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Prevention Institute, a non-
profit, national center dedi-
cated to health and well-
being, developed a toolkit
for health and resilience
in vulnerable environments
(THRIVE), a community re-
silience assessment toolkit,
to help communities bolster
factors that will improve
health outcomes and reduce
disparities experienced by
racial and ethnic minorities.
THRIVE is grounded in re-
search and was developed
with input from a national
expert panel. It has demon-
strated utility in urban, rural,
and suburban settings.

Within months of pilot-
ing, several communities
had initiated farmer’s mar-
kets and youth programs.
THRIVE provides a frame-
work for community mem-
bers, coalitions, public health
practitioners, and local de-
cisionmakers to identify fac-
tors associated with poor
health outcomes in com-
munities of color the range
of partners needed to im-
prove community health
outcomes, such as plan-
ners, elected officials, busi-
nesses, housing, and trans-
portation; engage and take
action to remedy disparities.
(Am J Public Health. 2005;
95: XXX-XXX. doi:10.2105/
AJPH.2004.050146)

RACIAL AND ETHNIC
minorities in the United States
experience poorer health out-
comes than do Whites, and these
disparities are not only persistent
but also increasing.' Health dis-
parities are generally not the re-
sult of people experiencing a dif-
Jerent set of illnesses from those
affecting the general population.
Rather, they are the same dis-
eases and injuries that affect the
population as a whole, only they
affect people of color more fre-
quently and more severely.*™
A broad range of social, eco-
nomic, and community condi-
tions, such as stress, insufficient
financial and social supports,
poor diet, environmental expo-
sures, and community factors
and characteristics contribute to
disparities in health.”
THRIVE—a toolkit for health
and resilience in vulnerable envi-
ronments—is a community re-
silience assessment tool that
helps communities identify and
foster elements and characteris-
tics in the community environ-
ment that promote positive
health and safety outcomes for
racial and ethnic minorities.
These elements are shaped by
root factors such as oppression
and racism, and THRIVE helps
frame a practical approach for
addressing these elements to im-
prove health outcomes.

HEALTH, SAFETY, AND
COMMUNITY
ENVIRONMENT

The “natural” environment
(i.e., air, water, and soil) has a
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direct influence on health. Envi-
ronmental quality tends to be
worse in areas where the popu-
lation is either composed of
low-income individuals or pri-
marily of people of color. For
example, polluting sites are con-
centrated in areas where low-
income and minority popula-
tions reside.”

The social and community
environments affect health di-
rectly as well as indirectly by
influencing behavior. Neighbor-
hood conditions can directly
produce higher stress levels
that contribute to poorer men-
tal health and health outcomes.
For example, Husain® showed
in 2002 that children who
heard gunshots were twice as
likely to experience asthmatic
symptoms. Geronimus' postu-
lated in 2001 that cumulative
exposure to environmental haz-
ards, stressors in residential and
work environments, and persis-
tent psychosocial stress can ex-
plain disparate levels of mor-
bidity and disability in African
American women.

The community environment
also influences behavior, which
in turn affects health outcomes.
Blum" noted in 1981 that indi-
vidual behavior is markedly af-
fected by various aspects of the
environment. For example, fruit
and vegetable intake was 32%
higher in African American
neighborhoods when supermar-
kets were closer.'> Focusing on
behavior change alone ignores
larger environmental factors
that can work against the edu-
cational message. Adler and

Newman® asserted in 2002
that the higher prevalence of
risky behaviors associated with
lower income levels, such as to-
bacco use, physical inactivity,
and a high-fat diet, are shaped
and constrained by the social
and physical environment.
Smedley et al."* concluded in
2002 that it is unreasonable to
expect that people will change
their behavior easily when so
many forces in the social, cul-
tural, and physical environment
conspire against such change.

Research has now shown that
after adjustment for individual
risk factors, there are neighbor-
hood differences in health out-
comes.” Tt is also established
that standards of population
health are overwhelmingly af-
fected not so much by medical
care as by the social and eco-
nomic circumstances in which
people live and work.*®

A RESILIENCE APPROACH
TO COMMUNITY HEALTH

When crafting approaches to
improve the community envi-
ronment, it is important to focus
on both risk and resilience. Risk
factors are characteristics or cir-
cumstances that increase the
likelihood that people within
the community will experience
poor health and safety out-
comes. Resilience is the ability
to thrive despite the presence
of risk factors. Limiting risk
factors reduces the threats to
health and safety, but does not
necessarily achieve conditions
that support good health. For
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example, the proliferation of
fast food and junk food is a sig-
nificant risk factor for poor nu-
trition, and steps to minimize
the marketing and availability
of such food are important as-
pects of an overall approach to
good health. However, it is
equally important to ensure that
safe, healthy, affordable, and
culturally appropriate food is
available in a community. The
effects of risk and resilience (or
protective) factors on health and
safety are interactive and cumu-
lative. Studies show that re-
silience factors can counteract
the negative impact of risk fac-
tors."”*® One study demon-
strated that protective factors
moderate the negative exposure
to risk, reducing problem be-
haviors and becoming more in-
fluential as levels of risk expo-
sure increase.'

For the most part, health pro-
motion efforts have tended to
focus on risk reduction. Further,
when resilience approaches are
promulgated, they tend to focus
on individual resilience rather
than on the overall community
environment that influences
health and safety outcomes.

To the extent that community-
oriented assets are addressed,
they tend to be defined as
assets that build individual re-
siliency rather than being tar-
geted at environmental condi-
tions within a community. The
small numbers of community
resilience efforts have tended to
address healing and recovery
from specific events, such as
plant closings®® and the Septem-
ber 11, 2001, terrorist attacks.?"
These resilience efforts were
largely individually focused,
providing referrals, education,
and counseling services, and did
not focus on identifying and
promoting factors in the com-
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munity that could be bolstered
to promote better health and
safety outcomes generally and
for people of color in particular.

A scan of the community re-
silience landscape highlighted
the need for a practical tool that
could assist communities in
identifying and increasing those
resilience factors related to the
health of their community and
in decreasing disparities experi-
enced within those communi-
ties. There are numerous com-
munity capacity-building efforts,
and they play an important role
in helping practitioners take ad-
vantage of emerging research.
Community capacity-building
efforts (e.g., Partnerships for the
Public’s Health; the Turning
Point initiative; Public Health
Leadership Institute’s ap-
proaches to implementing best
practices to effective collabora-
tion; and the Community Tool
Box’s links to implementing and
evaluating key public health
principles) focus on a variety of
skills but have not defined a
specific set of community re-
silience factors that are linked
to the Leading Health Indicators
of Healthy People 2010** nor
have they provided a tool for
using these indicators for com-
munity work.

Thus there is a preponder-
ance of attention to risk factors
and to efforts that seek to solely
change individual behavior.
However, the THRIVE toolkit
highlights resilience factors that
support health and safety out-
comes in communities and can
help close the health gap. En-
hancing community resilience
factors could have long-term,
positive affects on individual and
community health and such fac-
tors can also serve as interim
benchmarks in meeting Healthy
People 2010 goals.
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COMMUNITY RESILIENCE
FACTORS

The THRIVE tool consists of
20 factors in the following 4
clusters: built environment, social
capital, services and institutions,
and structural factors.

Built Environment Factors

The built environment is a
community’s developed infra-
structure, such as street design,
public transportation, and permit-
ted uses of buildings. Built envi-
ronment factors that influence
health-related behaviors and
outcomes include whether or
not there are safe places for inci-
dental or recreational physical
activity; the availability of safe,
affordable, healthy food; safe, af-
fordable housing; safe and acces-
sible transportation; clean air,
water, and soil; limited availabil-
ity of harmful products, such as
alcohol and tobacco; and a wel-
coming and culturally appropri-
ate environment where people
want to be. For example, chil-
dren’s physical activity levels are
positively associated with the
number of play spaces near their
2324 and quality housing
can reduce triggers for asthma®
and psychological stress.*®

homes,

Social Capital Factors

Social capital includes connec-
tions among individua social net-
works and the norms of reciproc-
ity and trustworthiness that arise
from them,?’ as well as standards
for behavior that are socially dic-
tated. These standards, or behav-
ioral and gender norms, strongly
influence behavioral choices
about alcohol consumption,® to-
bacco use, and sexual activity.*?
Further, elements of social capi-
tal are associated with significant
increases in mental health and
lower rates of homicide, suicide,

and alcohol and drug abuse.>**!

When people come together for
the common good, communities
have marshaled their resources
and efforts to reduce levels of
violence®? and improve food ac-
cess.*® Social capital factors in-
clude trust and cohesion; will-
ingness to take action for the
community’s benefit; community
engagement, such as voting or
volunteering; behavior norms;
and gender norms.

Services and Institutions

The availability of and access
to high-quality, culturally compe-
tent, and appropriately coordi-
nated public and private services
and institutions is a critical ele-
ment for good health. Public and
private services and institutions
include local government, public
health and health care, social
services, education, public safety,
community groups and coali-
tions, community-based organiza-
tions, faith institutions, busi-
nesses, and arts institutions.
Services and institutions can
both promote healthy behaviors,
such as clinics giving out walking
monitors, and strengthen a broad
range of health-promoting ele-
ments in a community. Research
has shown that an artistic envi-
ronment promotes healing, for
example, in hospitals and other
health care facilities, where the
incorporation of arts into build-
ing spaces has reduced patient
recovery time and assisted in
relief for the disabled, infirm, or
their caregivers.>* The availabil-
ity of public and community-
based services may be particu-
larly important in low-income
communities of color, as resi-
dents may not have access to
or be able to afford to pay for
such services.

Structural Factors
Structural factors are over-
arching and rooted in broader
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systems that have an impact on
people and communities every-
where. Structural factors include
racial relations, employment and
economic opportunities, and mar-
keting and advertising practices.
House and Williams* concluded
in 2000 that the nature of the
socioeconomic stratification of
individuals can be changed in
ways that will improve health
outcomes. The media have an
enormous impact on shaping
perceptions about what is “nor-
mal” in society and influence
behaviors ranging from contra-
ceptive use®® to consumption of
sodas and high-fat foods to en-

gaging in acts of violence.’"*®

PROCESS

The community factors delin-
eated in THRIVE are derived
from an iterative process con-
ducted from July 2002 through
March 2003 and supported by
The California Endowment. We
scanned peer-reviewed literature
and relevant reports and inter-
views with practitioners and aca-
demics as well as an internal
analysis that included brain-
storming, clustering of concepts
and information, and a search
for supporting evidence as the
analysis progressed. The litera-
ture scan began with the Lead-
ing Health Indicators in Healthy
People 2010 (identified by
then—Surgeon General David
Satcher® in 2000 as having a
role in the elimination of health
disparities) and the “actual
causes” of death identified in
1993 by McGinnis and Foege.*’
We then searched for subse-
quent information that linked
the Leading Health Indicators
with social, behavioral, and envi-
ronmental elements.

Based on the findings of this
scan and analysis, we identified
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a set of 20 community factors
that could be linked to Leading
Health Indicators through re-
search. Further, we grouped the
factors into 4 interrelated clus-
ters. The clusters and factors
were reviewed and ratified by
the THRIVE national expert
panel and incorporated into a
tool with input from a subcom-
mittee of the expert panel.

THRIVE was piloted in
3 communities: Hidalgo County,
New Mexico (rural site); Del
Paso Heights, Sacramento,
Calif (suburban site); and East
Harlem, New York City, NY
(urban site), between October
and December 2003. In order
to ensure that the event met
local needs, we had each site
identify its own purpose for
the pilot event and select par-
ticipants. The purposes ranged
from integrating pilot event
outcomes into strategic plans
to advancing more upstream
approaches to health and ad-
dressing disparities. Participants
included adult and youth commu-
nity members, public health
practitioners, law enforcement
personnel, transportation provid-
ers, and medical providers. The
pilot event was standardized for
all 3 sites to assess the tool’s
overall utility and applicability.
Prevention Institute, a national
nonprofit center in Oakland,
Calif, developed and piloted
THRIVE under contract with
the Office of Minority Health,
US Department of Health and
Human Services. Pilot sites re-
ceived seed funding of $10 000
for their participation, pilot
event costs, next steps from
the event, and promotion of
community resilience.

Each pilot event was 1 day
long. The first half included par-
ticipants’ identification of their
major health concerns for the

16 | Race, Genetics, and Health Disparities | Peer Reviewed | Davis et al.

community; training on a com-
munity resilience approach to re-
ducing health disparities, includ-
ing background on the value of
prevention; a framework for fo-
cusing on community factors; a
delineation of the 4 clusters and
20 factors, linking each of them
to the Healthy People 2010
Leading Health Indicators and
major health concerns previously
identified; and using the THRIVE
tool to prioritize and score the
20 community factors.

The second half of the day
was a facilitated process that
confirmed the group’s responses
on the tool; prioritized 4 to 6
top priority factors for the entire
group; allowed renaming of the
priority factors to reflect local
emphasis and language; devel-
oped local indicators for each
priority factor; identified strengths
and gaps for each priority factor;
delineated key partners to en-
gage and the next steps; and
evaluation. Follow-up interviews
were also conducted with site
hosts 2 to 4 months after the
pilot event.

OUTCOMES

Overall, pilot participants af-
firmed the value of a community
resilience approach and the util-
ity of the tool across rural, urban,
and suburban settings. Partici-
pants thought the tool provided
a good framework for thinking
about health on a population
level and identifying factors that
could improve health outcomes.
Community members described
the pilot event and THRIVE tool
as “insightful,” “a great way to
look at community in different
ways,” “eye-opening,” providing
“information to help my commu-
nity and youth commission,” and
a tool that “makes me want to
look forward to the future” (pilot

participants, Del Paso Heights,
2003). Participants at the Hi-
dalgo County, NM, site also de-
scribed the tool as “a really
good tool that is well thought
out” with utility for both practi-
tioners and residents (] Marrufo,
follow-up evaluation, 2004). At
the New York site, 1 participant
commented, “The tool works and
has utility for public health and
government agencies and func-
tion” (R Hayes, follow-up evalua-
tion, 2004).

At the Hidalgo site, partici-
pants reported that THRIVE has
utility for public health and gov-
ernment agencies and found the
process useful for training com-
munity health outreach workers,
reporting that “THRIVE is an
effective strategy tool that de-
fines where public health can
make its mark in the big picture”
(R Hayes, follow-up evaluation,
2004). At the same time, the
users at the site acknowledged
challenges in identifying health
issues, such as those identified in
THRIVE, beyond the mandate
and current funding streams of
the health department (e.g., hous-
ing, transportation). Two of the
sites, Del Paso Heights and Hi-
dalgo County, incorporated the
outcomes from THRIVE into
their strategic plans, and the
event served as a catalyst for im-
mediate action to bring healthier,
more affordable food into the
community and to improve ser-
vices for youth.

Ensuring healthy, affordable
food emerged as a major priority
at all sites. Within 4 months of
the pilot events, Del Paso Heights
and Hidalgo County launched
farmer’s markets as a result of
priorities identified at the pilot
events. Del Paso Heights incorpo-
rated the development of the
market into its economic devel-
opment plan and worked with
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local farmers to bring healthy,
affordable food into the neigh-
borhood. Local merchants and
craftspeople were also encour-
aged to participate. Hidalgo
County formed a partnership
with a sister city in Mexico and
arranged for regular farmers’
markets with fresh, affordable
Mexican produce.

Education and literacy were
priority factors at Del Paso
Heights and Hidalgo County.
Within 4 months of the pilot
event, both communities had
taken steps to mitigate this factor
with recommendations that
emerged at the pilot event. Hi-
dalgo County launched a Big
Brothers/Big Sisters program and
trained more than 40 additional
youths on the community re-
silience approach and the
THRIVE tool. The community
described itself as having shifted
from a risk reduction focus with
its youths to understanding the
need to provide positive opportu-
nities and resources for youths,
including involving them signifi-
cantly in planning and decision
making. After being trained, the
youths from the community were
inspired to lead discussions on
youth programming. Del Paso
Heights has launched a teen cen-
ter, securing space from a local
school, and has plans and fund-
ing to hire 25 youth workers to
staff the center. The center will
have a service-learning compo-
nent as requested by the youths
it will serve. Youths in the com-
munity have also begun to incor-
porate the environmental ap-
proach described in THRIVE
into their efforts to reduce vio-
lence in schools, because they
now see how environmental fac-
tors influence violence and vio-
lent behaviors.

Using the THRIVE tool also
resulted in shifts in interest and
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engagement within the commu-
nity. For example, in 1 commu-
nity, there was a major shift pri-
marily from using a risk-based
approach in resolving problems
to focusing on community re-
silience. There has also been a
shift to focus more on the needs
of young people and to identify
and provide a range of needed
youth services and program-
ming. In Del Paso Heights,
THRIVE helped community
members structure their re-
sponse to the different factors
that are impacting their lives.
One participant, who is part of
the Redevelopment Advisory
Commission, is using what he
learned to incorporate health
and public safety considerations
into the work of the commission.
The same community will likely
experience an influx of about
4000 Hmong immigrants, and
community members would like
to use THRIVE to develop strat-
egies for coping with the impact
of this population’s arrival in the
community, particularly with an
emphasis on affordable housing
and employment and economic
development. In addition, partici-
pants immediately talked to
neighbors and friends about the
pilot and the approach. Within
days of the pilot, community
members who had not partici-
pated were strongly advocating
with key decisionmakers for the
changes on which participants
had agreed. For public health
practitioners in New York City,
THRIVE was helpful in framing
the different layers that affect
health and has given them a way
to think about these layers and
how they contribute.

One limitation of this study is
that although the 3 community
pilot sites responded positively to
the THRIVE tool and expressed
how instrumental it was in creat-
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ing change, it is not possible with
scientific certainty to conclude
that this change was a result of
the THRIVE toolkit and pilot
process and not merely the result
of the seed funding they received
for participation.

IMPLICATIONS

The United States has a his-
tory and continued practice of
deeply rooted personal and insti-
tutional biases directed against
people of color in key elements
of community life, such as em-
ployment, housing, the justice
and education systems, and pub-
lic health and health care. There-
fore, it is not surprising that there
are disparities in health. Indeed,
given the history of inequality
and the resulting disparity in op-
portunity, health disparities are
currently a predictable and per-
sistent problem.

The THRIVE toolkit provides
a framework for identifying and
addressing community conditions
that can improve health out-
comes and close the health gap.
The framework translates re-
search into a conceptual model
that people can understand and
into a tool that enables people to
identify specific factors and con-
crete actions that will make a dif-
ference in communities. THRIVE
works for a variety of health is-
sues and fosters solutions that
address multiple health concerns
simultaneously. One of its unique
contributions is its emphasis on
resilience, which builds on com-
munity strengths and encourages
community leadership to foster
positive change and close the
health gap.

Most discussions about reduc-
ing health disparities focus on
improving access to care and on
the quality of care. Clearly these
are critical issues that must be

remedied. However, it is also im-
perative to do whatever possible
to reduce the number of people
getting sick and injured in the
first place. THRIVE is a frame-
work for this type of prevention
work at a community or popula-
tion level. Further, the commu-
nity resilience factors identified
in THRIVE also support treat-
ment outcomes. Positive behav-
iors and environments equally
improve the success of treatment
and disease management.

The THRIVE national expert
panel identified ways that
THRIVE can help close the
health gap. They pointed to the
importance of emphasizing a re-
silience approach and building
on strengths in disenfranchised
communities to reduce dispari-
ties. Further, the panel empha-
sized the need to track this ap-
proach and associated data over
time to build a stronger science
and practice base for communi-
ties of color. Other ways the tool
can help close the health gap in-
clude (1) changing the way peo-
ple think about health and safety,
(2) providing an evidence-based
framework for change, (3) build-
ing community capacity while
building on community strengths,
and (4) fostering links to decision
makers and other resources.

As we have had the opportu-
nity to talk all over the country
about a community framework
to address disparities, it is appar-
ent that this approach has great
resonance. It provides a practical
approach to alleviate the ways
that poverty, racism, and other
forms of oppression play out at
the community level. Synthesis
research by the Institute of Medi-
cine and others has documented
the powerful influence that social
and environmental influences
have on health. Now that these
factors are recognized, effective
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public health practice demands
that they be addressed to reduce
the prevalence of racial and eth-
nic disparities in health. THRIVE
is 1 tool with demonstrated util-
ity for doing so.

There is a great risk that the
prevalence of health disparities
may increase as the population
becomes even more multicul-
tural. As the country becomes
more diverse, the reality of a
healthy and productive nation
will increasingly rely on the abil-
ity to keep all Americans healthy
and eliminate disparities by im-
proving the health of communi-
ties of color. Health care is
among the most expensive com-
mitments of government, busi-
nesses, and individuals. Illness
and injury also generate tremen-
dous social costs in the form of
lost productivity and expendi-
tures for disability, workers’ com-
pensation, and public benefit
programs. Eliminating racial and
ethnic health disparities is imper-
ative as both a matter of fairness
and economic common sense.
This tremendous challenge can—
and must—be met with a focused
commitment of will, resources,
and cooperation to make change
happen. ®
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