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Demographics

In the early 1990s, the city of Allentown, Pennsylvania was home to approximately 105,000 people.  The city covered 17.7 square miles and contained, on average, 6,000 people per square mile, making it distinctly urban in regard to population density.  Manufacturing and trade industries employed just under half (approximately 45%) of the city’s civilian workforce.  Approximately 10% of Allentown families had incomes below the Federal poverty line, and the number of Allentown children aged <18 years living below the poverty line was approximately 22%.  The population of Allentown was predominately white; only about 12% of the population was of Hispanic origin, and 5% was African-American.  English was not the primary language for approximately 17% of Allentown residents (10% spoke Spanish).

Allentown Health Bureau

The Allentown Health Bureau (AHB) employed the equivalent of 65 full-time staff members and had an operating budget of $3,470,000.  AHB housed a distinct Environmental Health Services Section (EHSS) that was responsible for environmental protection and injury-prevention programs.  The EHSS had fairly extensive experience working directly with community members and partnered with state and federal agencies as diverse as the Allentown Chamber of Commerce, Pennsylvania Department of Environmental Protection, Allentown fire and police departments, and local housing services.  Furthermore, EHSS maintained several local environmental health data sets, which contained pertinent information about many topics including blood lead levels, water quality, foodborne illness, and air quality.          

From the outset, AHB prepared for its community-based environmental health assessment (CEHA) project, adhering to a strict timeline and producing realistic action plans.  These two objectives were important determinants throughout the implementation of its PACE EH project and guided many assessment team decisions.  The assessment component of the project took 12 months.  

The Allentown CEHA Team

The Allentown assessment team consisted of 18 members.  AHB staff, as members of the assessment team, organized and directed the project. The remainder of the assessment team was comprised of employees of other city departments, members of the faith community, people involved in civic organizations, and employees of local and state agencies. A conscious decision was made to create a cooperative team and to avoid adding “disruptive” single-issue advocates.  The team recognized that, by the time of the action planning stage, new community representatives would likely be tapped.  Attendance at the monthly meetings averaged 10-16 members throughout the life of the project.

Generating an Environmental Health Issue List

The assessment team chose to forgo any form of CEHA-specific community survey activities, instead opting to adapt locally relevant environmental health issues selected by the Allentown team.  Many of the issues were identified through previous, unrelated, local environmental health research.  The issues were refined and often redefined through assessment team discussion.

Developing Indicators, Standards, and Issue Profiles

For standards, the Allentown team decided to use Healthy People 2000: National Health Promotion and Disease Prevention Objectives (U.S. Department of Health and Human Services, 1990) in the development of indicators to track environmental health status for the community.  Applicable objectives were identified in relation to the existing environmental health issues.  Appropriate community environmental health indicators were developed and incorporated in issue profiles.  AHB staff, student interns, and one member of the Allentown assessment team were responsible for collecting and analyzing data and developing the environmental health issue profiles.  

Ranking and Prioritizing the Issues

The Allentown team redrafted and/or edited many of the ranking and prioritizing  “tools” offered in the draft version of PACE EH.  They consulted with the authors of PACE EH, other pilot-site coordinators, and experts in the field of community-based environmental health assessment to develop a more appropriate ranking and prioritizing methodology for their PACE EH process.  

The Allentown team identified a list of 36 environmental health issues, each of which was ranked on a relative scale of 0-30.  Voting members of the assessment team ranked each issue after considering the following factors.

· Relative Risk 

· Duration of Exposure

· Degree of Harm

· Distribution of Risk

The top 10 issues were identified for consideration in the priority-setting phase of the project.  The assessment team evaluated the most highly ranked environmental health issues in light of the following nine pragmatic conditions and community values.

· Political Support 


· Public Demand

· Preventability


· Regulatory Changes

· Cost Effectiveness
· Confidence in the Science
· Level of Control
· Quality of Life
· Actual or Potential Economic Loss
Each assessment-team member assessed, on a scale of 1--5, the relative importance of each of the nine criteria.  The scores were averaged and used to produce a weighted list of criteria.  Then, in a round-table setting (comprised of approximately 10 voting members), each of the top 10 environmental health issues was presented and discussed with regard to the weighted pragmatic conditions and community values.  Every issue was considered in relation to each criterion.  The team members then collaborated to develop a consensus score (1--3) for each combination of issue and criterion.  In Allentown, the assessment team decided that the eight top priority issues would form a basis for action planning.    


The prioritization methodology used by the Allentown assessment team had several advantages.  Most importantly, it was a quick and accurate way of prioritizing many environmental health issues in a relatively short period of time.  It required the active participation of the full assessment team and allowed each member an opportunity to discuss the appropriate priority grade for each issue.  

The methodology also tied together the ranking and prioritizing exercises such that the final list balanced community values, action-taking potential, and relative risk for the given issue.  Furthermore, the methodology resulted in a priority-setting exercise that, having taken into account the opinions and expertise of the assessment team, lead easily and confidently to environmental health action planning.  

The design of the Allentown ranking and priority-setting exercises virtually ensured active participation from all assessment-team members.  The Allentown methodology relied upon the active participation of the entire assessment team to ensure environmental health action plans that accurately reflected the team’s opinions and expertise.  Thus, in Allentown, the PACE EH coordinator was tasked with inspiring and maintaining the participation of the team during round-table discussions.  If participation lagged, or debatable points went unchallenged, the Allentown coordinator resorted to two specific tactics to re-invigorate the proceedings.

1. The coordinator singled out and called upon team members that he knew had unique and specific outlooks in relation to the issue under discussion.  For example, during a priority-setting exercise, a team member with professional ties to a crisis-center hotline initiative was called upon to discuss the increasing number of local teenagers attempting suicide.  Another team member with professional knowledge about local safety-code regulations was singled out to inform the team about institutional radon detection.
2. The coordinator inspired members’ participation regarding specific issues by presenting debatable points to spark open discussion.  For example, during a priority-setting exercise, the coordinator argued that “unsafe consumer products” should not be considered a high priority because many agencies exist that already concentrate on this issue.  His controversial proposal inspired a team member to point out that the findings of such agencies are not widely sought out, or known, by the general public.  

Through use of these two tactics, the group generated a context for debate over the issues.  The round-table debate, in turn, generated active participation among the entire assessment team.   The Allentown CEHA coordinator engaged the assessment team and incited activity and involvement.  Thus, the value of the priority-setting group process was directly attributable to the enthusiasm and inventiveness of Allentown’s project coordinator.

The Allentown CEHA prioritization methodology might have been hampered by some inherent limitations.  For instance, the relatively narrow range of the prioritization criterion scales (i.e., 1-3) resulted in little differentiation between the highest and lowest ranked priorities.  

Further, the round-table discussion process, which is designed to bring about consensus in assigning a given priority grade, could be influenced by the “strong leader” factor (i.e., team members committed to a particular grade for a given issue and criterion may have swayed the opinions of other team members through the passion of their presentation).  

Also of potential concern is the relatively small number of people who were entrusted to participate in the exercises.  With little differentiation among the priority grades, the absence or presence of even a single team member might have affected the final grade.  Because the final grades formed the basis of the action plan, the participation (or lack thereof) of individual assessment team members at the ranking and priority-setting exercises may have altered the outcome of the plan.  

A final concern is the appropriateness of applying a narrow spectrum of numerical scores to inherently complex environmental health issues.  For example, can public concern about an environmental health issue such as “foodborne disease” be fairly described as of “low,” “moderate,” or “high” concern?   Some outbreaks are of large public concern, others are not.  For instance, people tend not to worry about most foodborne disease because it is often not fatal or publicized. However, when an outbreak is fatal or made public, the community becomes concerned.  Therefore, the narrow range of choices in the prioritization process might not represent accurately the complexity of the issue it sought to address. 

Overall, the Allentown prioritization process was an efficient and effective way of setting priorities among many disparate environmental health issues.  It relied upon the participation and inspiration of a relatively small and committed work group.  It engaged the assessment team, represented consensus opinion among team members, and provided the impetus to establish CEHA action plans in an efficient manner.  PACE EH project staff in Allentown indicated that the ranking and priority-setting exercises were well received by the assessment team and were overwhelmingly successful at achieving the goals set forth by the project coordinator.

The Allentown assessment team decided to collapse the top eight prioritized environmental health areas into the following four distinct environmental health issues:

· residential injuries;

· violence;

· foodborne diseases; and

· indoor air quality.

Action Planning

Subcommittees were formed to simultaneously develop specific 5-year action plans for each issue to be used by numerous community agencies and individuals.  They were not developed as exclusive AHB plans.  As such, each subcommittee sought to develop partners and build community initiatives to facilitate the adoption and implementation of their action plan.  The Allentown assessment team approached action planning as a logical and necessary opportunity to recruit new members and expand working partnerships.  The action plan development process took 3-12 months, depending on the specific issue being addressed.  

Current Status of the PACE EH Project

In 1999 and 2000, AHB began integrating the objectives and intervention/prevention activities from the PACE EH action plans into their annual program plans.  More than 90% of the interventions currently have been implemented and have become part of the AHB annual planned programming.  The community now provides AHB with programming direction.  The current objectives of the PACE EH process also serve to validate past and present AHB programming.  New partnerships and coalitions have been formed, giving Allentown Health Bureau staff members new and wider perspectives on many environmental health issues.  For community members, those involved in the PACE EH process gained knowledge of and a better appreciation for the field of environmental health.  As such, they will be more likely to participate in the future.  Overall, the Allentown Health Bureau has enhanced three of their program areas with new initiatives and has addressed a completely new program area without hiring additional Health Bureau staff.  The new programming was made possible through redirection of resources.   

Advice for Future Users

1. Before taking on the project, contact several health departments that have completed the PACE EH process to get a better idea of the commitment involved, gain useful tips, and avoid duplicating mistakes.  

2. Get support for the project from the top, down.  Make sure the top elected officials and administrators support the department’s involvement.  Get a commitment from the Board of Health (and/or other relevant regional advisory groups) and the department staff that will be involved.  

3. Get potential assessment-team member names from elected officials, administrators, and relevant regional advisory groups. 

4. Keep assessment-team membership small (i.e., 15-20 members).  

5. Get a commitment from the team members that they will make it a priority to attend meetings and participate in the process.  

6. Develop a time-limited schedule for the project.  AHB scheduled 12 morning meetings, each lasting 1½ hours, on the same day each month and adhered to the schedule.  Homework was assigned as needed to stay on schedule.  

7. The Project Coordinator should plan to spend a significant amount of time over several years conducting the assessment and developing action plans.  At a minimum, 50% of a staff person’s time should be budgeted for the project. 

PACE EH Tools and Documents Used by the Allentown Health Bureau

A. Community Environmental Health Assessment Team

B. Guidance for Environmental Health Issue Ranking

C. Guidance for Environmental Health Issue Priority Setting

D. Guidance for Developing Environmental Health Issue Action Plans

E. Draft Action Plan for Food Safety

Example: “Preventability” might be deemed very important (e.g., a score of 5) by the assessment team.  Then, asthma (the issue) would be considered in light of “preventability” (the criterion).  A “1” would indicate that the issue could not be reduced before it becomes problematic, while a “3” would mean that the issue could be reduced significantly prior to emergence.  Factoring together the weighting of the criterion and the scoring of the issue produces a prioritized environmental health issue. 








