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The Olden Years
In 1991 Dr. Kenneth Olden became the first AfricanAmerican director of an institute in the National
Institutes of Health (NIH) when he assumed the leadership of the National Institute of Environmental Health
Sciences (NIEHS) (Brown 2004). That same year, the
NIEHS—with Dr. Olden in prominent attendance—hosted
the Interagency Symposium on Health Research Needs
to Ensure Environmental Justice, which was held
11 February 1994 in Arlington, Virginia (Shepard et al.
2002). Throughout his tenure at the helm of NIEHS,
Dr. Olden has listened to the needs, both small and large,
of communities that have experienced severe disparities in
both environmental exposures and health outcomes. This

Dr. Olden made a bold leap of faith in devoting substantial
resources and the institutional leadership of the NIEHS to give
communities a role in asking and answering the research questions
that matter to the environment and health.

has been vital to the development and implementation of
grant programs designed specifically in response to the
concerns voiced by underserved constituencies, notably,
people of color, immigrants, and poor and working class
populations in both urban and rural areas.
As one manifestation of its commitment to community involvement in the research enterprise, the NIEHS
has been at the forefront of U.S. funding agencies in
using community-based participatory research (CBPR) as
a tool to advance environmental health sciences
(O’Fallon and Dearry 2002), thereby addressing social
disparities in health (Northridge et al. 2000a). The NIEHS
defines CBPR as a methodology that promotes active
community involvement in the processes that shape
research and intervention strategies, as well as in the
conduct of research studies (O’Fallon et al. 2000).
Recently, Minkler and Wallerstein (2003) have argued
that CBPR is not a method or set of methods but rather
an orientation to research that changes the role of the
researcher and the “researched.” For well-conceived and
time-tested recommendations for using CBPR in health
initiatives, we continue to point students and colleagues
to two landmark reviews by Green et al. (1995) and
Israel et al. (1998).
Regardless of how CBPR is defined, there is little
doubt that this approach to the research enterprise has
gained wider recognition and acceptance under
Dr. Olden’s leadership at the NIEHS. Indeed, the “adolescent years” (Northridge et al. 2000b) have matured into
adulthood. Two of the prominent initiatives within the
NIEHS Translational Research Program—namely,
Environmental Justice: Partnerships for Communication
(initiated in 1993) and Community-Based Participatory
Research (initiated in 1995)—have helped institutionalize
CBPR within the NIEHS per se (NIEHS 2001).

]

Finally, the NIEHS has partnered with other agencies
and divisions within the NIH on collaborative initiatives
that foster and/or mandate the inclusion of studies using
CBPR approaches. These include but are not limited to
the 12 Centers for Children’s Environmental Health and
Disease Prevention Research [a collaborative program of
the NIEHS, the U.S. Environmental Protection Agency,
and the Centers for Disease Control and Prevention
(CDC), which was initiated in 1998 (NIEHS 2003a)] and
the eight Centers for Population Health and Health
Disparities [a joint program of four institutes/offices
within the NIH consisting of the NIEHS, the National
Cancer Institute, the National Institute on Aging, and
the Office of Behavioral and Social Sciences Research
(OBSSR), which was initiated as recently as 2003 (NIEHS
2003b)]. As the next director of the NIEHS is handed the
leadership baton, it is important that CBPR approaches
continue to be valued as a means of providing scientific
answers to research questions that communities care
about regarding the environment and health.

Asking the Research Questions
That Matter to Communities
In a conference convened at the NIH in May 2004 by
the OBSSR, William R. Shadish from the University of
California, Merced, summarized 2 days of discussion on
alternatives to randomized experiments by emphasizing
that the research question should drive the method.
Translational research, in particular, involves more than
just causal questions, and so it requires many different
kinds of study designs. Further, even when the health
effects of given environmental exposures are sought,
randomized experiments may not be feasible or ethical.
One of the hallmarks of Dr. Olden’s career at the
NIEHS is that he traveled often and listened first-hand to
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the concerns of community members (Brown 2004). Only
then was he able to discern what needed to be done to
better provide the scientific answers to the research questions from the members regarding the environment and
health. To us, this is what distinguishes CBPR approaches
from other public health sciences, including epidemiology, the social sciences, and the basic sciences. This does
not mean that the questions asked by other scientists are
any less central to increasing our understanding of the
environmental etiology of diseases or their disparate distributions across populations, principally along color and
poverty lines. Indeed, CBPR in its fullest expression
encourages the use of theories, methods, and tools from
multiple sciences and brings them to bear on the
research question of interest. Accordingly, Dr. Shadish
concluded his summary remarks at the May 2004 NIH
meeting by heartily endorsing triangulating using
different designs as a “good thing.”
The authors of this article are currently entering their
third year of collaboration on the Harlem Children’s
Zone Asthma Initiative (HCZAI), a population-based
intervention in Central Harlem in New York City, with
multiple partners led by the Harlem Children’s Zone
(HCZ) and the Department of Pediatrics at Harlem
Hospital Center (HHC) (Nicholas et al. 2005; Northridge
et al. 2002). In the remainder of this article we, as representatives from three of these partnering organizations,
offer our collective hopes for the future of CBPR as it
contributes to research on the environment and health,
with contributors from Columbia University, HCZ, and
HHC presenting their perspectives in turn.

The Perspective of the Academy
at Columbia University
A guiding principle that serves us well in our ongoing
CBPR initiatives is that we consider our institution
(Columbia University) to be part of the communities in
which we work. We acknowledge the historical record
of inequalities and ongoing power differentials that
exist between this wealthy institution of higher learning and other neighborhood institutions and organizations, and yet we regard our included schools,
personnel, and students as being part of Harlem and
Washington Heights, not separate from them.
In considering potential research initiatives, we talk
about “us” not “them.” If we decide to pose a particular
research question, then all partners around the table are
involved in framing it. Depending upon the research
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question, we may or may not be able to bring together
the resources we need for the answer. Increasingly, we
are finding that we need to invite additional partners to
the table to be effective in addressing research topics of
concern to our communities, including local agencies
such as the New York City Department of Education
and the New York City Department of Health and
Mental Hygiene. A unifying theme of our recommendations for the future of CBPR is the movement of the
locus of control out of the academy and into the community organizations, institutions, and agencies that
can best address a given research question and/or best
ensure the sustainability of the devised intervention.
Employ systems thinking. Communities are part of
dynamic systems. Many of the environmental concerns
at the “meso,” or community level (e.g., investment in
public transportation systems, housing quality and
affordability, progressive and regressive environmental
policies, enforcement of environmental regulations) are
influenced by “macro,” or fundamental factors (e.g.,
political orders, social and cultural institutions, and ideologies such as racism, social justice, and democracy)
(Schulz and Northridge 2004). In turn, community-level
factors influence “micro,” or interpersonal-level factors,
which are composed of stressors such as environmental
toxins, health behaviors such as physical activity, and
social integration and social support. In complicated and
poorly documented ways, factors at all of these levels—
macro, meso, and micro—contribute to population health
and well-being.
Conceptual frameworks, analytical methods, and
spatial tools are being developed for a better understanding of cause and effect within dynamic systems
(CDC 2004). Ecological systems have been invoked as
models, but many have inherent limitations, especially
those that do not include human agency and accountability regarding the distribution of environmental
exposures across geographical regions and population
groups. The academy can make further contributions to
CBPR by working with partners who understand the
dynamics of systems at the institutional, community,
and societal levels and how they interact with one
another to influence the environment and health of
populations. In order to interrupt the status quo and
eliminate health inequalities, future environment and
health interventions may usefully target systems and
policies not commonly considered within the purview
of the health sector (Schulz and Northridge 2004).

Northridge et al.

Develop more effective methodologies for conducting
health impact assessment. According to Krieger et al.
(2003), “Health impact assessment [HIA] seeks to expand
evaluation of policy and programs in all sectors, both
private and public, to include their impact on population
health.” The HIA framework is a notable advance over
the discredited term “natural experiments,” which is at
best a misnomer (they are neither “natural” nor “experiments”) and more often a failure of researchers and
society to hold those in power accountable for the
environmental and population health impacts of their
policies and actions.
Procedurally, HIA must involve—from the outset—
environment and health researchers, policymakers and
analysts, and members of affected populations in joint
discussions. These groups will help determine a) the
research questions to be asked and from what perspectives and b) the data necessary for answering the
research questions of interest. Rather than hiring consultants and repeating the same pitfalls as those that
beset the development process of environmental impact
statements, trained health scientists familiar with the
substantive work of public agencies and communitybased organizations (CBOs)—for example, urban and
regional planning, childhood and adult education, civil
and environmental engineering, occupational and environmental protection—should be hired to conduct HIAs
“in-house.” The role of the academy in such arrangements is to better educate and train students to work in
interdisciplinary ways with multiple partners, as is
inherent in CBPR approaches.
Enhance the research capacities of community-based
organizations and agencies. Through our collaboration in
the HCZAI, we have learned the not-so-subtle lesson that
the institutions and organizations with which we partner
have ongoing research needs that do not fit easily into
the disjointed funding mechanisms on which we rely in
“soft money” research enterprises, especially as it sustains funding for the long-term in order to effectively
evaluate ongoing environmental, social, and health care
services programs. Hence, it is essential to train dedicated
students—including students of color from poor and
working class backgrounds who are woefully underrepresented in the health care professions (Sullivan
Commission 2004)—to work in government agencies and
CBOs to enhance their capacities to conduct CBPR and
work toward the elimination of social and environmental
disparities in health. This does not render the academy
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irrelevant. Rather, it provides the vital role of mentoring
successive generations of environmental and health scientists and instilling in them the knowledge and wisdom
gained through decades of working in CBPR projects.
It is our deeply held conviction that regardless of
where our graduates choose to work, they can contribute
their talents and skills to building a better world and
working toward the elimination of health disparities
(Northridge 2003). CBPR experiences at every level of
training—undergraduate, master’s, doctoral, and postdoctoral—can help to foster this mission in our students.

The Perspective of the Community
at Harlem Children’s Zone, Inc.
Over the past decade, HCZ—a CBO serving more than
7,000 children in central Harlem—has become increasingly involved in research partnerships with the academy, a term we employ loosely to include universities,
“think tanks,” and private research groups. By having
worked through the processes of preliminary discussions,
grant writing, project implementation, and evaluation of
jointly designed initiatives many times over, we better
comprehend the power dynamics inherent in community-academic research partnerships. As a financially
sound, mission focused, and “research-savvy” CBO, we
have successfully challenged the power imbalances in
our CBPR relationships to achieve positive outcomes for
the children and families we serve. It is from this vantage
point that we offer both a summary of the key drivers of
these imbalances and three recommendations designed to
help right them.
Although the academy and a CBO may begin
partnering by uniting around a common interest—such
as improved child development—their goals and methods often diverge at some point thereafter. For example,
researchers may want to study the effects of a fitness
regimen on obesity in children, whereas CBO staff may
want to create an effective and sustainable fitness program for obese children in their neighborhood. Both
goals can be achieved through CBPR that involves careful negotiation on everything from funding to design to
implementation. However, an entrenched power imbalance prevents many CBOs from maximizing the value
of CBPR on behalf of their communities. This imbalance
stems from a research enterprise that favors ceding
decision-making authority to the academy over CBOs,
and that ultimately affects every aspect of CBPR—from
initial resource allocation through dissemination of

Essays on the Future of Environmental Health Research

37

Community-based participatory research

| Northridge et al.

findings. These grave power disparities undermine
stated CBPR principles (Israel et al. 2003) and must be
righted if CBPR is to live up to its promise. Below we
offer three ways forward.
Level the field for principal investigators from
community-based organizations. Providing opportunities
for staff members at CBOs to assume the role of principal
investigator (PI) is vitally important in equalizing the distribution of power, and the NIH has made genuine strides
forward in this aspect of CBPR. A review of the bulletin
for the June 2004 NIEHS joint environmental justice and
CBPR grantees meeting revealed that PIs from CBOs led
17 of 38 CBPR projects—nearly half! (NIEHS 2004).
Having created these opportunities, we must help ensure
that these partnerships continue to thrive and mature.
Although CBOs bring a multitude of strengths to
CBPR partnerships, a robust research infrastructure is
seldom one. Indeed, one enduring feature of CBPR partnerships is the following division of labor: CBOs devote
most of their energies toward providing direct services,
and the academy provides access to riches that their
partners can tap into, notably useful contacts, library
access, and systems and staff that support research. At
the same time, the current system reduces the agency of
CBOs, forcing them to rely upon the “kindnesses” of
their academic partners for a host of vital needs. A
review of the U.S. Department of Health and Human
Services (DHHS) Office of Human Protections web site
revealed that none of the 17 CBOs who led CBPR grants
funded by the NIEHS had established their own institutional research boards (IRBs). Rather, CBOs obtained
their ethical assurances via university partners or
through the Indian Health Service (DHHS 2004).
We can easily imagine how such a system could
develop, as IRBs at academic institutions were established to allow their faculty to conduct research, not to
further the investigative aims of other organizations in
the community. We conceived three approaches to
improve the current situation vis-à-vis CBOs and IRBs:
a) CBOs intending to engage in research sufficient to
make it worth their while could be given seed money to
create their own IRBs; b) research institutes could create
independent IRBs that would convene to review the
grants of organizations that do not maintain their own
IRBs; and c) we could build upon existing structures by
providing incentives for university partners to adapt
their procedures to facilitate having PIs from CBOs
conduct research in ways that honor their agency.
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Ensure reasonable university overheads for research
in poor communities. Academics with high university
overhead rates that approach HCZ to propose research
partnerships are often rejected outright unless they are
willing to pursue means to reduce the overhead dollars
earmarked for the university. Spending large amounts
of grant monies on overhead impedes our mission to
improve outcomes for poor children and their families,
as it drains desperately needed resources away from
program implementation and evaluation.
Because the academy has no financial self-interest in
changing this system, CBOs need to construct incentives
by refusing to collaborate with institutions unless overhead percentages are reasonable and ethically set.
Overhead should be based upon a grant-by-grant analysis
of the resources that the research actually consumes, as
per current CBO practice. Accordingly, projects that use
little overhead would not be forced to supplement projects that consume great amounts of overhead. CBOs must
recognize their own assets as liaisons to particular communities and search for opportunities to leverage these
assets through negotiation before a grant is submitted for
funding. Certain federal grants require community partners, which is a prime opportunity for CBOs to assert their
bargaining power. Universities should begin implementing a sliding scale for overhead on the basis of established
principles such as those discussed here, with the most
resource-rich institutions leading the way.
Devise ethical and equitable guidelines for data use,
data ownership, and publishing. Successful partnerships
begin with a memorandum of understanding (MOU) in
which partners establish their guidelines for data use,
data ownership, and publishing. Collaborations that
develop MOUs early in the process improve their
chances of creating and maintaining successful partnerships. Making decisions at the beginning about important issues ensures that all participants are “on the
same page” regarding expectations, approaches, and
commitments. To develop a useful MOU, partnerships
must create opportunities to resolve contentious issues
from the outset of their CBPR projects. All partners
must approach these discussions with open minds.
As CBOs become more sophisticated and develop
their own research capacities, the academy will cease
to be the physical and metaphorical repository of
CBPR knowledge. When information that is collected
with the assistance of community partners is turned
over to the academy as a matter of course, the false
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dichotomy of “university brain” and “community
brawn” is perpetuated. When the academy controls
data use, its researchers are considered the “experts”
and CBO staff are denied legitimacy in speaking about
work and experiences with which they are intimately
familiar. When members of the academy publish peerreviewed articles based upon CBPR findings without
their community partners, they tarnish their own
reputations and harm their CBO partners.
Thus, it is necessary for CBPR collaborators to
develop approaches to data use, data ownership, and
publishing that serve the essential needs of all partners.
All collaborators should share proprietary rights to the
data they have helped to collect. At a minimum, all
partners should: a) maintain up-to-date copies of
stored data, b) exercise their rights to request analyses
and interpret results, and c) affirm consent before the
public release of any data. When the findings are to be
published in peer-reviewed journals, at least one member from each partnering group should earn authorship
on every publication, and writing should begin only
when all partners agree to authorship.

The Perspective of Health Services
at Harlem Hospital Center
We are convinced that disease prevention and health
promotion are the most effective forms of health care
because keeping people healthy saves money, minimizes
suffering, and improves quality of life (O’Fallon and
Dearry 2002). To prevent disease effectively at the population level, health care providers and local communities
must better understand the causes of illness and work
together to change the social and environmental conditions that foster disease, disability, and premature death.
A future challenge for those of us working within health
care systems—both large and small—is to identify and
counsel individuals and families on preventive health
strategies that can promote longer and healthier lives.
Hence, our reason for calling for renewed emphasis on
health services research using CBPR approaches is that
we believe that—through collaboration with university
and community partners—we can better understand how
to prevent disease and improve health outcomes in
communities. Next we present three major challenges to
this goal and how to surmount them.
Renew emphasis on health services research.
Providing state-of-the-art medical services and meeting requisite standards of care without the resources
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necessary to achieve every desired outcome continues
to pose severe barriers to population health and
well-being in poor communities such as Harlem.
Although a limited number of public hospitals still
exist—including HHC, which is owned and operated by
the New York City Health and Hospitals Corporation—
relatively little public money is directed into CBPR
programs. Further, anticipated cuts in medical reimbursements will adversely affect the creation and sustainability of CBPR efforts. The emphasis has shifted
away from public health models and toward individual
health models (O’Fallon and Dearry 2002).
Our experiences at HHC through our partnership in
the HCZAI have demonstrated that intensive interventions can indeed improve the health and well-being of
children with asthma, even as disparities in health outcomes remain unacceptably high in Harlem compared
with those in other New York City neighborhoods
(Geronimus et al. 1996). Most of the social, environmental, educational, and health service deliveries of
the HCZAI are funded through private, philanthropic
monies. Although adequate funding is provided on a
year-to-year basis to address the needs of a specified
number of enrolled children and their families, there is
no link to public funding that can help ameliorate
identified program deficiencies. For example, certain
clinical indicators (e.g., medication prescriptions and
third-party reimbursement of durable medical equipment) cannot be fully assessed and tracked because our
collaborative program has no direct connection to the
community and academic health centers providing
medical care to our program enrollees.
Nonetheless, we are able to integrate public health
strategies into the HCZAI to encourage and support
our families in using the health care system appropriately. By listening to the comments and frustrations
that families have voiced about the local health care
system, we are able to meet the challenges of limited
resources by addressing families’ concerns directly,
and thereby amplify the effectiveness of the health
services delivered by our program.
Integrate community needs with health service
delivery plans. Local communities often have histories
of strained relationships with large university medical
centers. Harlem is no exception. Although there may
be reluctance on the part of community residents to
give information to local health agencies, there is also
a genuine willingness to work toward the “greater
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good” (O’Fallon et al. 2000). From our perspective at
HHC, our collaboration with HCZ has both helped us
identify the chief health care concerns for children
and their families, and design more effective programs
and interventions to meet these needs. The addition of
evaluation members from Columbia University has
better ensured that we can effectively document our
progress and setbacks and continually improve our
initiative. Through our collaboration, each partner in
the HCZAI has gained a better understanding of how
our organizations and systems affect one another.
For instance, we are still struggling to identify all
children with asthma though the public schools in
Harlem, but different partners hold different information
that cannot be easily shared. Indeed, ensuring patient
confidentiality has posed a significant challenge to CBPR
collaborations between health systems and local communities. Under the strict federal guidelines and procedures
of the Health Care Portability and Accountability Act of
1996 (1996) (HIPAA), health systems are prohibited from
disseminating protected health information about anyone
being cared for within that system. This confidentiality
has been incorporated into the operations of many health
care delivery systems but causes confusion and tension
when that information cannot reliably be shared within
the boundaries of specialized academic–community partnerships. In the HCZAI, we have been able to comply
with HIPAA rules by explaining the process to all our
formal partners and encouraging them to integrate IRB
guidelines into their daily programmatic operations. As
HIPAA guidelines are revisited and improved to meet the
needs of clients in community-based as well as hospital
settings, we recommend expanding the confidentiality
inclusion criteria so that health service delivery programs
with multiple partners can gain permission for all
involved institutions to share patient data, which is
essential to improve health outcomes.
Build sustainability for health care services research
initiatives. A strong investment in research by the public
and private sectors over the past 30 years has led to
healthier and longer life spans for most of the U.S. population. Nonetheless, certain communities—including central Harlem—continue to suffer high rates of premature
death (Citizens’ Committee for Children of New York, Inc.
2003; Geronimus et al. 1996). Translation of medical
research to patient care does not occur instantaneously,
even as information technology has increased public
awareness of research findings that may eventually lead
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to improved treatments. Continued funding for health
services research is imperative if we are to help patients,
families, and clinicians answer questions about cuttingedge, evolving medical therapies. Additionally, health
services research is needed for us to effectively address
national health care policy challenges, including confronting unequal treatment in health care along color
lines (Institute of Medicine 2002). Increased access to and
use of medical therapy options will increase patient and
clinician confidence in the health care system. Health
services research can lead to the answers that our
communities and policymakers are seeking, including
“best principles” for providing adequate and respectful
health care, regardless of the individual’s ability to pay
for services.

Using CBPR to Promote Civil Society
A hopeful promise of CBPR lies in its capacity to promote
civil society and help eliminate egregious disparities in
health and health care for those without sufficient
resources to pay high costs for safe and affordable housing, education across the life course, and adequate and
respectful medical care. Dr. Olden made a bold leap of
faith in devoting substantial resources and the institutional leadership of the NIEHS to give communities a role
in asking and answering the research questions that matter to them regarding the environment and health. His
legacy will live on through the increased capacity to conduct research within communities and demonstrable
improvements in the environments and health that will
follow from needed policies and funding of programs that
CBPR approaches have helped motivate. The true test of
CBPR will be its continued evolution once Dr. Olden has
passed on the leadership torch at the NIEHS. We will all
miss his steadfast commitment to CBPR and his listening
ear, which was tuned into the environment and health
needs of vulnerable constituencies.

SUMMARY
We are honored to contribute to this special issue of
Environmental Health Perspectives. Our task for this article is
both constrained and expanded by the collection of invited
articles. That is, various other authors have covered related topics
to which we are devoted to and that comprise the bulk of our
past and present research. On the other hand, their collective
contributions allow us to focus particularly on the topic of community-based participatory research (CBPR) and offer our views
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on what the future holds for this approach to the research
enterprise. We begin by reflecting upon Kenneth Olden’s legacy,
and how the National Institute of Environmental Health Sciences
has embraced, institutionalized, and promoted CBPR both internally and externally. Second, we articulate what we believe is at
the crux of the CBPR process, namely, the opportunity to ask—
and sometimes answer—questions that matter to communities
regarding the environment and health. Finally, we imagine what
the future might hold for CBPR from our various perspectives:
inside the academy at the Mailman School of Public Health of
Columbia University, from the point of view of a communitybased organization devoted to improving the lives of children at
Harlem Children’s Zone, Inc., and through the lens of physicians
who provide health care to poor families at Harlem Hospital
Center and its network of school- and community-based clinics.
Dr. Olden has inspired us all to contribute to positive change in
the environments and health of the communities we serve.
doi:10.1289/ehp.7642 available via http://dx.doi.org/

NOTES
Address correspondence to M.E. Northridge, Department of Sociomedical
Sciences, 722 W. 168th St., Room 1123.6, New York, NY 10032 USA. Telephone:
(212) 305-1744. Fax: (212) 342-5606. E-mail: men11@columbia.edu
We thank each member of the Harlem Children’s Zone Asthma Initiative
for her/his dedication and ongoing commitment to advancing the
environment and health of the residents of Harlem, New York City.
Financial and ongoing program support for the Harlem Children’s Zone
Asthma Initiative is provided by Robin Hood Foundation grant RHF CU516688,
the Anne E. Dyson Community Pediatrics Training Initiative, National Institute
of Environmental Health Sciences grant 1 R25 ES012574-01, American Legacy
Foundation grant 5052, and the Centers for Disease Control and Prevention
through Harlem Health Promotion Center grant U48/CCU209663-08.
The authors declare they have no competing financial interests.

REFERENCES
Brown VJ. 2004. Kenneth Olden: master fencer. Am J Public Health
94:1905–1907.
CDC. 2004. Syndemics Prevention Network. Atlanta, GA:Centers for Disease
Control and Prevention. Available: http://www.cdc.gov/syndemics/
[accessed 26 September 2004].
Citizens’ Committee for Children of New York, Inc. 2003. Keeping Track of
New York City’s Children: The Millennium Edition. New York:Citizens’
Committee for Children of New York, Inc.
DHHS, 2004. Office of Human Research Protections Search Page. Washington,
DC:U.S. Department of Health and Human Services, Office of Human
Research Protections. Available: http://ohrp.cit.nih.gov/search/asearch.
asp#ASUR [accessed 26 September 2004].
Geronimus AT, Bound J, Waidmann TA, Hillemeier MM, Burns PB. 1996. Excess
mortality among blacks and whites in the United States. N Engl J Med
335(21):1552–1558.
Green L, George MA, Daniel M, Frankish CJ, Herbert CP, Bowie WR, et al. 1995.
Study of Participatory Research in Health Promotion: Review and
Recommendations for the Development of Participatory Research in Health
Promotion in Canada. Vancouver, British Columbia:Royal Society of Canada.
Health Care Portability and Accountability Act of 1996. Public Law 104-191.
21 August 1996. Available: http://aspe.hhs.gov/adminsimp/pl104191.htm
[accessed 7 February 2005].

| Community-based participatory research

Institute of Medicine. 2002. Unequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care (Smedley BD, Stith AY, Nelson AR, eds).
Washington, DC:National Academies Press.
Israel BA, Schulz AJ, Parker E, Becker AB. 1998. Review of community-based
research: assessing partnership approaches to improve public health.
Annu Rev Public Health 19:173–202.
Israel BA, Schulz AJ, Parker EA, Becker AB, Allen AJ, Guzman JR. 2003. Critical
issues in developing and following community based participatory research
principles. In: Community-Based Participatory Research for Health (Minkler
M, Wallerstein N, eds). San Francisco:John Wiley & Sons, 53–76.
Krieger N, Northridge M, Gruskin S, Quinn M, Kriebel D, Davey Smith G, et al.
2003. Assessing health impact assessment: multidisciplinary and
international perspectives. J Epidemiol Community Health 57:659–662.
Minkler M, Wallerstein N. 2003. Introduction to community-based participatory
research. In: Community-Based Participatory Research for Health (Minkler
M, Wallerstein N, eds). San Francisco: John Wiley & Sons, 3–26.
Nicholas SW, Jean-Louis B, Ortiz B, Northridge ME, Shoemaker K, Vaughan
RD, et al. 2005. Addressing the childhood asthma crisis in Harlem: the
Harlem Children’s Zone Asthma Initiative. Am J Public Health 95:241–244.
NIEHS. 2001. Overview of the Translational Research Program at the NIEHS.
Research Triangle Park, NC:National Institute of Environmental Health
Sciences. Available: http://www.niehs.nih.gov/translat/tr-oview-fin.pdf
[accessed 7 September 2004].
NIEHS. 2003a. Final Report from the Symposium on Children’s Environmental
Health: Identifying and Preventing Environmental Risks. Research Triangle
Park, NC:National Institute of Environmental Health Sciences. Available:
http://www.niehs.nih.gov/translat/children/chrpt-03.pdf [accessed
7 September 2004].
NIEHS. 2003b. NIH Funds Eight Centers for Population Health and Health
Disparities. Research Triangle Park, NC:National Institute of Environmental
Health Sciences. Available: http://www.niehs.nih.gov/oc/news/8phctrs.htm
[accessed 7 September 2004].
NIEHS/National Institute of Occupational Health and Safety. 2004. Program
for the Environmental Justice Community-Based Participatory Research
Grantee Meeting. Research Triangle Park, NC:National Institute of
Environmental Health Sciences.
Northridge ME. 2003. Partnering to advance public health: making a
difference through government, community, business, and academic
vocations. Am J Public Health 93:1205–1206.
Northridge ME, Kinney PL, Chew GL, Shepard P, Corbin-Mark C, Graziano J.
2000a. Community Outreach and Education Program (COEP) at the NIEHS
Center for Environmental Health in Northern Manhattan: the basis for
conducting scientifically valid, socially relevant research. Environ
Epidemiol Toxicol 2:142–150.
Northridge ME, Jean-Louis B, Shoemaker K, Nicholas S. 2002. Advancing
population health in the Harlem Children’s Zone Project. Soz Praventivmed
47:201–204.
Northridge ME, Vallone D, Merzel C, Greene D, Shepard S, Cohall AT, et al.
2000b. The adolescent years: an academic-community partnership in
Harlem comes of age. J Public Health Manag Pract 6:53–60.
O’Fallon LR, Dearry A. 2002. Community-based participatory research as a
tool to advance environmental health sciences. Environ Health Perspect
110(suppl 2):155–159.
O’Fallon LR, Tyson FL, Dearry, eds. 2000. Successful Models of CommunityBased Participatory Research: Final Report. Research Triangle Park,
NC:National Institute of Environmental Health Sciences.
Schulz A, Northridge ME. 2004. Social determinants of health: implications
for environmental health promotion. Health Educ Behav 31:455–471.
Shepard PM, Northridge ME, Prakash S, Stover G. 2002. Advancing
environmental justice through community-based participatory research.
Environ Health Perspect 110(suppl 2):139–140.
Sullivan Commission. 2004. Missing Persons: Minorities in the Health
Professions. Durham, NC:Duke University School of Medicine. Available:
http://admissions.duhs.duke.edu/sullivancommission/documents/Sullivan
_Final_Report_000.pdf [accessed 26 September 2004].

Essays on the Future of Environmental Health Research

41

