capacities as a result of facilitating a local PACE EH process.12 Regardless of the relative success of environmental health interventions resulting from local PACE EH processes, the emerging social science and meeting facilitation skills will benefit both the local environmental health staff and the community in many aspects of their common endeavors.   

Advocacy
Advocacy is the organized process of promoting and supporting a position, cause, belief, or policy to achieve or influence an outcome.  It usually involves using information strategically to change policies and institutions to improve the lives of disadvantaged populations.13  To advance social justice it is necessary for practitioners to be advocates, working to organize the community and engaging in the political process to consider decisions in relation to health effects for populations.  This was clearly stated in the IOM report of 1988 and reinforced in the current IOM report on public health.14  A goal is to inform opinion-makers, shape the debate, support coalitions, and influence decision makers through the agency’s expert role and the community’s knowledge.  Advocacy is not just passive dissemination of information from the assessment, but a strategic plan to deploy information to build social momentum.

A local PACE EH process can provide facilitating health agencies with a platform for advocacy.  As a process that identifies and develops local environmental health interventions through collaboration with community representatives, it provides local health officials with a unique opportunity to serve as community health leaders.  Having developed local support through the process, they can transcend the community environmental health interventions called for by the methodology and leverage their new alliances to impact local policy on behalf of the identified needs of the community.

Limitations of the Methodology

A PACE EH process entered into with dedication to addressing health inequities can, and indeed must, embrace a holistic approach to local environmental health.  The PACE EH methodology can support such an undertaking, but it cannot require it.  Components of the methodology still illustrate the difficulty of separating public health activities from a traditional bio-medical model.  For example, sample surveys provided in PACE EH offer examples that focus more on environmental agents as opposed to pathways of contagion and their links to socio-cultural arrangements.  To utilize PACE EH to address health inequity requires emphasis on social and economic injustices.  

The indicator development section of PACE EH also fails to distinguish between the value of bio-medical indicators and more equity conscious ones.  It is important to consider the relationship between indicators, their use, and social goals and how, for instance, their potential might be linked to various policy changes.  The point is to track changes in indicators of community health over time to determine progress toward the reduction of health inequities.  While it is difficult to measure equity directly, it is possible to measure inequalities in health status between advantaged and disadvantaged social groups.

Health equity indicators, beyond measuring the existence of an environmental agent, might measure the percentage of a specific population affected by a given environmental agent.  They are also more likely to have relevance to policy-making, identify discrepancies in health among sub-populations, focus on underlying determinants of ill health, and reflect issues concerning environmental quality, livability, and ecological sustainability. 

Conclusion

PACE EH supports a systemic and holistic approach to the identification of local environmental health issues.  It encourages users to envision improved community health taking into account the range of social and economic conditions that influence human health, not just the point of contact between people and disease-causing agents.  However, using PACE EH specifically to address inequities requires conscious and consistent effort on the part of the facilitators.  Eliminating health inequities is fundamentally about expanding the social rights of people to participate in decision-making that will determine the health of a community, focusing attention on the prerequisite conditions for a healthy community or the inequitable preconditions for the transmission of disease, and advocating for broad-scale social change.  It is about transforming institutions, practices, and policies that produce inequity.  The ability to work beyond more traditional bio-medical models when using PACE EH is the result of intent, not happenstance. 

Tackling health inequities must be integrated into mainstream planning, as well as the everyday work of local health agencies.  Health inequities will remain until we address the social and economic inequalities that produce the differentials in health status.  And they will not be eliminated without political pressure.  The challenge is to frame the debate, map the political landscape, develop a common agenda, beyond protection and prevention, among diverse populations with differing needs and identities but similar experiences, based on specific understandings of the causes of health inequities.  This demands creativity within legal and bureaucratic mandates and finding ways to transcend them.

In addition, the theory, practice, and scope of work within public health need expand its focus upstream to the structures and institutions that largely determine disadvantage and quality of life.  This means, as Bernard Turnock says, recognizing “public health as a social enterprise,” and committing it to not only the prevention of ill health, but also to social change.15
PACE EH offers an opportunity to explore the roots of health disparities, beyond services, and beyond behavior change, in order to determine how the phenomenon in question is produced and reproduced.  Undertaking PACE EH will not provide the facilitating local public health agency with the tools and knowledge necessary to address all emerging environmental health inequities fairly, completely, or as a matter of course. It will, however, provide local public health agencies with a methodology that supports capacity development in skill sets that are a necessary part of any attempt by a local governmental institution to address health inequities.  Assuming local public health agencies and communities support the notion that the future environmental health workforce should have skills and capacities in areas such as community collaboration, coordinating community knowledge with scientific data, broadening the mandate of “environmental health,” and employing a diversified environmental health workforce, then PACE EH is a valuable process in local public health’s growing arsenal of tools that can be used to, at least in part, complement the identification and reduction of local environmental health inequity. 
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