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ABSTRACT

Youth violence will be one of the most challenging threats to adolescent health in the 21% Century.
Building individual and family resilience have proven to be effective prevention measures against
youth violence; however, they do not adequately address inequities in violence-related health
outcomes among adolescents. To improve health equity, it is imperative that prevention measures
not only curtail violence, but also curb its harmful effects --- particularly inequities in
vulnerabilities that give rise to inequities in health. Emerging research suggests that building
community resilience may support prevention efforts at the individual and family levels while
concurrently reducing vulnerability to risk factors for youth violence at the population level.
Notwithstanding, the public health literature on community resilience against chronic adversities,
such as youth violence, is limited.

The public health relevance of this dissertation is that it fills a gap in knowledge on
community resilience that could improve health equity. Through a stakeholder-engaged case
study, community resilience against gang violence (as an example of youth violence) and its
harmful effects was explored in Belize. A social ecological model, human security approach,
community-based participatory research, and concept mapping were employed to identify factors
of community resilience; to rate their importance for building community resilience; and to
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articulate how they work with each other to build community resilience. Multidimensional scaling
and hierarchical cluster analysis resulted in a 7-cluster concept map, which was used to develop
working theories on how factors work with one another to build community resilience.

Working theories support a framework for community resilience with three main areas:
Area I, a foundation of “essential building blocks™ of survival, livelihood, and dignity through the
provision of human security; Area II, a strengthening of community assets and social dimensions
facilitated by a sense of community, social capital, and social connectedness; and Area III, a
transformation of collective efficacy into community empowerment and collective action towards
reducing, adapting to, or recovering from adversity (e.g., gang violence). Future research will
include building a case series, which will allow for theory testing and refinement of the framework

for community resilience against the chronic adversity of gang violence.
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1.0 INTRODUCTION

As part of a global strategy for development and prosperity, countries in Latin America and the
Caribbean (LAC) are prioritizing the health of their future workforce: adolescents (World Health
Organization [WHO], 2017). In regard to adolescent health, the majority of the countries in LAC
are challenged by an excess of injuries and violence, accompanied by a rise in mental health issues
(Patton et al., 2016). A downstream analysis of youth violence shows how bullying, physical
assault, and gang violence can lead to injuries and poor mental health, as well as other adverse
health outcomes (WHO, 2015). As such, violence prevention interventions may be a better
investment since they not only reduce the prevalence of violence, but also move the needle on
violence-related injuries and poor mental health.

While the evidence on youth violence prevention interventions has identified effective
prevention measures at all levels, the majority of evidence-based interventions (EBIs) focus on the
individual and interpersonal levels, such as interventions that seek to build individual and family
resilience (WHO, 2015). Emerging research suggests that building community resilience may
support prevention efforts at the individual and family levels, as well as help address health
inequities (Norris, Stevens, Pfefferbaum, Wyche, & Pfefferbaum, 2008; Frankenberger, Mueller,
Spangler, & Alexander, 2013). This being true, the public health literature on community

resilience against youth violence is limited. Currently, conceptualizations of community resilience



center on acute adversities, like natural disasters or epidemics, and do not entirely account for
health or health equity.

This dissertation is a case study that explores factors of community resilience against gang
violence (as an example of youth violence) and its harmful effects on adolescents, their families,
and the community as a whole in Southside Belize City, Belize. A social ecological model, human
security approach, community-based participatory research (CBPR), and concept mapping were
employed to identify factors of community resilience against gang violence and its harmful effects,
to rate their importance for building community resilience, to articulate their relationships to one
another, as well as how they work with each other to build community resilience against gang

violence and its harmful effects.



2.0 BACKGROUND

2.1 ADOLESCENT HEALTH IS A PRIORITY FOR LAC

The Pan American Health Organization (PAHO) and its LAC Member States are investing in the
future of their countries by prioritizing the health and wellbeing of their young people, including
adolescents! (WHO, 2017). The most recent publication from the series Our Future: A Lancet
Commission on Adolescent Health and Wellbeing (Patton et al., 2016) provides a global snapshot
of adolescent health and wellbeing, as well as a forecast of future opportunities and challenges.
Understanding the current situation, opportunities, and challenges are key to informing

investments in adolescent health and wellbeing that could transform LAC in the 21% Century.

2.1.1 An Epidemiological Transition Model for Adolescent Health

In the publication, adolescent health and wellbeing is presented using a modernization of the
epidemiological transition model developed by Omran (1971). While conserving the core
meaning of epidemiological transition®, the model proposed by Patten et al. (2016) has been
adapted to reflect the modern health status of only the adolescent population. Like its predecessor,

the modern model has three categories of epidemiological profiles: from least to most developed,

! The World Health Organization defines young people as individuals between the ages of 10-24
and adolescents as individuals between the ages of 10-19.

2 Omran introduced the epidemiological transition as “the complex changes in patterns of health
and disease, the interactions between these patterns, and their demographic, economic, and
sociologic determinants and consequences,” (1971, p. X).



all countries fall into either multi-burden, injury excess, or non-communicable diseases (NCDs)

predominant (Patton et al., 2016).

2.1.1.1 Multi-burden

Approximately half of the global adolescent population lives in multi-burden countries,
characterized by an epidemiological profile comprised of diseases of poverty (e.g., under-nutrition,
infectious diseases, poor sexual and reproductive health), as well as injury and violence, and
NCDs. Female adolescents in these countries experience high rates of fecundity, which are
reinforced by unmet needs in sexual and reproductive health (e.g., access to contraception). In

LAC, there are three countries that fall into this category, including Haiti, Guatemala, and Guyana.

2.1.1.2 Injury excess

One in eight adolescents live in injury excess countries, characterized by persistent high
levels of unintentional injuries or violence, as well as high birth rates among the adolescent
population. Adolescents in these countries have benefited from the control of infectious diseases.
Notwithstanding, this epidemiological transition has been accompanied by an increase in road
traffic injuries, mental health issues (including self-harm and suicide), and homicides (mostly in
young men). In LAC, 14 countries fall into this category, including Belize, Bolivia, Brazil,
Colombia, Dominican Republic, Ecuador, El Salvador, French Guiana, Honduras, Mexico,

Panama, Paraguay, Suriname, and Venezuela.

2.1.1.3 NCD-Predominant
Approximately one third of the global adolescent population lives in NCD predominant

countries, characterized by an epidemiological profile that is almost exclusively comprised of
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mental health issues (including substance use disorders) and chronic physical illnesses. In addition
to the control of infectious diseases, adolescents in these countries have benefited from reductions
in injury and violence. In LAC, seven countries fall into this category, including Argentina, Chile,

Costa Rica, Cuba, Nicaragua, Peru, and Uruguay.

2.1.2 Future Public Health Efforts for Adolescent Health

The prescription for future public health efforts will reflect the epidemiological profile of the
adolescent population for each country. That stated, as a general prescription, multi-burden
countries will need to implement measures to control diseases of poverty, while also devoting
resources to the prevention of injuries and violence, mental health issues, and risk factors for
NCDs. Injury excess countries will need to balance reducing injury, violence, and adolescent
pregnancy with averting rises in mental health issues and risk factors for NCDs. Lastly, NCD
predominant countries will need to prioritize universal health access and universal health coverage
(Patton et al., 2016).

With the majority of LAC Member States falling into the injury excess category, it would
behoove PAHO to update their state-of-the-art in injury and violence prevention, as well as
adolescent pregnancy. With respect to any updates, Patton et al. (2016) recommend addressing
knowledge gaps in the prevention of mental health disorders and violence as a priority. One
important knowledge gap to address is the variations in the effectiveness of prevention efforts: a
better understanding is needed regarding what types of interventions work best for different
populations of adolescents, such as those from socially marginalized groups. In this regard,

attention should be given to the social and structural determinants of injury and violence, including



policies that target inequities in these determinants among adolescents (Patton et al., 2016; WHO,

2017).

2.2 YOUTH VIOLENCE IS A THREAT TO ADOLESCENT HEALTH

2.2.1 The Violence Typology

The World Health Organization (WHO) defines violence as, “the intentional use of physical force
or power, threatened or actual, against [oneself], another person, or against a group or community,
that either results in or has a high likelihood of resulting in injury, death, psychological harm, mal-
development, or deprivation,” (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002, p. 5). As this
definition implies, violence is a broad concept that exists at all levels, ranging from individual to
societal. Due to its broadness, researchers use the following typology of violence:

Self-inflicted violence: violent acts committed against oneself
(i.e., suicidal behavior and self abuse)

Interpersonal violence: violent acts committed between individuals
(e.g., child neglect and abuse, elder abuse, intimate

partner violence, youth violence)

Collective violence: violent acts committed by large groups
(e.g., conflicts between countries, state terrorism, war)

Research has shown that different types of violence are associated with one another and share
common risk factors (WHO, 2015). This suggests a need for conceptual and analytical tools that
can capture the complexity violence --- the unique features of each type of violence as well as the

common features that are shared among the typology.



2.2.2 Youth Violence and its Harmful Effects on Health

Violence in the adolescent population is referred to as youth violence, defined as “violence that
occurs among individuals aged 10-19 years who are unrelated and who may or may not know each
other, and generally takes place outside of the home,” (WHO, 2015, p. 5). Bullying, physical
assault (with or without a weapon), and gang violence are all examples of youth violence (WHO,
2015). Figure 1 shows the harmful effects of youth violence on adolescent health and their

consequences later on in life.

2.2.2.1 Individual level

Youth violence can result in a number of harmful effects on the health of adolescents, such
as violence-related injuries (e.g., open wounds, fractures, concussions), mental health issues (e.g.,
anxiety, depression, post-traumatic stress disorder [PTSD]), health risk behaviors (e.g., substance
abuse and dependence, physical inactivity, smoking, high stress levels), and death (WHO, 2015).
Moreover, these adverse health outcomes can lead to further health problems: for example,
violence-related injuries can lead to long-term disability; mental health issues can persist well into
adulthood; and health risk behaviors can predispose adolescents to a number of NCDs.
Furthermore, exposure to violence in childhood and adolescence can increase the risk of
involvement in violence (e.g., intimate partner violence) later on in life, thus perpetuating a cycle

of violence throughout the life course.
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Figure 1. A Downstream View of Youth Violence

(WHO, 2015; Gibbs, Jewkes, Willan, & Washington, 2018)

2.2.2.2 Interpersonal level

Beyond its harmful effects at the individual level, youth violence can also have a negative
impact on the health and wellbeing of those with whom adolescents have interpersonal
relationships, primarily family and friends. For example, a study by Mrug and Windle (2010) on
the prospective effects of violence exposure in early adolescents showed that relatives and close
friends of adolescent victims of youth violence are significantly more likely to display symptoms
of depression, to engage in substance abuse (including drugs and alcohol), and to enact disruptive

behaviors, such as disobeying the rules (e.g., vandalism) and physical aggression (e.g., threatening

others).




2.2.3 Youth Violence and Social Determinants of Health

The WHO defines social determinants of health (SDH) as “the conditions in which people are
born, grow, work, live, and age and the wider set of forces and systems that shape the conditions
of daily life,” (2008, p. 26). Stated simply, these conditions can facilitate desirable health
behaviors, which can lead to positive health outcomes; or, these conditions can facilitate
undesirable health behaviors or frustrate and even impede desirable health behaviors, both of
which can lead to poor health outcomes. There is evidence to support that youth violence can have
harmful effects on the SDH of adolescents and thus indirectly impact their health and wellbeing,

as well as the health and wellbeing of their family, friends, communities, and the greater society.

2.2.2.3 Individual level

Youth violence has a negative association with educational achievement for both victims
and perpetrators (WHO, 2015). Adolescents who are involved in youth violence have reported
fear of attending school (i.e., feeling unsafe in school or on the way to school), have been shown
to be at a greater risk than their peers for truancy and dropping out of school, and have
demonstrated lower educational performance (Kokko, Tremblay, Lacourse, Nagin, & Vitaro,
2006; Eaton et al., 2012). In turn, low educational performance can have lasting consequences on

health and wellbeing (WHO, 2008).

2.2.2.4 Societal level
There are a number of economic and social costs associated with youth violence. With
respect to the former, youth violence that results in the destruction of goods and infrastructure

harms local businesses two-fold: owners must bear the cost of replacing goods and repairing



infrastructure, as well as overcome the deterrence imposed by youth violence on customers’
patronage (WHO, 2015). Neighborhoods with a high prevalence of youth violence and violence-
related destruction experience a depreciation in property values and discouragement in economic
investments, both of which hurt the local economy (Mercy, Butchart, Rosenberg, Dahlberg, &
Harvey, 2008; Bates, 2010). With respect to social costs, the more tangible costs include those
associated with healthcare (e.g., direct medical costs) and the criminal justice system (e.g., cost of
incarceration); where as, intangible costs include feelings of fear and insecurity among the

community that weakens social cohesion® (WHO, 2015).

2.2.4 Risk Factors for Youth Violence

There is a mounting body of evidence on what factors increase the risk that an adolescent will be
involved in youth violence (Lipsey & Derzon, 1998). At the individual level, risk factors include
being male, having low intelligence, behaving disruptively (e.g., aggression) or impulsively (e.g.
hyperactivity, low self-control, risk taking), engaging in the use of alcohol or illicit drugs, selling
drugs, performing poorly in school (e.g., low academic achievement), frequently changing schools,
playing truant, and dropping out of school (WHO, 2015). Risk factors at the interpersonal level
involve parent-child and peer relationships. Adolescents who were born to adolescent parents, as
well as those whose parents are or have been involved in crime, display antisocial behavior, suffer
from mental health issues or substance abuse, maltreat their children (e.g., neglect, abuse), lack

involvement with their children (e.g., poor parent-child bond, poor supervision), and use punitive

3 Social cohesion is a sense of trust and solidarity among community members (Cagney et al.,
2016).
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discipline are at an increased risk for youth violence (Haapasalo & Pokela, 1999). In addition,
adolescents who lack social ties with or who have antisocial peers are at an increased risk of
becoming involved in youth violence (Lipsey & Derzon, 1998). Lastly, at the community and
societal levels, risk factors include living in poverty (e.g., low socioeconomic status), growing up
in a neighborhood with a high prevalence of crime and access to firearms, and weak social

protection (Rogers & Pridemore, 2013; WHO, 2015).

2.2.5 Youth Violence and Health Inequities

Beyond their mere presence, the distribution of factors for youth violence may have a profound
impact on adolescent health at the population level. For example, a disproportionate distribution
of risk factors coincides with a disproportionate burden of youth violence, placing some
adolescents in conditions of greater vulnerability than others. Without intervention, this bias in
vulnerability will translate into a bias of health outcomes, resulting in health inequalities among
an adolescent population.

Section 2.2.4 presented a number of risk factors for youth violence that have been identified
in the public health literature. Examined overall, these risk factors represent the multiple
environments --- from his personal constitution to the society that governs him --- that influence
the health behaviors of an adolescent. Moreover, risk factors do not only act within their own
environments, but interact with one another in multiple environments (Krieger, 2001). Following
this line of logic, a causal analysis could show how societal-level risk factors influence
community-level risk factors, which in turn influence interpersonal- and individual-level risk

factors. As such, societal- and community-level factors, although more distal to an adolescent,
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could be considered “causes of the causes” that directly influence the health behaviors of that
adolescent (Marmot, 2005).

Upon closer examination, risk factors for youth violence at both the community and
societal levels, such as living in poverty, are symptoms of power inequalities in the political,
economic, and social domains. Inequalities in power and their manifestations (e.g., health
inequalities) are avoidable and morally unjust. Per this judgment, health inequalities are more than
just unequal, they are inequitable. Health inequities are more egregious than health inequalities in
that they not only threaten health and wellbeing, but also threaten social justice.

With this in mind, youth violence prevention interventions (as a collective) should account
for the pervasive nature of violence and its influences on adolescent health behaviors at multiple
levels. Revisiting the aforementioned causal analysis, intervening at the community and societal
levels (i.e., addressing the “causes of the causes”) could support and complement prevention and
early intervention at the individual and interpersonal levels. That stated, the evidence in youth
violence prevention interventions that employ a community-based or whole-of-society approach

is still emerging (WHO, 2015).

2.3  RESILIENCE AS A PREVENTION MEASURE FOR YOUTH VIOLENCE

The majority of the research on effective prevention measures for youth violence focuses on risk
factors, deficits, and pathology (Losel & Farrington, 2012). Since risk models account for only a
fraction of outcome variance, knowledge on protective and buffering factors could enhance our
understanding of youth violence (Ldsel & Bender, 2003). Research on protective and buffering

factors against youth violence is concentrated on resilience in the discipline of developmental
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psychology, specifically psychopathology (Luthar, Cicchetti, & Becker, 2000; Cicchetti, 2010).
According to Losel and Farrington (2012), the concept of resilience can be defined as “the process
and outcome of an elastic biopsychosocial adaptation to stressors and difficult circumstances in
life,” (p. S9). This definition pertains to an individual (e.g., male adolescent) and his biological,
psychological, and social capability for adaptation. For example, an adolescent who was able to
function within normal range (i.e., cope) under a specific stressor (e.g., the separation of his
parents) would be considered more resilient than an adolescent who was unable to cope under the
same stressor (Losel & Farrington, 2012).

The WHO document Preventing Youth Violence: An Overview of the Evidence (2015)
presents life and social skills development as an EBI that works to strengthen individual resilience.
Life and social skills are defined as “the abilities for adaptive and positive behavior that enable
individuals to deal effectively with the demands and challenges of everyday life,” (p. 28) and
include the following skills: problem solving, critical thinking, effective communication, decision-
making, creative thinking, interpersonal relationship skills, self-awareness building, empathy, and
coping with stress and emotions (WHO, 2015). Learning to better cope with stress and emotions
is particularly apropos for adolescents who are at a higher risk of becoming involved in youth
violence or who already are involved in youth violence (Lipsey, Landenberger, & Wilson, 2007).
For these more vulnerable adolescents, a therapeutic version of life and social skills, known as
cognitive behavioral therapy, is recommended.

Resilience can also be strengthened at the interpersonal level (e.g., family resilience) and
may reinforce efforts to strengthen individual resilience (Walsh, 1996; 2002). For example, family
resilience refers to a family’s abilities to adapt to and master adversity (Walsh, 1996). Stressors

and difficult circumstances can affect the whole family. Conversely, responses to these adversities
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at the family level can reduce, adapt to, or recover from the harmful effects of a stressor or difficult
circumstance for the entire family as a unit (Walsh, 2002). In this way, vulnerable members, who
would otherwise lack resilience at the individual level, are protected by being a member of the

family.

24  COMMUNITY RESILIENCE

Community resilience has been defined as “the ability and capacities of a community to mitigate,
adapt to, and recover from [adversities] in a manner that reduces chronic vulnerability and
facilitates inclusive growth,” (Frankenberger, Mueller, Spangler, & Alexander, 2013, p. 4). While
previous research and interventions have focused on resilience at the individual and family levels,
much less attention has been given to this concept at the community level (Poortinga, 2012).
Emerging evidence suggests that community resilience may play an important role in supporting
individual and family resilience, reduce disproportionate vulnerability within a community, and

redress health inequities (Norris et al., 2008; Frankenberger et al., 2013).

2.2.1 Current Knowledge

2.2.1.1 Attributes of community resilience
According to the definition provided, community resilience has the following attributes:
exposure to adversity, a response to being exposed to adversity (i.e., collective action toward

mitigation, adaptation, or recovery); and a positive trajectory as a result of collective action.
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With respect to the attribute exposure to adversity, the public health literature has
dichotomized adversities into disaster and non-disaster typologies. McFarlane and Norris (2006)
define a disaster as “a potentially traumatic event that is collectively experienced, has an acute
onset, and is time delimited,” (p. 4). Some examples of disasters represented in the community
resilience literature include cyclones (Cash, Halder, Husain, Islam, Mallick, May, Rahman, &
Rahman, 2013), floods (Cash et al., 2013; Ng, Wilson, & Veitch, 2015), superstorms (Cagney,
Sterrett, Benz, & Tompson, 2016), and outbreaks (Rosenfeld, Etkind, Grasso, Adams, & Rothholz,
2011). Non-disasters are also potentially traumatic and collectively experienced; however, they
are chronic --- sometimes normalized --- in character, and lack defined time boundaries (Norris et
al., 2008). Some examples of non-disasters represented in the community resilience literature
include gang-related youth violence (Hansen-Nord, Kjaerulf, Almendarez, Morales Rodas, &
Castro, 2016) and long-standing human rights abuses (Beiser, Wiwa, & Adebajo, 2010). The
argument for dichotomization is the variation in the dynamics of responses to disasters versus non-
disasters: case studies indicate that disasters incite a greater urgency that likely drives mobilization
more efficiently than non-disasters (Norris et al., 2008; USAID, 2013). Whether disasters or not,
these adversities compromise the health and wellbeing of a community (Cash et al., 2013) and thus
are considered health threats themselves.

With respect to the attribute a response to being exposed to adversity, the literature has
identified various factors of community resilience that may serve as communal assets for collective
action, including place attachment (Hegney, Buikstra, Baker, Rogers-Clark, Pearce, Ross, King,

& Watson-Luke, 2007; Hess, Malilay, & Parkinson, 2008; Scannell, Cox, Fletcher, & Heykoop,
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2016); social resources, including social capital* (Beiser, Wiwa, & Adebajo, 2010; Castleden,
McKee, Murray, & Leonardi, 2011; Nolet, 2016) and social connectedness® (Ng, Wilson, &
Veitch, 2015; Cagney, Sterrett, Benz, & Tompson, 2016; Eshel & Kimhi, 2016); language
competence (Castleden, McKee, Murray, & Leonardi, 2011; Nystad, Spein, & Ingstad, 2014;
Cagney, Sterrett, Benz, & Tompson, 2016; Nolet, 2016); and traditional knowledge (Nystad,
Spein, & Ingstad, 2014; Nolet, 2016).

With respect to the attribute a positive trajectory as a result of collective action, the
community resilience literature ranges in characterizations of the endpoint from sustainability to
transformation. For example, both Moore, Chandra, and Feeney (2013) and Saul and Simon
(2016) define the endpoint trajectory for community resilience in terms of sustainability: if a
community is capable of sustaining itself through a crisis (Moore, Chandra, & Feeney, 2013) or
sustaining its wellbeing (Saul & Simon, 2016) as a result of exposure to adversity, then the
community is considered resilient. Pushing beyond mere sustainability, some sources (Eshel,
Kimhi, Lahad, & Leykin, 2016) define the resilience trajectory in terms of adaptation: if a
community is capable of not only sustaining itself through adversity, but also adapting from it so
that the community as a whole is better prepared for future adverse events, then the community is
considered resilient. Pushing further beyond, the trajectory of community resilience has even been
defined in terms of transformation (Frankenberger et al., 2013; United Nations Development

Programme [UNDP], 2014): if a community is capable of not only sustaining itself through and

* Putnam defined social capital as “the organization of social networks. ..that facilitate
cooperation and coordination for mutual benefit,” (1995, p. 67).

> Cagney et al. (2016) define social connectedness as a composite measure of social exchange
(the frequency of social interactions among community members) and collective efficacy (a
community’s perceived capacity to achieve common goals).
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adapting itself to adversity, but also transforming itself in a way that is more favorable than the
community’s pre-adversity status (e.g., by reducing chronic vulnerability, inequalities, and

inequities), then the community is considered resilient.

2.2.1.2 Factors of community resilience and their associations with health

In the public health literature, the multifactorial concept of community resilience has
mainly been investigated through its factors of social capital and social connectedness under a
resilience framework (Flores, 2017). As proxies of community resilience, social capital and social
connectedness have been shown to be positively associated with wellbeing (Hess, Malilay, &
Parkinson, 2008; Poortinga, 2012; Nystad, Spein, & Ingstad, 2014; Ng, Wilson, & Veitch, 2015;
Eshel & Kimhi, 2016), mental health (Beiser, Wiwa, & Adebajo, 2010), and other levels of
resilience (Daigneault, Dion, Hebert, McDuff, & Collin-Vézina, 2013; Eshel & Kimbhi, 2016).
Beyond correlating with both individual and family resilience, variables of community resilience
were also shown to predict both individual wellbeing and coping success, which may protect
against negative mental health outcomes (Eshel & Kimhi, 2016). These findings suggest that
community resilience may complement resilience efforts at the individual level, particularly with

respect to mental health interventions.

2.2.1.3 Conceptual tools for community resilience, health, and health inequities

A limited number of conceptualizations on community resilience have been proposed in
the public health literature. While models and frameworks are similar in their construction of
community resilience factors (e.g., social capital, social connectedness), they differ in their

representation of health and health inequities.

17



All conceptualizations of community resilience are anchored by at least one dimension of
social capital (i.e., bonding, bridging, or linking). Both the LINC Model (Landau, 2010) and the
EnRiCH Community Resilience Framework for High-Risk Populations (O’Sullivan, Kuziemsky,
Corneil, Lemyre, & Franco, 2014) consider within network bonds (i.e., bonding social capital)
among members of the same community essential to fostering solidarity and trust (i.e., social
cohesion), which can be used as a community asset in the building of community resilience.
Joining these two conceptualizations, the Los Angeles County Community Disaster Resilience
(LACCDR) Framework (Wells, Tang, Lizaola, Jones, Brown, Stayton, Williams, Chandra,
Eisenman, Fogleman, & Plough, 2013) emphasizes horizontal bridges between networks (i.e.,
bridging social capital) among sources of policy support (e.g., local government) and academic
capacity (e.g., universities), whose exchange of information, communication, and expertise can
guide communities in collective action as they build resilience. Lastly, the Framework for Multi-
Level Integration for Healthcare Services (Kreisberg, Thomas, Valley, Newell, Janes, & Little,
2016) joins the previous three models and frameworks in championing for vertical links across
hierarchies (i.e., linking social capital) that connect communities with valuable resources from
community-based organizations (CBOs), service providers (e.g., hospitals, clinics), and
administrative entities (e.g., policy support, funding) that can be used to build resilience.

In terms of how health and health equity are represented, these conceptualizations of
community resilience are markedly different. For example, the LINC Model is explicitly
predicated on the theory that trauma and persistent threats at the community level (e.g., inequalities
in power, privilege, resources, and wealth) lead to poor health outcomes (e.g., substance abuse and
addiction, depression, PTSD, suicide, violence) and poor social outcomes (e.g., abuse of power,

marginalization, prejudice, stigma) (Landau, 2010), which in turn lead to health inequities. This
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becomes the rationale for why the model focuses on the concepts of continuity and connectedness
to mobilize social systems for systemic-wide, sustainable change (Landau, 2010). As a result, the
collective management of shared communal assets reduces vulnerability to traumas and threats for
the community as a whole (Landau, 2010).

While the Framework for Multi-Level Integration for Healthcare Services has an analogous
focus on reducing vulnerability and includes physical, mental, and behavioral health (Kreisberg et
al., 2016), it does not provide a theory on the causes of health inequities at the community level as
a rationale for the framework, nor does it explicate how the framework intends to reduce health
inequities. That stated, the framework is based on the assumption that linking social capital
(“Multi-Level Integration”) among the community members, CBOs, public health service
providers, and public health administrative entities is vital for the full inclusion of vulnerable
populations in building disaster-related community resilience (Kreisberg et al., 2016). As such, it
is implied that the inclusion of vulnerable populations would redress their marginalization --- a
poor social outcome, according to the LINC Model (Landau, 2010) --- and perhaps to some extent
inequalities in power, privilege, resources, and wealth; and that this reparation would be
accompanied by improvements in health equity. In a similar manner, both the LACCDR
Framework (Wells et al., 2013) and the EnRiCH Community Resilience Framework for High-Risk
Populations (O’Sullivan et al., 2014) target vulnerable and high-risk populations, respectively;
however, neither framework is health-specific although both could be applied within a health

context.
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2.4.2 Gaps in Knowledge

While public health research has begun to identify factors of community resilience (e.g., social
capital, social connectedness), there remains a paucity of research in the identification of the
multiple factors of community resilience, as well as gaps in knowledge on their role in building
community resilience (Flores, 2017). Moreover, these community-resilience factors have been
identified within the context of community resilience against acute adversities, not chronic ones.
Furthermore, the multifactorial concept of community resilience has been studied via its individual
factors in isolation --- not in concert --- under a resilience framework (Flores, 2017). It is highly
likely that factors of community resilience do not operate in isolation, but rather interact with each
other to build community resilience. As such, studying them in isolation is insufficient and
provides limited insight on the necessary factors and conditions that favor resilience building, let

alone those that favor a more equitable distribution of health protection.

20



3.0 RESEARCH QUESTIONS

This dissertation explored the following research questions:

Research question 1: (a) What factors do communities need in order to reduce, adapt to,
or recover from youth violence and its harmful effects on
adolescents, their families, and the community as a whole?

Research question 2: (a) Are all factors equally important (or are some more important
than others) for communities to be able to reduce, adapt to, or
recover from youth violence and its harmful effects? (b) How does

importance vary between distal (e.g., policy level) and proximal
(e.g., interpersonal) perspectives?

Research question 3: (a) How do these factors relate to one another and work together to
build community resilience against youth violence and its harmful
effects on adolescents, families, and community members? (b) How
do relationships and working theories vary between distal and
proximal perspectives?

These research questions call for a diverse group of stakeholders, from those that represent the

most proximal environment (i.e., interpersonal level) to those that represent the most distal

environment (i.e., policy level) of at-risk adolescents. An ecological model would suit this
requirement and inform the recruitment of participants in a way that would yield a comprehensive
range of perspectives of community resilience against youth violence and its harmful effects on
adolescents, their families, and the community as a whole. Concurrently, an ecological model
would account for the risk factors of youth violence, as well as the building of resilience, at
multiple levels. Moreover, a participatory approach would guide all stakeholders through the
research process in an equitable, power-sharing process that benefits all participants; and a human
security approach would account for the multiple insecurities within the ecology of at-risk

adolescents that influence risk factors for youth violence.
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Furthermore, the research questions necessitate a method that allows for the generation,
valuation, and organization of abstract ideas from a diverse group of stakeholders (i.e., a range of
distal and proximal actors) into one unified conceptualization on how the ideas relate to one
another and how they work together to explain a phenomenon. With respect to these necessities,
the generation of abstract ideas refer to the the capability of a method to collect perceptions of
community resilience against youth violence and its harmful effects from the various standpoints
of a diversity of stakeholders; the valuation of abstract ideas refers to the capability of a method to
assign a value of importance to each idea; and the organization of abstract ideas refers to the
capability of a method to achieve a consensus on how study participants understand these factors
to relate to one another and work together to build community resilience against youth violence

and its harmful effects.
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4.0 MODEL

In order to obtain a comprehensive understanding of community resilience against youth violence
and its harmful effects, it is critical to select a model that will allow for the exploration of both
youth violence and community resilience under the full spectrum of circumstances through which
they influence adolescent health. The social ecological model (SEM) recognizes the circumstances
(i.e., wider set of forces, systems, and conditions) at play on both individual and population
determinants of health behaviors and their influence on health outcomes (Susser & Susser, 1996a).
Moreover, the SEM contextualizes these determinants within a hierarchy of interactive systems
(e.g., individual, interpersonal, community, institutional, political) that reflect the human reality
(e.g., boundaries, laws, dynamics) within which youth violence and community resilience exist
(Susser & Susser, 1996b). In this context, determinants not only act within their own system, but
also interact between proximal systems, and across distal systems (Krieger, 2001). As a result,
what happens in one system will have an effect on other systems within the hierarchy.

The sophistication of the SEM lends a complex yet comprehensive causal analysis of the
public health problem upon which interventions can leverage the multi-dimensionality (i.e.,
multiple systems) of the model in a manner that would not be possible under one- or two-
dimensional models. Consider the following example, which discusses the promotion of resilience

at the individual, interpersonal, and community levels:

Over the past two decades, the human security paradigm has progressed to place a greater
emphasis on the prevention of insecurity (e.g., gang violence) and the promotion of
resilience at multiple levels (Chandler, 2012). While previous research and interventions
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(Frankenberger et al., 2013) have focused on resilience at individual and household (i.e.,
interpersonal) levels, much less attention has been given to this concept at the community
level. Findings in the resilience literature suggests that community resilience may have the
following advantage over individual and household resilience: through the collective
management of communal assets, resilience at the community level can be extended to
more vulnerable community members who would otherwise lack resilience at either the

household or individual levels (Poortinga, 2012).

In this example, neither individual nor household interventions, which respectively address
individual and interpersonal determinants, may be sufficient to address the broader scope of causes
of gang violence (e.g., community determinants). Moreover, intervening at a point within the
community dimension may provide a greater amount of leverage since the influence of community
determinants has the potential to amplify the influence of interpersonal and individual
determinants within their respective dimensions of the model. As such, efforts to build community
resilience may complement current interventions focused on individual and interpersonal

resilience building.

4.1 INTRAPERSONAL ECOLOGICAL SYSTEM

The intrapersonal ecological system includes the adolescent and their personal constitution:
biological factors (e.g., genetics, age, sex), psychological factors (e.g., personality, behaviors), and
learning factors (e.g., cognitive domains, intelligence). These factors are considered individual

determinants of health behaviors. Within the intrapersonal ecology of an adolescent, individual
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determinants of health behaviors act within the intrapersonal dimension and are governed by the
boundaries (e.g., the human body), laws (e.g., laws of physics), and dynamics (e.g., brain
development, puberty) of the intrapersonal ecological system. Their actions and governance
influence the health behaviors of an adolescent, which in turn has an influence on their health and

wellbeing.

4.2 INTERPERSONAL ECOLOGICAL SYSTEM

The interpersonal ecological system includes the adolescent and their intimate relationships with
family, friends, other adolescent peers, and adults who take on a mentoring role (e.g., teachers,
coaches, counsellors). The interpersonal dimension introduces tightly-connected social factors
(e.g., bonding social capital) into the adolescent’s most proximal social environment. These
factors are considered interpersonal population determinants of health behaviors. Within the
interpersonal ecology of an adolescent, both population and individual determinants act on the
adolescent to influence their health behaviors. Interpersonal population determinants of health
behaviors act within the interpersonal dimension and are governed by the boundaries, laws, and
dynamics of the interpersonal ecological system. Concurrently, individual determinants of health
behaviors (from the intrapersonal dimension) interact with interpersonal population determinants
of health behaviors within the interpersonal dimension and are governed by the boundaries, laws,
and dynamics of the interpersonal ecological system. Their actions, interactions, and governance
influence the health behaviors of an adolescent, which in turn has an influence on their health and

wellbeing.
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43 COMMUNITY ECOLOGICAL SYSTEM

The community ecological system includes the adolescent and their less intimate relationships with
acquaintances, neighbors, classmates, community members, as well as their interactions with
individuals who represent community-based services. The community dimension introduces
loosely-connected social factors (e.g., bridging social capital, social connectedness) into the
adolescent’s second-most proximal environment. These factors are considered community
population determinants of health behaviors. Within the community ecology of an adolescent, two
different levels of population determinants (i.e., tightly- and loosely-connected social factors) and
individual determinants act on the adolescent to influence their health behaviors. Community
population determinants of health behaviors act within the community dimension and are governed
by the boundaries, laws, and dynamics of the community ecological system. Concurrently,
interpersonal population determinants of health behaviors and individual determinants of health
behaviors interact with each other, as well as community population determinants within the
community dimension and are governed by the boundaries, laws, and dynamics of the community
ecological system. Their actions, interactions, and governance influence the health behaviors of

an adolescent, which in turn has an influence on their health and wellbeing.

4.4  INSTITUTIONAL ECOLOGICAL SYSTEM

The institutional ecological system includes the adolescent and their governance by the institutions
of education (e.g., schools), the economy (e.g., money), family (e.g., marriage), religion (e.g.,

churches), and local government (e.g., police departments, the courts). The institutional dimension
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introduces organizational factors, as well as social factors (e.g., linking social capital), into the
adolescent’s second-most distal environment. These factors are considered institutional
population determinants of health behaviors. Within the institutional ecology of an adolescent, a
number of population determinants and individual determinants act on the adolescent to influence
their health behaviors. Institutional population determinants of health behaviors act within the
institutional dimension and are governed by the boundaries, laws, and dynamics of the institutional
ecological system. Concurrently, community and interpersonal population determinants of health
behaviors, along with individual determinants of health behaviors, interact with each other, as well
as institutional population determinants within the institutional dimension and are governed by the
boundaries, laws, and dynamics of the institutional ecological system. Their actions, interaction,
and governance influence the health behaviors of an adolescent, which in turn has an influence on

their health and wellbeing.

45 POLITICAL ECOLOGICAL SYSTEM

The political ecological system includes the adolescent and their governance by power or force,
including the national government (e.g. policymakers). This political dimension introduces
political factors (e.g., decision-making power) into the adolescent’s most distal environment.
These factors are considered political population factors of health behaviors. Within the political
ecology of an adolescent, a number of population determinants and individual determinants act on
the adolescent to influence their health behaviors. Political population determinants of health
behaviors act within the political dimension and are governed by the boundaries, laws, and

dynamics of the political ecological system. Concurrently, institutional, community, and
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interpersonal population determinants of health behaviors, along with individual determinants of
health behaviors, interact with each other, as well as political population determinants within the
political dimension and are governed by the boundaries, laws, and dynamics of the political
ecological system. Their actions, interaction, and governance influence the health behaviors of an

adolescent, which in turn has an influence on their health and wellbeing.
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5.0 APPROACHES

Section 2.0 made evident that the nature of youth violence is pervasive throughout society.
Although the vantage point of the dissertation is from the public health perspective (i.e., youth
violence and its harmful effects on health), youth violence affects multiple domains and actors
external to the health sector and its institutions. Similarly, resilience can exist and intervene at
multiple ecological levels, allowing for a comprehensive and diverse group of factors and actors
to exert influence on the health behaviors of at-risk adolescents. Due to the nature of youth
violence and community resilience, both the human security approach and community-based

participatory research (CBPR) were employed for the dissertation.

5.1 HUMAN SECURITY

5.1.1 Roots of the Human Security Approach

Human security protects the vital core of all human lives in ways that enhance human freedoms
and human fulfillment (United Nations [UN], 2003). The human security approach is derived from
the conceptual and philosophical roots of human security. As a philosophy, human security
recognizes that all individuals have the right to three essential freedoms: the freedom to live
without fear, the freedom to live without want, and the freedom to live in dignity; with an equal
opportunity to enjoy these freedoms, individuals are capable of fully developing their human

potential (UN, 2003). As a concept, human security encompasses the multiple dimensions of
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security that are necessary in order to guarantee the aforementioned freedoms. These dimensions
are described in Figure 2 and include community, economic, environmental, food, health® health,

personal, and political security (UNDP, 1994).

® For the purposes of this dissertation, the term health security refers to the health dimension of
human security.
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Dimensions of
Human Security

Descriptions

Community

Ensures protection through membership in a group
(e.g., family, community, diasporas, religious enclaves)

Economic

Ensures basic income or publically-funded safety net
(e.g., education, employment, entitlements)

Environmental

Ensures a healthy physical environment
(e.g., policies on clean air and water, housing conditions)

Food

Ensures physical and economic access to basic food
(e.g., food banks, food stamps, school-sponsored meals)

Health

Ensures protection from threats that lead to poor health outcomes
(e.g., universal access to health, vaccinations)

Personal

Ensures protection from physical violence, including collective, interpersonal, and self-inflicted violence
(e.g., peace treaty, policing, conflict resolution, crisis management)

Political

Ensures basic human rights
(e.g., conventions, laws, policies)

Figure 2. Descriptions of the Human Security Dimensions
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The dimensions of human security are interrelated, meaning that changes in one dimension
will affect change in any or all of the other dimensions. This being true, individuals are considered
secure when they are free from threats to a/l dimensions of human security, as a threat to any one
of them could lead to insecurity overall (UNDP, 1994). In this way, human security not only meets
basic needs, but also protects basic human rights: when individuals are secure, they are free to live
in dignity, without want or fear. These three essential freedoms protect the vital core of an
individual, affording them the liberty to pursue, develop, and fulfill their human potential (United

Nations Trust Fund for Human Security [UNTFHS], 2016).

5.1.2 The Principles of the Human Security Approach

The prescription for guaranteeing the interrelated dimensions of human security is delineated by

the following guiding principles (Korc, Hubbard, Suzuki, & Jimba, 2015):

1. Address the linkages among freedom from fear, freedom from want, and freedom to live
in dignity

2. Focus on the ways in which people experience vulnerability in their daily lives and
acknowledge that different threats feed off one another and thus need to be addressed in a
comprehensive manner

3. Engage the most vulnerable population groups in all stages of programs to address their
vulnerabilities, from the needs and resource assessment through the design and
implementation to the monitoring and evaluation phases of activities

4. Understand the local-specific context and ensure that all decisions and interventions take
that context into consideration.
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5. Include all relevant sectors and actors in the planning, decision-making, and
implementation processes
6. Focus on prevention to the extent possible

7. Create synergy between protection and empowerment actions

5.1.3 The Key Characteristics of the Human Security Approach

The guiding principles of human security are operationalized into the human security approach
using a process of governing that promotes equity, participation, pluralism, transparency,
accountability and the rule of law in a manner that is effective, efficient, and enduring. As an
approach, human security has five key characteristics. First, the approach is people-centered and
thus places people at the core of all actions (Korc et al., 2015). Second, the approach is context-
specific, taking into account the lived experiences and local circumstances of the communities who
are exposed to threats of human security (Korc et al., 2015). Third, the approach takes on a
comprehensive perspective and multi-sectorial framework, which recognizes that threats are
interrelated, involving different areas (e.g., health, education), and thus need to be addressed by
multiple sectors and their actors (Korc et al., 2015). Fourth, the approach is both prevention- and
promotion-oriented, focusing on the root causes of human insecurities as an entry point for
intervention (Korc et al., 2015). Fifth, the approach follows a protection-empowerment
framework, which balances the provisions from protection actors with the feedback from

empowerment actors (Korc et al., 2015).
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5.1.4 The Rationale for Employing the Human Security Approach

The key characteristics of the human security approach presented in the pervious section provide
only part of the rationale for employing the approach to the dissertation. Beyond the advantages
of each characteristic, the relationship between human security and health, as well as human
security and resilience, further supports the application of the human security approach to the
exploration of community resilience against gang violence and its harmful effects on adolescents,

their families, and the community as a whole.

5.1.4.1 Human security and health

The most evident connection between human security and health is the fact that health
security is one of the seven dimensions of human security. As previously established, the multiple
dimensions of human security are interrelated. Due to their interrelatedness, poor health outcomes
can manifest directly as a result of threats to health security or indirectly as a result of threats to
any of the other dimensions of human security. In public health, the dimensions of human security
are considered SDH, whose conditions, forces, and systems interplay within the ecology of an
adolescent, influencing their health behaviors and ultimately health outcomes. This being true,
accounting for each dimension of human security, versus primarily just the health dimension of
human security, likewise accounts for the full gamut of SDH that threaten the health and wellbeing

of adolescents.

5.1.4.2 Human security and resilience
Over the past two decades, the human security paradigm has progressed to place a greater

emphasis on the prevention of insecurity through the promotion of resilience at multiple levels
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(Chandler, 2012). While previous research and interventions have focused on resilience at
individual and household (i.e., interpersonal) levels, much less attention has been given to this
concept at the community level (Frankenberger et al., 2013). Frankenberger, Mueller, Spangler,
and Alexander (2013) developed a community resilience conceptual framework for measurement
based on their own research (Frankenberger, Langworthy, Spangler, & Nelson, 2012) and three
other models (CARE, 2002; TANGO, 2008; DFID, 2011), for the United States Government
Global Hunger & Food Security Initiative: Feed the Future. Within the context of the human
security dimension of food security, the objective of the framework according to the authors is
“...to provide a comprehensive understanding of the factors and processes influencing
vulnerability and resilience at the community level,” (p. 7). From a human security perspective,
the framework’s vulnerability pathway leads to more insecurity, while its resilience pathway leads
to more security (i.e., enhances human security) (Frankenberger et al., 2013; Constas &
Frankenberger, 2013). As such, this framework is a conceptual tool that illustrates factors of
community resilience, their relationships to one another in the process of building community
resilience, and how the process of community resilience results in one of two pathways as
outcomes of human security.

Central to this framework is community capacities for collective action, which represents
a community’s response to adversity. This response includes the assets that are available to the
community (community assets), the characteristics of a community that guide how members will
use their assets to implement actions (community social dimensions), and the specific areas of
action that are of interest to the community (areas of collective action). According to
Frankenberger et al. (2013), assets in the community are not only essential to building resilience

in response to adversity, but also essential to meeting the basic needs of community members on
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a daily basis. Meeting basic needs is dependent on six different forms of capital as assets: financial,
human, natural, physical, political, and social capital. Moreover, social capital overall is displayed
as an asset, as well its dimensions: bonding (i.e., connections within the same social network),
bridging (i.e., connections between different social networks), and linking (i.e., connections
between social networks and authorities, power, or other resources) social capital. All forms of
capital can be improved (in both quantity and quality) and their improvement can contribute to
building resilience.

Community social dimensions are the characteristics of a community that will guide how
they manage their communal assets to carryout collective action (Frankenberger et al., 2013).
According to Frankenberger et al. (2013), community social dimensions include: preparedness,
responsiveness, connectivity, learning and innovation, self-organization, diversity, inclusions,
social cohesion, and aspirations. The affective qualities of a community (e.g., attitudes, beliefs,
emotions, feelings, motivation, perceptions, and values) often indicate the community’s social
dimensions and thus indicate how the community would respond to adversity.

According to Frankenberger et al. (2013), areas of collective action are strategies that the
community enacts in order to reduce, adapt to, or recover from adversity. Each area is specific to
the adversity that threatens community resilience. Actions are linked in a strategic way and will
rely on managing community assets in an equitable manner per the community’s social
dimensions. To this end, collective action should be directed towards the preservation or

restoration of institutions that govern the behaviors of everyday life for the community.
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5.1.5 The Employment of the Human Security Approach

Each of the key characteristics of human security were taken into account at varying degrees in

the design and execution of this dissertation.

5.1.5.1 People-centered

All of the multiple elements to this dissertation were considered with respect to their
influence on people, primarily at-risk adolescents. For example, the SEM was centered around the
social ecology of adolescents and included factors that influence their health behaviors and
ultimately their health outcomes. Moreover, the identification of stakeholders for participation in
the dissertation is dependent on their relationships to or governance on adolescents who are at risk

for becoming involved in gang violence.

5.1.5.2 Context-specific

While the dissertation begins broad in terms of youth violence and its harmful effects on
adolescent health, the case study (Section 7.0) that explored community resilience against youth
violence and its harmful effects on adolescents, their families, and the community as a whole is
narrowly defined to reflect the reality (i.e., specific context) of male adolescents living in a selected
community. The goal of the dissertation is not to generalize findings to a greater population, but
rather to transfer findings and apply the same process of exploration with other populations. In
this way, any future applications should likewise take into account the specific context within

which resilience, the adversity, and adolescents exist.
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5.1.5.3 Comprehensive perspective and multi-sectorial framework

Due to the pervasive nature of youth violence, the adversity affects multiple domains and
actors. The identification of stakeholders for participation in the dissertation attempts to provide
a comprehensive perspective from institutions and policymakers representing multiple sectors.

Specifically, the range of stakeholders identified was based on each dimension of human security.

5.1.5.4 Prevention- and promotion-oriented

The WHO defines the health functions of public health as “...the indispensable set of
actions...that are fundamental for achieving the goal of public health, which is to improve,
promote, protect, and restore the health of the population through collective action,” (WHO, 2018,
p. 4). Since the entry point of this dissertation is from the public health perspective, every design
decision made strives towards informing future prevention interventions of youth violence and its
harmful effects on adolescent health and future promotion interventions of community resilience

to support adolescent health and wellbeing at the community, interpersonal, and individual levels.

5.1.5.5 Protection-empowerment framework

This dissertation utilized a conceptual model and a participatory approach to ensure a
balance of protection and empowerment participants. The SEM identified a diverse groups of
stakeholders that reflected the social ecology of an at-risk adolescent. Among the stakeholders are
participants who lend protection (i.e., protection actors) by governing and providing services and
participants who receive protection (i.e., empowerment actors) by governance and services
provided. Since it is not merely sufficient to identify and recruit an array of protection and
empowerment actors, the dissertation also applied principles of CBPR to value, foster, and balance
the participation of all stakeholders.
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5.2 COMMUNITY-BASED PARTICIPATORY RESEARCH (CBPR)

5.2.1 Defining CBPR

CBPR can be defined as “a collaborative approach to research that engages partners from a
community...in all phases of the research process, with a shared goal of producing knowledge that
will be translated into action or positive social change for the community,” (Lantz et al., 2006, p.
239). The key difference that distinguishes CBPR from other methodologies is the equitable
distribution of power (e.g., influence, decision making, ownership) among al/ stakeholders:
whether it be the principal investigator (PI), policymakers, institutions, organizations, or
community members, each participant group contributes their own unique expertise, which is
recognized as equally valuable and powerful by all participants in the research process (Cornwall
& Jewkes, 1995; Israel et al. 1998). Accordingly, CBPR complements efforts to address inequities

that are the manifestations of power inequities (Israel et al., 2003).

5.2.2 The Principles of CBPR

Like the human security approach, CBPR has its own guiding principles, which were taken into

account at varying degrees for this dissertation.

5.2.2.1 Acknowledge a “community” as a unit of shared identity
When selecting a community and identifying community members, the CBPR partners
acknowledged the community and its members, including their at-risk adolescent population,

would have a shared identity that bound them to one another as a unit. This shared identity would
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include a shared history that shaped the circumstances for and experiences of violence for the

community as a whole.

5.2.2.2 Build on strengths and resources within the community

The PI and partners considered key stakeholders --- their services to, presence in, and
rapport with the selected community --- an invaluable strength and resource. A variety of
stakeholders were identified and recruited with the intention that they could (1) enrich the
exploration of community resilience against youth violence and (2) take their experiences gained

from participating in the dissertation back to the selected community.

5.2.2.3 Facilitate a collaborative, equitable partnership in all phases of research, involving
an empowering and power-sharing process that attends to social inequalities

All CBPR partners were involved in all phases of the research process. Depending on their
expertise, each partner had an opportunity to take the lead in at least one aspect of the dissertation,
as well as play a facilitating role. Regardless of the stakeholder’s position of power in reality,
under the context of the dissertation, all stakeholders were valued and treated as equals. For
example, community members from Southside Belize City had the same role in interpreting and
utilizing the data as the national policymakers from the Government of Belize. This shifted
decision-making power to community members, who typically lack this degree of influence, in

order to create a balance between the two stakeholders.

5.2.2.4 Foster co-learning and capacity building among all partners
To varying extents, the PI fostered co-learning and capacity building among all CBPR

partners. For example, personnel from local partners were invited to observe and learn about any
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part of the research process that was of interest to them. Most observations occurred during data
collection, management, and analysis of the concept mapping method, which was novel for all
personnel. Moreover, partners were involved in deciding how to utilize the findings to best serve

the selected community, as well as their own partnerships.

5.2.2.5 Integrate and achieve a balance between knowledge generation and intervention for
the mutual benefit of all partners

The dissertation was designed to be an opportunity for a diverse group of stakeholders to
work together to explore, better understand, and make decisions on youth violence and its harmful
effects. The PI was transparent that the work being conducted was for the purposes of her
dissertation; however, she also expressed that the decisions she made in designing the dissertation
were intended to also benefit partners. For example, the working theories (i.e., outputs of concept
mapping) would inform partners about areas of opportunities that participants (including their
beneficiaries) felt were important for building community resilience against youth violence and its
harmful effects on adolescents, their families, and the community as a whole. Moreover, the
working theories would inform partners from the health sector on the role of health in building
community resilience against youth violence and its harmful effects on adolescent health, as well

as perhaps the health of their families and/or community members.

5.2.2.6 Focus on the local relevance of public health problems and on ecological perspectives
that attend to the multiple determinants of health

The dissertation purposely recruited a diverse group of participants who would represent
the multiple environments with multiple factors (e.g., determinants of health) that influence youth
violence, community resilience, and the health and wellbeing of adolescents.
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5.2.2.7 Involve systems development using a cyclical and iterative process

During the research process, local partners were transparent about the limitations of their
human resources, technology, standard operating procedures, and current systems. With this
transparency, the PI was able to make certain modifications to accommodate some limitations
(e.g., provide a paper-based alternative to participating online), as well as work with partners to
adopt a new operating procedure that participants felt was beneficial to their professional work
(e.g., having standard meetings to discuss services and issues with partners from multiple sectors

and thus perspectives).

5.2.2.8 Disseminate results to all partners and involves them in the wider dissemination of
results

The PI created an event where participant groups could disseminate their working theories
to one another, as well as to a greater audience of CBPR partners and stakeholders. At the end of
the event, all attendees (i.e., participants, CBPR partners, stakeholders, and the PI) had the
opportunity to decide how and to whom the findings should be disseminated. For example,
attendees expressed that it was critical for the finding to be disseminated to the greater community.
Following this expression, attendees discussed the possibility of creating a book, booklet, or
exhibit that presents the explanations of working theories into stories and the corresponding

models of working theories into illustrations.

5.2.2.9 Involve a long-term process and commitment to sustainability

The PI engaged partners that are local, well-connected and already serving at-risk
adolescents. In this way, local partners can share their experiences gained with their local networks
and use their experiences gained to inform the services that they provide to at-risk adolescents,

42



their families, and their communities. For example, from the findings of the dissertation,
participants realized that there was a need for better continuity among the various health services
offered. In this way, no child would “slip through the cracks” and be left without the support that

they need to achieve an acceptable standard of health and wellbeing.

5.2.3 The Rationale for Employing CBPR

The principles of CBPR represent the lessons learned in over two decades of research on health
inequities. Every principle alone seeks to ensure, incrementally, a more equitable distribution of
power among all partners. This is especially important when working with a diverse group of
stakeholders from the same society, but different power hierarchies. For example, a national
government policymaker exercises their power by making decisions that will influence the whole
of society. In contrast, a community member’s power may be limited to influencing their family
members. A dissertation that recruits a national government policymaker and a community
member needs to recognize the innate power differential between the two participants and shift the
power towards an equilibrium point. By employing CBPR, the PI creates a scenario where the
two participants exist with equal power: both have the same privilege to advocate for a focus on a
public health problem that is important to them and their community; an intervention that will
mutually benefit them and their community; and an opportunity to share their personal experiences
and knowledge, while also learning and building their own capacities. Under this scenario, the
power inequities that underlie health inequities are redressed. While the dissertation is finite in
duration, it introduces long-term processes that can be sustained indefinitely, if desired, and

demonstrates what can be achieved under the parameters of an equal partnership.
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5.3 THE HUMAN SECURITY APPROACH AND CBPR

5.3.1 Reinforcement between the Human Security Approach and CBPR

An examination of the guiding principles of CBPR and those of HS (Figure 3) shows substantial
areas of overlap between the two approaches. For example, CBPR Principle (3) and HS Principles
(3) and (5) all promote the engagement and inclusion of all stakeholders in all phases of the process
in order to empower marginalized communities to actively participate in addressing their own
vulnerabilities and social inequalities; CBPR Principle (6) and HS Principle (4) both stress the
importance of taking into account the local conditions of marginalized communities in order to
contextualize the “causes of the causes” that place them at a greater risk for experiencing threats
to health and human security; and CBPR Principle (5) and HS Principle (7) both emphasize a

process of ensuring that all partners derive benefit from their respective participation.
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Principles of CBPR
(Israel et al., 2003)

Principles of Human Security
(Korcetal,, 2015)

Acknowledge a “community” as a
unit of shared identity

Build on strengths and resources
within the community

Facilitate a collaborative, equitable
partnership in all phases of
research, involving an empowering
and power-sharing process that
attends to social inequalities
Foster co-learning and capacity
building among all partners
Integrate and achieve a balance
between knowledge generation
and intervention for the mutual
benefit of all partners

Focus on the local relevance of
public health problems and on
ecological perspectives that attend
to the multiple determinants of
health

Involve systems development
using a cyclical and iterative
process

Disseminate results to all partners
and involves them in the wider
dissemination of results

Involve a long-term process and
commitment to sustainability

Address the linkages among
freedom from fear, freedom from
want, and freedom to live in dignity
Focus on the ways in which people
experience vulnerability in their
daily lives and acknowledge that
different threats feed off one
another and thus need to be
addressed in a comprehensive
manner

Engage the most vulnerable
population groups in all stages of
programs to address their
vulnerabilities, from the needs and
resource assessment through the
design and implementation to the
monitoring and evaluation phases of
activities

Understand the local-specific
context and ensure that all decisions
and interventions take that context
into consideration.

Include all relevant sectors and
actors in the planning, decision-
making, and implementation
processes

Focus on prevention to the extent
possible

Create synergy between protection
and empowerment actions

Figure 3. Side-by-Side Comparison of Principles from CBPR and the Human Security Approach

5.3.2 Added Value of Each Approach

In addition to the overlap between CBPR and human security principles, their approaches are
distinct and each adds value to the dissertation. Of the remaining CBPR principles, arguably the
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greatest added value comes from CBPR Principle (1) for two reasons: one, the presence of a
community is an antecedent of community resilience (Heagele, 2016); and two, a sense of
belonging, which may be supported by shared identity, has been proposed as a factor of community
resilience (Frankenberger et al., 2013). Communities whose members perceive a greater sense of
belonging may also have a greater degree of bonding social capital among community members.
A greater degree of bonding social capital, which itself is a factor of community resilience, may
serve as a facilitator for the communal management of collective assets --- a hallmark of
community resilience (Frankenberger et al., 2013). Of the remaining human security principles,
arguably the greatest added value comes from HS Principle (1) due to its explicit focus on
freedoms. In combination, these freedoms cover the survival, livelihoods, and dignity of a
community. While health approaches account for survival and livelihoods as SDH, few account
for the idea of dignity --- being valued as worthy of respect. The emphasis on dignity may be
particularly beneficial when working with marginalized populations as participants and working
towards redressing power inequities that yield health inequities. Moreover, the overall application
of the human security approach focuses on freedoms while championing for human rights, such as

the fundamental human right to health.
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6.0 METHODS

In order to explore factors of community resilience against gang violence and its harmful effects,
concept mapping was utilized. Concept mapping is a structured, participatory method and
methodology to organize ideas from a diverse group of stakeholders into a unified
conceptualization, referred to as a concept map (Kane & Trochim, 2007). In addition to organizing
ideas, the method allows for the rating of ideas on any set of values of interest (Trochim, 1989).
Based on the unified conceptualization, concept mapping has an entire step dedicated to
developing a working theory on how ideas are related to one another and how they work together

to explain a phenomenon (Kane & Trochim, 2007).

6.1 AN OVERVIEW OF CONCEPT MAPPING

Traditionally, concept mapping involves six consecutive steps: preparation, generation,
structuring, representation, interpretation, and utilization (Trochim, 1989). During preparation,
relevant stakeholders are identified and recruited as participants; and the focus of the study is
clearly articulated (Kane & Trochim, 2007). The next step is generation, where participants are
presented with the study’s focus statement and, in response, ideas are generated in a collective
brainstorming activity (Kane & Trochim, 2007). During structuring, participants work
independently to structure ideas through the techniques of rating and sorting (Kane & Trochim,
2007). With respect to rating, participants are asked to rate each idea on selected scales that relate

to the focus of the study (Kane & Trochim, 2007). With respect to sorting, participants are asked
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to sort each idea into categories that make sense to them (Kane & Trochim, 2007). During
representation, the structuring of ideas on an individual level are analyzed and represented in a
series of concept maps at the group level (Kane & Trochim, 2007). The next step is interpretation,
where several maps are examined to decide upon the most meaningful conceptual groupings of
ideas (Kane & Trochim, 2007). Lastly, during utilization, participants use rating data to discuss

how to use the concept maps to affect change (Kane & Trochim, 2007).

6.2 THE ADVANTAGES OF CONCEPT MAPPING

Concept mapping has several advantages, as well as precedence for its use in studying factors of
violence in public health. The method is “mixed” in that it integrates a series of qualitative and
quantitative methods into a singular method (Burke, O’Campo, Peak, Gielen, McDonnell, &
Trochim, 2005). As such, concept mapping retains the advantages of both: For example, the
method collects rich data, like other qualitative methods, and analyzes relationships between and
among data points, like other quantitative methods (Burke et al., 2005). Unlike other qualitative
methods that collect either individual-level (e.g., interviews) or group-level (e.g., focus group
discussions) data, concept mapping collects both individual- and group-level data (Trochim,
1989). Similar to the nominal group (Delbecq & Van de Ven, 1971) and Delphi (Hsu & Sandford,
2007) techniques, the final outputs of concept mapping are based on a consensus of individual-
level data, representing the conceptualization of a diverse group of participants (Burke et al., 2005).
Beyond these advantages, concept mapping is particularly well-suited to explore the proposed
research questions since it is (1) an inductive process that is conducive for theory development and

(2) the conceptualization is grounded in the lived experiences of participants, who are actively
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involved in the analysis (e.g., interpretation, utilization) of study data, as well as in the
dissemination of the study results (Trochim, 1989). Moreover, concept mapping has been used in
public health research to explore factors of and their relationships to intimate partner violence
(O’Campo, Burke, Peak, McDonnell, & Gielen, 2005), which, like gang violence, is a type of

interpersonal violence.

49



7.0 THE CASE STUDY

In the first quarter of 2018, the PI had the opportunity to explore community resilience against
youth violence in the PAHO Member State of Belize. In consultation with the PAHO Offices in
Belize (PAHO Belize), the type of youth violence that was most relevant to the local context was
gang violence. Accordingly, the PI modified the research questions to reflect this relevance: all
instances of “youth violence” were replaced with “gang violence”. With respect to identifying a
community and its adolescent population, PAHO Belize collaborated with their close partner
RESTORE Belize, who works with adolescents that are at a higher risk of becoming involved in
gang violence or are already involved in gang violence. PAHO Belize and RESTORE Belize
identified male adolescents from Southside Belize City as the most at-risk population for gang
violence. The following describes a case study of a stakeholder-engaged exploration of
community resilience against gang violence and its harmful effects on adolescents, their families,

and their community of Southside Belize City, Belize.

7.1 THE CONTEXT

7.1.1 An Overview of Belize

7.1.1.1 Human development
The Human Development Index (HDI) was created to assess not only the economic

conditions of a country, but also the quality of life enjoyed by its people (UNDP, 2018). For this
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reason, the HDI is a composite measure of key dimensions of human development, including
health (i.e., life expectancy at birth), education (i.e., expected years of schooling for children of
school-entering age, mean years of schooling for adults 25 years old and older), and standard of
living (i.e., gross national income [GNI]’ per capita). For purposes of assessment, such as
monitoring trends in HDI over a specific time period, HDIs can be categorized into the following
tiers: very high (= 0.800), high (0.799 — 0.700), medium (0.699 — 0.555), and low human
development (< 0.555) (UNDP, 2018).

According to the latest data from the United Nations Development Program (UNDP),
Belize has an HDI of 0.708, placing it in the high human development category and ranking it 106
among its 192 fellow Member States (2016). Notwithstanding, when inequality is taken into
account, the country’s human development profile changes substantially. Belize has an Inequality-
adjusted Human Development Index (IHDI) of 0.550, which places the country in the lower end
of the medium human development category (UNDP, 2016).

While the HDI and IHDI simplify key dimensions of human development, they capture
only a portion of health, education, and standard of living for any country. In order to get a more

complete overview, other indicators from each key dimension should be analyzed.

7.1.1.2 Health
In 2018, Belize spent approximately 6.2 percent of total GDP on health expenditures

(UNDP, 2016). Life expectancy at birth is 70.6 years, which is slightly above the global average

7 According to UNICEF, gross national income (GNI) is “the sum of value added by all
resident producers plus any product taxes (less subsidies) not included in the valuation of output
plus net receipts of primary income (compensation of employees and property income) from
abroad.”
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of 70.5 years (UNDP, 2016). The infant mortality rate (IMR) is 12.8 deaths per 1000 live births
and the under-five mortality rate (USMR) is 14.9 per 1000 live births; both IMR and USMR are
the second lowest in Central America (UNDP, 2016). Approximately 10 and 11 percent of the
infant population lack immunization for measles and DPT (diphtheria, pertussis, and tetanus),
respectively.

At a maternal mortality rate of 28 deaths per 100,000 live births, Belize is well below the
average for Central America: 72.4 deaths per 100,000 live births (UNDP, 2016). The total fertility
rate is 2.85 children born per woman, which is greater than the replacement fertility rate (2.1
children born per woman) (Craig, 1994; UNDP, 2016). The adolescent birth rate is 63.5 births per
1000 women 15-19 years old (UNDP, 2016). Antenatal care coverage (at least one visit) was at
97 percent in 2016; and 98.6 percent of births were attended to by skilled health personnel (UNDP,
2016). Approximately 51.4 percent of women 15-49 years old, who are married or in-union, use
a method of contraception; where as, 22.2. percent of this population report having an unmet need

for family planning (UNDP, 2016).

7.1.1.3 Education

Due to their colonial history, the education system in Belize has its roots in the British
system (Leslie, 2016). There are eight years of primary school divided into two years of “infant”
classes, followed by six years of “standards” (RESTORE Belize, 2014; United Nations Education,
Scientific, and Cultural Organization [UNESCO], 2010). According to the Education Act of 1990,
primary school is mandatory by law for children 5 — 14 years old (UNESCO, 2010). While there
is no cost for admissions, there are indirect fees associated with attending school (RESTORE

Belize, 2014). Secondary school is comprised of four “forms”. At some schools, students can
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complete two more years and become eligible to sit for the Cambridge Advanced examinations or
earn an Associates of Arts degree (UNESCO, 2010).

In 2017, Belize spent approximately 7.4 percent of total GDP on education expenditures
(UNDP, 2016). The expected years of schooling for children of school-entering age is 12.8 and
the mean years of schooling for adults 25 years old and older is 10.5 (females = 10.5 years; males
= 10.4 years) (UNDP, 2016). Only 73 percent of all primary school teachers are trained in
education (UNDP, 2016). As of 2016, total net enrollment in primary school was 96 percent
(female = 95 percent; males = 97 percent); and the primary completion rate was 106 percent
(female = 106 percent; male = 105 percent) (UNESCO, 2010). Of the 376 school-aged children
who were not enrolled in primary school, 312 (83 percent) of them were female while 64 (17
percent) of them were male (UNESCO, 2010). As of 2016, total net enrollment in secondary
school was 72 percent (females = 74 percent; males =71 percent) (UNESCO, 2010). It is estimated
that 76.8 percent of the Belizean population 25 years old and older have at least some secondary

education (females =78.9 percent; males = 78.4 percent) (UNDP, 2016).

7.1.1.4 Income and employment

In 2011, Belize had an average GNI per capita (PPP) of $7,166 (female = $5,689; male =
$8,655) (UNDP, 2016). In 2017, over 62 percent of the population 15 years old and older were
employed (UNDP, 2016). Of the total number of Belizeans who were employed, approximately
27 percent participated in employment that qualifies as vulnerable (e.g., informal work
arrangements) (UNDP, 2016). The total unemployment rate (15 years old and older) was
estimated at 7.6 percent (UNDP, 2016). The youth unemployment rate (15-24 years old) was 16.6

percent; and 22 percent of the youth population was neither in school nor employed (UNDP, 2016).
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7.1.2 Current Status of Violence in Belize

7.1.2.1 Interpersonal violence

According to the Global Burden of Disease Study 2016 (GBD 2016), interpersonal
violence ranked second among the top 10 causes of premature death, a +31.9 percent change in
Years of Life Lost (YLLs) from 2005-2016, for all ages in the Belizean population. For the GBD
2016, data from Belize was grouped with data from ten other countries® that met the same criteria
based on regional classifications, known trade partnerships, and socio-demographic indicators
(Institute for Health Metrics and Evaluation [I[HME], 2016). With respect to premature death
attributable to interpersonal violence, Belize ranked first among its group at 1026.8 YYLs, which
was reported as significantly higher relative to the group mean of 223.8 YYLs (IHME, 2016).
Factoring in disability, interpersonal violence ranked third among the top 10 causes of premature
death and disability, a greater than +30 percent change in Disability-Adjusted Life Years (DALYSs)
from 2005-2016, for all ages in the Belizean population (IHME, 2016). With respect to premature
death and disability attributable to interpersonal violence, Belize ranked first among its group at
1080.9 DALYSs, which was reported as significantly higher relative to the group mean of 267.3

DALYs (IHME, 2016).

8 Bhutan, Bolivia, Federated States of Micronesia, Gabon, Kyrgyzstan, Morocco, Myanmar,
Namibia, Swaziland, and Syria
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7.1.2.2 Intentional homicide

According to the United Nations Office on Drug and Crime (UNODC), the latest data on
the rate of intentional homicide’ in Belize was 37.7 per 100,000 population, the third highest in
Central America behind Honduras (93.2 per 100,000 population) and El Salvador (72.2 per
100,000 population) (United Nations Office on Drug and Crime [UNODC], 2011). When
urbanization was taken into account, the rates of intentional homicide showed a different ranking.
In a comparison of the homicide rates in the most populous city per country in Central America,
Belize City at 105.1 per 100,000 population surpassed the rates of Tegucigalpa, Honduras (102.2
per 100,000 population) and San Salvador, El Salvador (89.9 per 100,000 population) (UNODC,
2011). One in every three intentional homicides in Belize was attributable to gangs or organized
criminal groups (UNODC, 2011). In terms of the percentage of intentional homicides by sex,
males accounted for 90 percent of the victims; where as, females accounted for only 10 percent
(UNODC, 2011). This gender bias is consistent with UNODC data from Central America and the
Caribbean, as well as the literature (Winton, 2005; Gayle, Mortis, Vasquez, Mossiah, Hewlett, &
Amaya, 2010), which presents gang involvement, including victimization, as largely a male

phenomenon.

7.1.2.3 Youth violence
According to the latest Global School-based Health Survey!® (GSHS) for Belize, an

average of 36.0 percent of students (Nmae = 42.7 percent, 95-Clate: (38.7 — 46.8); Nfemate = 29.7

 The UNODC defines intentional homicide as “unlawful death [or serious assault leading to
death] purposefully inflicted on a person by another person.”

19 The GSHS collects data on health-related risk behaviors from a representative sample of 13 —
15 year olds who are enrolled in school.
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percent, 95-Clfemate: (26.0 — 33.6)) reported being in a physical fight one or more times during the
past 12 months; and an average of 30.7 percent of students (nmale = 30.3 percent, 95-Cliate: (25.3
—35.9); nfemate = 31.1 percent, 95-Cltemate: (26.0-36.8)) reported that they had been bullied on one
or more days during the past 30 days (United States Department of Health and Human Services
Centers for Disease Control and Prevention [CDC], 2011). While the Ministry of Health has the
authority to add variables of interest to the GSHS, there has not been a single variable on gangs
since the first implementation of the survey in Belize. Moreover, the most recent Status Report on
Violence Prevention in the Region of the Americas (PAHO, 2014) recommends strengthening data
collection efforts in gang violence in order to capture the true extent of youth violence and its

harmful effects on adolescent health in LAC, including Belize.

7.1.3 The Origin of Gang Violence in Belize City

During World War 11, the US Labor Department recruited men from Belize to fill vacated positions
from the droves of US workers who had left to serve in the military. Recruitment was particularly
appealing to the Garifuna ethnic group of Belize, who were economically dependent on male labor
migration. After the end of the war, approximately half of these men, having gained economic
security and formed diasporas across the country, decided to stay in the United States. With the
prospects and means of laying down roots, many Garifuna men sent for their spouses to join them

in their new life. (Miller Matthei & Smith, 2009)

7.1.3.1 Late-1940s and 1950s
Belize: While some spouses emigrated Belize with their children, most left them behind in

the care of family. These childcare arrangements were temporary (typically one or two years) until
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parents were suitably established in their new surroundings to send for their children. For the
Garifuna families in Belize, caring for the children of migrant kin was something worthy of
competition, as the advantages were irresistible: a social network in the United States, elevated
social status in Belize, and a steady flow of cash remittances that were sufficient to support the
entire family, not just the children left in their care. (Miller Matthei & Smith, 2009)

Over a period of time, cash remittances became more than just an advantage; they became
an expectation. Since they were sufficient to support the entire family, there was no need for adults
to work for money; they would simply wait for money to be sent to them (D. Singh, personal
correspondence, March 23, 2018). For the children left behind in Belize, their parents would not
only send them extra cash, but also expensive clothing and other material items that were exclusive
to the United States (Miller Matthei & Smith, 2009). These items became highly coveted among
the adolescent population: those that had them flaunted their exclusivity; and those that didn’t have

them were tempted to obtain them (D. Singh, personal correspondence, March 23, 2018).

7.1.3.2 1960s and mid-1970s

Los Angeles: The Garifuna diasporas of Los Angeles, California, is one of the most well-
known transnational ties between Belize and the United States. In the 1960s and 1970s, economic
conditions in Los Angeles were favorable for migrants: there were ample job opportunities for
both men and women, plus employers had little concern for immigration status. The majority of
Garifuna men found employment in high-wage manufacturing jobs; where as, most Garifuna
women were employed with low-wage domestic services or non-skilled nursing jobs. (Miller
Matthei & Smith, 2009)

Belize City: In 1961, Hurricane Hattie devastated the cays and costal cities of Belize,

including the capital Belize City (Stoddart, 1963). In the immediate aftermath, officials in Belize
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City declared martial law in response to the disaster (United Press International [UPI], 1961). It
was estimated that 70-80 percent of the city’s infrastructure had been damaged and anywhere
between 10,000 to 15,000 residents of Belize City were left homeless (UPI, 1961). In the months
that followed, Belizeans experiencing homelessness either remained in Belize City, were internally
displaced to nearby villages, or emigrated as refugees (Leslie, 2016).

According to a report issued by the National Research Council of the National Academy
of Sciences in Washington, DC, the destruction of marine life, land and vegetation, livestock,
infrastructure, industries, natural economic resources, as well as human life, was catastrophic but
inevitable given the increasing incidents of hurricanes to hit Belize (Stoddart, 1963). With this in
mind, British Parliament decided to relocate rather than rebuild the capital (RESTORE Belize,
2014). To this end, government priorities and resources were directed towards constructing the
new capital Belmopan, located approximately 48 miles inland from Belize City (RESTORE
Belize, 2014; Google Maps, 2017).

By the early 1970s, government offices and businesses began relocating, leaving behind a
city that remained largely in a state of catastrophe (RESTORE Belize, 2014). As a result, Belize
City and its residents became dependent on foreign aid and humanitarian assistance (Gayle et al.,
2010). To the many residents whose families had made Belize City their home over generations,
relocation to Belmopan had little allure (D. Singh, personal correspondence, March 23, 2018).
Nonetheless, the worsening economic and social conditions were intolerable and triggered another

wave of migration (RESTORE Belize, 2014).

7.1.3.3 Late-1970s and 1980s
Los Angeles: By the late 1970s, Los Angeles began to experience the deindustrialization

of its city. Plant closures of major companies, like General Motors and Bethlehem Steel, meant
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the loss of high-wage manufacturing jobs that had sustained Garifuna families --- both in the
United States and back in Belize. With the majority of families forced to rely on the low-wages
of Garifuna women, cash remittances decreased substantially in amount and frequency (D. Singh,
personal correspondence, March 23, 2018).

The economic relapse hit the neighborhood of South Central, Los Angeles --- home to a
large Garifuna diaspora --- particularly hard. Declining economic conditions were followed by a
rapid demographic shift, marked by the egress of whites and middle-class blacks and the ingress
of immigrants, mostly from Mexico and Central America. This shift in demographics was
accompanied by a rise in crime rates, especially those related to drugs and the notorious gangs
Bloods and Crips. With crime rates on the rise, many Garifuna parents began to send their children
back to relatives in Belize --- either as a precaution for their safety or as a punishment for their
participation in drug and gang-related activities. (Miller Matthei & Smith, 2009)

Belize City: The waves of emigration in the 1960s and 1970s had lead to an exodus of
able-bodied, employment-seeking adults, which bifurcated the demographics of Belize: at one
extreme, there were many seniors and at the other extreme, there were many children, adolescents,
and young people (Leslie, 2016). As a result, children and adolescents either lived with their
grandparents, many of whom were ill-equipped to meet the demands of parenting, or some
adolescents --- particularly those in Southside Belize City --- were left to fend for themselves
(RESTORE Belize, 2014). At the same time, adolescents who had been caught participating in
drug- and gang-related activities in Los Angeles were being sent back to Belize City. (Miller
Matthei & Smith, 2009). The combination of self-fending adolescents, drug- and gang-involved
adolescents, and high levels of poverty was ripe for the reemergence of the Bloods and Crips:

Belizean Edition (Muhammad, 2015).
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7.1.4 Gang Violence Prevention in Belize

7.1.4.1 Crimes Commission Report

By 1990, the first series of gang-related, violent incidents were reported in Belize City
(RESTORE Belize, 2014). Following an investigation of these incidents, the 1992 Crimes
Commission Report stressed the causes of gang violence and gang-related crime, as well as
provided recommendations on the way forward (Muhammad, 2015). According to the report,
causes included poverty, migration, “invasion of North American values” (p. 39), structural
weaknesses in the police department, drug abuse, and the breakdown of the family unit. To address
these causes, the report recommended a two-pronged solution that focused on improving law and

order, as well as human development and the root causes of violence (RESTORE Belize, 2014).

7.1.4.2 Bird’s Isle Declaration
In 1994, the director of the Youth Department issued the following statement:
“In the wake of the recent rise in gang violence in Belize City, the Youth
Department has announced that they will be making a renewed initiative to bring
together rival gang members to discuss ways to prevent further violence and a
revocation of a life of crime by young gang members... The Department is
convinced that the incidents of violence in our streets by young people is only the
tip of the iceberg of a deeper malady affecting the Belizean society. And that it will
require more than punitive action against these young people to stop the spiral of

violence which threatens the stability of the City,” (Muhammad, 2015, p. 43).
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The following year, 14 active gangs in Belize City, the Minister of National Security, and
the Deputy Prime Minister signed the Bird’s Isle Declaration, the first peace declaration which
resolved to stop gang violence, work to heal the wounds of rivalry, improve relations with the

police, and improve chances of a fuller life (Muhammad, 2015, p. 76).

7.1.4.3 Past gang violence prevention measures

During the years that followed the Bird’s Isle Declaration, a number of violence prevention
measures were introduced to former gang members and the at-risk adolescent population
(Muhammad, 2015). Some of the more prominent programs included the Conscious Youth
Development Program (established in 1995), a social reintegration program that provided former
gang members with counseling, education, employment, and life-skills training; Youth
Enhancement Academy (established in 1997), a rehabilitation-focused correctional program for
first-time offenders; the National Youth Cadet Service Corps (established in 1999), a one-year
residential program for at-risk adolescents and young adults that included boot camp, training in
marketing skills, community service, integration back into the community, and counselling; and
the Youth for the Future (established in 2002), which provided adolescents and young adults, who
were not enrolled in school and were unemployed, with job training, violence reduction and
conflict mediation services, health education and prevention services, as well as other auxiliary
services (Muhammad, 2015). All four of these programs showed moderate success, but lacked the

resources and political will necessary for sustainability (Muhammad, 2015).

7.1.4.4 Current gang violence prevention measures
In an attempt to reset their violence prevention efforts, the Government of Belize returned
to the recommendations of the 1992 Crimes Commission Report. As a result, current violence
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prevention measures in Belize are focused on law and order, as well as human development and
the root causes of violence (RESTORE Belize, 2014).

Laws and policies: There are several laws relevant to firearms, as well as to youth violence
and victims of violence. With respect to firearms, Belize enforces mandatory background checks;
regulation on civilian access to hand guns, long guns, and automatic weapons; and carrying
firearms in public (PAHO, 2014). With respect to youth violence, there are laws against weapons
on school premises and gang membership (PAHO, 2014). At the sub-national level, there are some
areas within Belize that provide victims of violence with legal representation (PAHO, 2014).
Notably absent are any social (e.g., housing policies to de-concentrate poverty) or educational
(e.g., incentives for at-risk adolescents with respect to academic achievement) policies (PAHO,
2014).

Human development and the root causes of violence: There are also several programs
to complement laws on firearms, youth violence, and victims, as well as on human development
and the root causes of violence. At the national level, there is a program to reduce civilian firearm
possession and use; youth violence prevention programs (i.e., pre-school enrichment, life skills
and social development training, mentoring, and after-school supervision); and victim services
(e.g., child protection services) (PAHO, 2014). There are also several action plans that are relevant
to different types of interpersonal violence, including RESTORE Belize, which is intended to
address human development and the root causes of gang violence (PAHO, 2014; RESTORE
Belize, 2018).

RESTORE Belize: Established in 2010, RESTORE Belize is a comprehensive action plan
that focuses on threats to development, prosperity, and peace for the communities of Southside

Belize City through three strategic pillars: Human Development, Economic Development, and
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Democratic Governance (formally known as Citizen Security) (RESTORE Belize, 2014). Under
these pillars, RESTORE Belize offers a package of interventions for vulnerable children and
adolescents, who are at-risk for gang involvement: Beat a Pan, NOT a Man; Conflict Mediation
Training Program; Early Warning System, I AM BELIZE Scholarship Program; Literacy and
Numeracy; Mentorship Program; Peace in the Parks; Youth Violence Prevention Project; and the

Metamorphosis Program (RESTORE Belize, 2018).

7.1.5 The Metamorphosis Program

Under the pillars of Human Development and Citizen Security, the Metamorphosis Program was
created in response to the unique threats (e.g., gang violence) faced by male adolescents living in
RESTORE Belize target communities (RESTORE Belize, 2014). As an amalgam of the life-
course, gender-based, and socioecological perspectives, the Metamorphosis Program is predicated
on the assumption that fortifying protective factors against unique threats within the adolescents’
environment will build resilience, which will enable adolescents to make positive changes for
themselves, their families, and their communities (RESTORE Belize, 2014). Accordingly, the
objectives of the Metamorphosis Program are two-fold: (1) to foster resilience in male adolescents
by promoting protective factors that can mitigate risk in their daily lives (i.e., building individual
resilience); and (2) to provide caregivers of male adolescents with the knowledge and skills that
they need to become effective parents (i.e., building family resilience) (RESTORE Belize, 2014).

Several activities were designed to achieve the program objectives, including a life-skills
training program for male adolescents and a series of parenting education sessions for their
caregivers (RESTORE Belize, 2014). The former is effective at reducing youth violence and the
latter is effective at reducing child maltreatment, a risk factor for both experiencing and
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perpetrating other types of violence, including youth violence (Wong & Wong, 2012; WHO,
2014). Furthermore, there is evidence to support life and social skills development as an EBI that
builds individual resilience in adolescents (Losel & Farrington, 2012; WHO, 2015) and parenting
as a key factor in building family resilience (Walsh, 2002; Mackay, 2003).

A 2-year evaluation of the Metamorphosis Program pilot revealed moderate to significant
improvements in behavior, academic performance, and social support for male adolescents; as well
as, positive changes in family bonding and an increase in access to support services for both male
adolescents and their caregivers (RESTORE Belize, 2014). Also documented in the evaluation
were challenges and recommendations that imply the need for building resilience at other social
ecological levels (e.g., community resilience) that will support the program’s current efforts to

build both individual and family resilience (RESTORE Belize, 2014).

7.1.6 Building a CBPR Partnership and Proposal

The building of a CBPR partnership for this dissertation began in the second quarter of 2016. At
that time, the PI had two roles: she was studying as a doctoral student in the Department of
Behavioral and Community Health Sciences (BCHS) at the University of Pittsburgh (PITT)
Graduate School of Public Health (GSPH); and she was working as a consultant on Health and
Human Security (HHS) for Dr. Marcelo Korc, Regional Advisor in Human Security and
Sustainable Development, within the Special Program on Sustainable Development and Health
Equity at PAHO/WHO Headquarters in Washington, DC.

On 11 May 2016, the Director of PAHO Dr. Carissa Etienne launched the Commission on
Equity and Health Inequalities in the Region of the Americas to investigate how non-health factors
influence health and contribute to health inequities and recommend actions to address these
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factors. Complementary to the Commission’s efforts, each PAHO technical area seized the
opportunity to reorient their public health efforts towards health equity. For the technical area of
Health and Human Security (HHS), this reorientation was driven by the positive relationship
between human security and health --- specifically, the role that human insecurity plays in the
manifestation of poor health outcomes, compounded by the disproportionate risk for human
insecurity among subgroups of any given population.

Dr. Korc and his HHS technical team had been awarded funding by the United Nations
Trust Fund for Human Security (UNTFHS) to build capacity of national and local public officers
from select PAHO Member States in the relationship between health and human security. As part
of the UNTFHS-funded project, the PI designed and co-instructed the 8-week virtual course
Health, Resilience, and Human Security to public officers from the PAHO Member States of
Belize, Costa Rica, Dominican Republic, El Salvador, Guatemala, Honduras, Nicaragua, and
Panama in Fall 2016. Each Member State was required to select a population of interest, a
challenge (with public health implications) that the population faces, and a national plan that seeks
to address this challenge for the population. Belize (i.e., Team Belize) selected RESTORE Belize
as their national plan that seeks to address gang violence for male adolescents in Southside Belize
City. As such, it was as an instructor for this course that the PI met the National Policy Level
(NPL) participants for this proposal, as well as became familiar with RESTORE Belize and its
Metamorphosis Program.

Unanticipated scheduling conflicts forced Team Belize to drop the course after Week 4 of
the HHS curriculum. That stated, PAHO Belize and the HHS technical team agreed to send the PI
to Belize in order to complete the remainder of the HHS curriculum with Team Belize. With the

limitations of virtual instruction lifted, Weeks 5-8 were revisited to maximize their applicability to

65



the real world selection of Team Belize (i.e., male adolescents from Southside Belize City, gang
violence, and the RESTORE Belize Metamorphosis Program). Week 5 of the HHS curriculum
guides students in combining their knowledge of and skills in human security (acquired in Weeks
2 and 3) with those in health (acquired in Week 4) through the concept of resilience. A recent
evaluation of the RESTORE Belize Metamorphosis Program recommended building resilience at
other social ecological levels, such as at the community level, to support the program’s current
efforts to build resilience at individual and family levels (RESTORE Belize, 2014).

As such, the PI saw an opportunity for Team Belize to explore community resilience within
the context of the RESTORE Belize Metamorphosis Program. This exploration would not only
build the capacity in health and human security for Team Belize, but also assist RESTORE Belize
with recommendations for program improvement. Furthermore, the exploration would contribute
to advancing public health research on community resilience.

On 5 May 2017, the PI presented a proposal for this dissertation to her Doctoral Committee,
who represented expertise in CBPR, community health sciences, concept mapping, human
security, international development, interpersonal violence, and LAC populations. Upon its
approval, the PI worked with her academic advisor Dr. Jessica Burke to submit the proposal to the
University of Pittsburgh Internal Review Board (IRB), the PAHO Ethics Review Board (ERC),
and the ad hoc ethics committee from the Ministry of Health in Belize. Concurrently, the PI
worked with PAHO Belize and RESTORE Belize to identify and recruit local partners. By the
third quarter of 2017, the Ministry of Health in Belize had joined the CBPR partnership and the
proposal had received support from the Ministries of Education and Human Development and

Social Transformation. By the last quarter of 2017, the proposal had received ethics approval from
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all three aforementioned entities; and on 20 February 2018, data collection for the dissertation

began in Belize City.

7.2  PREPARATION

7.2.1 Identifying and Recruiting Stakeholders

Stakeholders were identified based on the social ecology of the male adolescent population in
Southside Belize City. The CBPR partner RESTORE Belize, who has the most intimate
knowledge of this population and who works on a daily basis with the communities of Southside
Belize City, took the lead in stakeholder identification and recruitment. Using their experiences
with the Metamorphosis Program as a guide, RESTORE Belize, PAHO Belize, and the PI
identified a diverse group of stakeholders at every ecological level in order to obtain a
comprehensive range of perspectives, from proximal to distal, of gang violence and its harmful

effects on adolescents, their families, and the community.

7.2.1.1 Stakeholders at the individual level
In reality, the individual level corresponds with the intrapersonal dimension (its factors and
system) of the SEM. Accordingly, stakeholders at the individual level would include adolescents
whose personal constitution places them at an elevated risk for being involved in gang violence.
The PI reviewed the inclusion criteria for adolescents to participate in the RESTORE

Belize Metamorphosis Program. Eligible adolescents met the following selection criteria:
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e male sex,

e 12— 14 years in age,

e cenrolled in school (primary or secondary),

e exhibits behavior conflicts in the school environment,

e has low academic performance,

e s at risk of school dropout,

e belong to single mothers or blended families

e lives in a household with low socioeconomic status, and/or lives in a household that is
exposed to crime and violence, and

e is aresident of Southside Belize City, within or bordering a designated Safe Zone

established by RESTORE Belize (RESTORE Belize, 2014).

The PI determined that the inclusion criteria encompassed a sufficient quantity and quality of risk
factors for youth violence, which includes gang violence, that the same sampling frame could be
utilized for the dissertation.
According to an evaluation of the Metamorphosis Program (RESTORE Belize, 2014),
“...there were some participants who indicated that their deep level of involvement
in gang activity limited their ability to take advantage of the social support services they
were offered through the Metamorphosis Program. For example, participants indicated
that their participation in mainstream services would either put their lives at risk or put the
lives of a family member or their service providers at risk,” (p. 23) and “...some
participants revealed to the service providers that in some cases their resistance to treatment

and/or interventions was not because they did not want to participate. Rather, their refusal
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of some services was a strategy for minimizing danger that could be directed at the service
providers who, because they were unknown in the community, would become targets,” (p.

27).

In consultation with our PAHO Offices in Belize and RESTORE Belize, it was agreed that
the potential risk posed to adolescent males (and their caregivers) outweighed the potential benefits
gained by having them participate in the dissertation (i.e., unfavorable risk-benefit ratio). As such,
recruitment of adolescents (and their caregivers) was not pursued due to serious ethical concerns.

In order to best capture the lived experiences of eligible adolescents without their
participation, the dissertation selectively recruited participants who represent the environments
that influence adolescents of Southside Belize City at each social ecological level:

e individuals (excluding caregivers) who had interpersonal interactions with at-risk
adolescents;

e individuals who work or live in the same communities of at-risk adolescents;

¢ individuals who represent institutions that directly or indirectly govern the daily
conditions of at-risk adolescents; and

¢ individuals who make policy decisions that affect at-risk adolescents, their families, and

their communities.

7.2.1.2 Stakeholders at the interpersonal level
In reality, the interpersonal level corresponds with the interpersonal dimension (its factors
and system) of the SEM. Accordingly, stakeholders at the interpersonal level would include

individuals with whom at-risk adolescents have intimate interpersonal relationships: friends and
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individuals who take on a mentoring role (e.g., teachers, coaches, counsellors). In consultation
with RESTORE Belize, the following stakeholders were identified for recruitment:

counsellors,

teachers, and

social workers (RESTORE Belize Metamorphosis Program).

7.2.1.3 Stakeholders at the community level

In reality, the community level corresponds with the community dimension (its factors and
system) of the SEM. Accordingly, stakeholders at the community level would include individuals
with whom at-risk adolescents have less intimate relationships: acquaintances, neighbors,
classmates, community members, as well as their interactions with individuals who represent
community-based services. In consultation with RESTORE Belize, the following stakeholders
were identified for recruitment:

Conscious Youth Development Program

Youth and Community Transformation Project,

Gateway Youth Center,

The Princess Royal Belize Youth Hostel,

social workers (Ministry of Human Development!!), and

community members.

! The Ministry of Human Development provides services at the community level through three
different departments: Community Rehabilitation Department, Women and Family Support
Department, and Department of Human Services.

70



7.2.1.4 Stakeholders at the institutional level

In reality, the institutional level corresponds with the institutional dimension (its factors
and system) of the SEM. Accordingly, stakeholders at the institutional level would include
individuals who represent institutions that govern the daily conditions of at-risk adolescents:
education (e.g., schools), the economy (e.g., money), religion (e.g., churches), and local
government (e.g., police departments, the courts, and the prison system). In consultation with
RESTORE Belize, the following stakeholders were identified for recruitment:

RESTORE Belize Metamorphosis Program,

Mental Health Program,

Queen Street Baptist School

Education Support Services,

University of Belize (Social Work Department),

Belize Police Department,

Addressing Crime Together,

Community Policing,

Kolbe Foundation (Belize Central Prison),

The Belize Family Court,

Policy and Planning Unit, and

Community Rehabilitation Department.

7.2.1.5 Stakeholders at the policy level
In reality, the policy level corresponds with the political dimension (its factors and system)
of the SEM. For the purposes of the dissertation, stakeholders at the policy level would include

individuals who make policy decisions that affect at-risk adolescents, their families, and their
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communities: senior officers from the Government of Belize. In consultation with RESTORE
Belize and PAHO Belize, the following stakeholders were identified for recruitment:

Ministry of Economic Development,

Ministry of Education,

Ministry of Health,

Ministry of Human Development and Social Transformation,

Ministry of Labor and Local Government,

Ministry of Police and National Security,

Ministry of Youth, Sports, and Culture, as well as

RESTORE Belize, which is under the auspices of the Office of the Prime Minister.

7.2.2 Articulating the Focus

The focus of concept mapping was articulated in four research questions of the dissertation
proposal, which was presented to the Doctoral Committee on 05 May 2017 for approval. During
the presentation, Doctoral Committee Members provided feedback on the research questions, as
well as the overall proposed focus. With revision, the focus of concept mapping was clearly
articulated into the three research questions that are found in Section 3.0. Overall, the research
questions seek to explore factors of community resilience against gang violence and its harmful
effects on adolescents, their families, and the community as a whole. Within this frame, concept
mapping will be used to identify factors of community resilience, rate their importance for building
community resilience, illustrate the relationships between identified factors, as well as generate

working theories on how factors work together to build community resilience. Moreover, each

72



research question will look at variations of the aforementioned between distal and proximal actors

in order to capture a comprehensive array of perspectives.

7.3  GENERATION

7.3.1 Data Collection

The research activities involved in generation were designed to occur in-person during one 2-hour
session, referred to as Session I: Generating a List of Needs. In separate sessions, one for each
group, participants were presented with an introduction to community resilience, followed by the
focus statement of the dissertation shown in Figure 4. In response, one list of needs was generated
from each participant group in a collective brainstorming activity, which was audio recorded to

capture the dynamic discussions that contextualized the data.
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INTRODUCTION

A “resilient community” is one that can reduce, adapt to, or recover from adversities or negative
experiences. While it is impossible for a community to be resilient against all adversities, it is
possible for a community to build resilience against a very specific adversity that affects them.
For example, RESTORE Belize works with the communities of Southside Belize City. While
these communities face multiple adversities, RESTORE Belize’s Metamorphosis Program
specifically focuses on the adversity of gang violence and its harmful effects.

With this example in mind, let’s generate a list of what communities (such as those in Southside
Belize City) need in order to be resilient against gang violence and its harmful effects.

FOCUS STATEMENT
In order for communities to reduce, adapt to, or recover from gang violence and its harmful
effects on adolescents, their families, and the community as a whole,

* 1s needed.

* The need can be a person or people, a program or service, a resource or item, a place, an action,
a feeling, belief, or attitude, etc.

Figure 4. Introduction and Focus Statement for Generating a List of Needs

7.3.2 Data Management and Analysis

A transcript of the audio recording was created and open coded for “needs” that completed the
focus statement. Open-coded needs were compared to needs that were listed in real time, as they
were generated during Session I. Redundant needs were identified and their duplicates were
removed; overlapping needs were consolidated to result in one final List of Needs, which was then
shared with and verified by participants.

The data (i.e., needs) from verified lists were entered into the CS Global MAX ® platform.
Redundant needs between the two final List of Needs were identified and their duplicates were
removed; overlapping needs were consolidated and then both lists were collapsed into one final
Master List of Needs. Collapsing input from both participant groups is a necessary methodological

step in order to make comparisons between groups (Kane & Trochim, 2007).
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74  STRUCTURING

7.4.1 Data Collection

The research activities involved in structuring occurred online through the CS Global MAX ®
platform and were referred to as Session II: Rating and Sorting Needs. All participants worked
independently at their own pace, over the course of one week, to rate and sort needs from the
Master List of Needs. Needs were rated on importance using the scale shown in Figure 5 and

sorted into categories of similar themes using the instructions shown in Figure 6.
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RATING INSTRUCTIONS

Using the scale below (Vagias, 2006), please indicate how important each need is for
communities to be able to reduce, adapt to, or recover from gang violence and its harmful effects
on adolescents, their families, and the community as a whole.

5 T 1 without this need, communities cannot reduce, adapt to, or recover from gang
extremely violence and its effects

important

4 =

very important

without this need, it would be very difficult for communities to reduce, adapt
to, or recover from gang violence and its effects

.3 ~ without this need, it would be difficult for communities to reduce, adapt to, or
1mportant c .

recover from gang violence and its effects
2 _ communities do not need, but could benefit from having this need to reduce,
slightly . -
) adapt to, or recover from gang violence and its effects
important
! =t ¢ 1 communities do not need this need to reduce, adapt to, or recover from gang
no a a1 violence and its effects
1important

Figure 5. Rating Scale on the Importance of Needs
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SORTING INSTRUCTIONS

In this activity, you will sort needs according to your view of their meaning or theme.

To do this, you will need the following:

[ ]62 Sorting Cards [_] paper clips [ ] Post-Its [ ] a pen or marker

In a previous task, participants identified a total of 62 needs that they believe are necessary for
communities to BUILD UP RESILIENCE against gang violence and harmful effects. Each of
the 62 Sorting Cards has one of these needs on it, as well as an identification number that was
randomly assigned.

Step 1: Please read through the Sorting Cards to become familiar with the needs.
Step 2: Sort needs into piles in a way that best makes sense to you. Specifically,

sort needs for how similar in meaning or theme they are to one another.

The only restrictions are the following:

o all needs cannot be put into a single pile

e all needs cannot be put into their own separate pile --- although a need may
be grouped by itself if it is unrelated to all other needs

¢ Do not create piles such as "miscellaneous" or "other" that group together
needs that are not similar in meaning or theme

¢ Do not create piles according to importance, priority, or quality --- you will
rate needs on these characteristics during a different activity

Step 3: When you are done sorting all of the needs into piles, please paper clip each
pile. (NOTE: People vary in how many piles they create. Usually 5 to 20 piles
work well to organize this number of needs.)

Step 4: Give each pile a name that describes its theme or contents. Write the name of
the pile on a Post-It. Then, tuck the Post-It underneath the paper clip, so that it
stays in place.

Figure 6. Instructions for the Sorting of Needs
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7.5  REPRESENTATION

7.5.1 Data Analysis

Proprietary functions of the CS Global MAX ® software, including multidimensional scaling and
hierarchical cluster analysis, were used to analyze structuring data. Through these functions,
multiple individual-level data were represented as a singular group-level data set (Kane &
Trochim, 2007). This dissertation utilized the following representations to explore factors of
community resilience against gang violence and its harmful effects as delineated by the research

questions: one point map and multiple cluster maps.

7.5.1.1 Point map

Multidimensional scaling on individual-level sorting data from all participants resulted in
one, group-level point map, referred to as the Point Map of Needs. As the name implies, this point
map is a map of a distribution of points, where each point represents one need from the Master
List of Needs and the distribution of points represents the relatedness of needs as a result of how
they were sorted by all study participants. Points (i.e., needs) that are positioned closer together
are considered to be more related to one another by participants (i.e., study participants sorted them
within the same pile more frequently); where as, points that are positioned further away are
considered to be less related to one another by participants (i.e., study participants sorted them
within the same pile less frequently or not at all). Accompanying the point map is a measure of
quality referred to as the stress index. The lower the stress index, the more accurately the 2-
dimensional point map approximates the original 3-dimensional data input (Kane & Trochim,

2007).
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7.5.1.2 Cluster maps

Hierarchical cluster analysis on data from the Point Map of Needs resulted in multiple
cluster maps. Among all cluster maps, each one varies by the number of clusters. On any given
cluster map, each cluster contains unique needs that represent how they were structured (i.e.,
sorted, labeled) by study participants. Cluster maps range from a 1-cluster solution, which contains
all of the needs in one cluster, to an n-cluster solution (n = total number of needs), where each
need is its own cluster.

Multiple cluster maps were examined in order to find the best cluster solution. A 1-cluster
solution is not conceptually meaningful since the singular cluster contains multiple, perhaps even
conflicting, themes. On the other extreme, an n-cluster solution is also not conceptually
meaningful since there will be multiple clusters that share the same theme. Following this line of
thought, the best cluster solution would be a cluster map where each of its clusters, regardless of
the total number of clusters, represent one, unique theme. In this way, the needs represented in
each cluster are unifying and conceptually meaningful.

By convention, representation starts with the analysis of an 8-cluster solution. Starting
here, the selection of the best cluster solution was guided by the following question:

Does each cluster clearly represent one, unique theme?

e Ifthe answer was “no” because any one cluster represented more than one theme, a greater
cluster solution was analyzed to assess whether increasing the number of clusters resulted
in a “yes” to the guided question.

e Ifthe answer was “no” because more than one cluster represented the same theme, a lesser
cluster solution was analyzed to assess whether decreasing the number of clusters resulted

in a “yes” to the guided question.
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When all clusters represented distinct themes, that cluster map was selected as the final solution,

referred to as the Cluster Map of Needs.

7.6  INTERPRETATION

7.6.1 Data Verification

The research activities involved in interpretation occurred in-person during one 2-hour session.
In separate sessions, one for each group, participants were presented with the Point Map of Needs
and the Cluster Map of Needs, as well as a summary of the process, including representation and
interpretation, taken to arrive at each of these outputs. After sufficient time to become familiar

with the maps, participants were asked for feedback so as to verify the interpretation of the PI.

7.6.2 Data Collection and Analysis

After verification, participants were asked to work on an individual basis to answer the following
two questions:

1. How do clusters relate to one another?

2. How do clusters work with each other to build community resilience against gang

violence and its harmful effects?

After approximately 30 minutes, participants were asked to share their responses with the rest of

the group. During the sharing process, participants were encouraged to analyze their responses:
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What are the similarities? What are the differences? Based on their analysis, participants worked
collectively to create one working theory that represents how the group as a whole would respond
to the above questions. The final working theories (one from each participant group) were shared

with partners and stakeholders for the purposes of utilization.

7.7  UTILIZATION

The research activities involved in utilization occurred in-person at a special event co-hosted by
PAHO Belize and the PI. The purpose of the event was to convene study participants, partners,
and key stakeholders; to disseminate and discuss the findings of the dissertation; and to decide
how to use the concept maps to affect change (Kane & Trochim, 2007). At the event, attendees
were presented with background information on the dissertation and then participated in a modified
interpretation session in order to better prepare them to utilize the concept maps. Firstly, attendees
received physical copies of the Point Map of Needs and Cluster Map of Needs, as well as a
summary of the process taken to arrive at each of these outputs. They were then asked to work on
an individual basis to answer the following two questions:

1. How do clusters relate to one another?

2. How do clusters work with each other to build community resilience against gang

violence and its harmful effects?

Attendees worked for approximately 15 minutes. Secondly, the PI and study participants presented
their respective working theories to the rest of the attendees. Each participant group took

approximately 30 minutes. Thirdly, all attendees and study participants engaged in a 1-hour
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discussion where attendees were able to compare and contrast their individual working theories to
those of the study participants, and everyone in attendance was able to express at least one way
they would like to see the working theories used to benefit the communities of Southside Belize

City.

7.8  CODING

An iterative process of coding was used to qualitatively analyze the output of generation (i.e., the
Master List of Needs) for factors of community resilience. The public health literature on
community resilience, the concept of human security, and the Frankenberger et al. (2013)
conceptual framework for community resilience were all utilized as sources from which codes
were created a priori. The following factors of community resilience that have been identified in
the public health literature were created into codes: place attachment, social capital, and social
connectedness. From the concept of human security, all seven of its dimensions were created into
codes: community, economic, environmental, food, health, personal, and political security. Lastly,
codes were created from the following components of the Frankenberger et al. (2013) conceptual
framework: community assets, community social dimensions, and areas of collective action.
Using the Master List of Needs, each individual need was analyzed in term of content and
compared to the definitions of each code. An individual need could be assigned to more than one
code, provided that it fit the definitions of the respective codes. As the PI reviewed and became
familiar with the data, individual needs also emerged as promising factors of community resilience.
Promising needs were researched and new codes were created. In an iterative fashion, each

individual need from the Master List of Needs was analyzed again using an updated codebook.
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Iterations continued until the data had been exhausted. The final codebook, containing all codes

and their definitions, is available in Appendices A —F.
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8.0 RESULTS

A total of 23 individuals participated in at least one of the concept mapping steps for this
dissertation. Figure 7 and Figure 8 show an overview of participation by concept mapping steps
for National Policy Level (NPL) and Local Institutional, Community, and Interpersonal Level

(LICIL), respectively.
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Participant Profiles

Concept Mapping Steps

Structuring
Somree Ecological Level Fosition Generation Imterpretation | Utilmtion
Sortimg | Radlmg

Ministry of Eduocation Palicy Education Officer X X b
Minisiry of Health Palicy Deputy Director X X ] X
Ministry of Human Development Palicy Deputy Director X n
RESTORE Belize Palicy Matioral Coordinator X X X
PAEIC Belize Palicy Advisor X
PAFICY Balize Palicy Advisor X
PAH Belize Poluy Achrmey =
Lnited Wations Population Fund Palicy ! X

Total Xumber of Participants 3 2 3 4 T

Key: X = participated did not participate
*Representative on behalf of Liaison Officer

Figure 7. Overview of Participation by Concept Mapping Steps for National Policy Level Participants
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Participant Profiles Concept Mapping Steps
Source Ecological Level Fositlon Cieneration Sruetrog Imterpredntion | Utilention
Sortimg | Hatimg

RESTORE Belize Institutional Director X X X
Mental Health: Program (MOH) lnglziniiens] am =
Community Rehabilitation Department Institutional Dirsctor X
{Jaeen Street Baptist Schoal Institusional Frincipal X
RESTORE Belize lnglziniiens] - =
MBI Commurity Socinl Warker X X X
SEID Community Social Worker X X
MEID Community Therapist X X X
Private Practice Commurnity Counsellor X X 2
Southside Belize City Commurity Resident x x x * X
Soutkside Helize City Commurity Resident "'". '1': '1': X
Sputhside Belize City Commurity Resicent X
Sputhside Belize City Commurity Resicent x
RESTORE Belize Inferpersonal Social Worker X X
RESTORE Belize Interpersonal MP Counsellar

Total ¥umber of Participants B 4 4 L] ]
Key: X = participated did not participate MP = Metamorphosis Program  **Director ol Communications

MHD = Miristry of Human Development *MOH = Ministry of Health

Figure 8. Overview of Participation by Concept Mapping Steps for Local Institutional, Community, and Interpersonal Level Participants
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8.1 FACTORS OF COMMUNITY RESILIENCE

A total of 11 individuals participated in generation. Three National Policy Level (NPL)
participants, representing the Ministry of Health, Ministry of Human Development, and the
RESTORE Belize Metamorphosis Program, participated collectively in person at the PAHO
Offices in Belize City, Belize, on 20 February 2018. Eight Local Institutional, Community, and
Interpersonal Level (LICIL) participants, consisting of social workers, a therapist, a counsellor,
and community members, participated independently online through the CS Global MAX®

platform between 05 March 2018 and 13 March 2018.

8.1.1 What Factors Do Communities Need in order to Reduce, Adapt to, or Recover from
Gang Violence and its Harmful Effects on Adolescents, their Families, and the Community

as a Whole?

8.1.1.1 Concept mapping

Generation resulted in the Master List of Needs (Figure 9), which contains the universe of
needs that participants identified as playing a role in building community resilience against gang
violence and its harmful effects. A total of 62 needs were generated by participants in response to
the focus statement: In order for communities to reduce, adapt to, or recover from gang violence
and its harmful effects on adolescents, their families, and the community as a whole, [FILL-IN-
THE-BLANK] is needed. Ofthe 62 needs, 38 unique needs were generated by the National Policy

Level (NPL) participants, 17 unique needs were generated by the Local Institutional, Community,
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and Interpersonal Level (LICIL) participants, and five needs that were independently generated by
both NPL and LICIL participant groups overlapped. The needs identified cover a variety of
services (i.e., economic, educational, health, security, and social services); providers (i.e., police,
truancy officers, childcare workers, government officials, university faculty, educators, mental
health professionals, nurses, child development professionals, social workers, counsellors, the
media); beneficiaries (i.e., children, adolescents, adults, parents, pregnant women) and settings

(i.e., homes, schools, work places, neighborhoods).
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No. NEED

0l A curfew

02 Childcare provided during parenting programs ¢

03  Policies and people (like truancy officers) to address or prevent further truancy (absence
from school without good reason) @

04 Media that highlights the 'positives' so that people feel that 'good deeds will get positive
attention' ¢

05  Community mindedness (having your mind concerned with the community) ¢

06  Incentives for parents ¢

07 A belief that it 'pays to do the right thing' ¢

08  Community parenting ¢

09  Knowing your neighbors / neighbors knowing each other ¢

10 Investments (scholarships, more open posts, increase salaries) in trained counsellors ¢

11 School-based programs that ensure children have access to nutritional food & water ¢

12 Positive attitudes towards education & advancement ¢

13 Police presence in the community ¢

14 A system to monitor gun imports from neighboring countries ¢

15 Programs & places that can compete with gang safe houses & recruitment strategies ¢

16  Exposure to different extracurricular experiences (not just sports) for children ¢

17 Trust ¢

18  Programs or services that support working parents ¢

19  Responsible media coverage that informs community of violence & offers solutions ¢

20 Small business initiatives 4

21 Neighbors taking care of/ helping neighbors ¢

22 Community involvement (all members of the community need to be involved) ¢

23 Job training programs for adults ¢

24 Prevention programs, like family planning &

25  Public spaces (parks, sporting facilities) in the community for children to play @

26  Support services for adolescents who are pregnant ¢

27 Adult literacy programs ¢

28  Early childhood stimulation programs ¢

29  Self-esteem, encouragement, and emotional support for children ¢

30 Gun control policies that regulate access to guns and ammunition ¢

31  Structured weekend activities ¢

Key: O generated by National Policy Level (NPL) participants
¢ generated by Local Institutional, Community, and Interpersonal Level (LICIL)
participants
@ need independently generated by both NPL and LICIL participant groups

Figure 9 (continued below)
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No. NEED

32 Programs that focus on early identification and intervention of child literacy issues ®

33 Free education with no hidden costs ¢

34 Respect for authority ¢

35 A value on “good” news ¢

36  Affordable programs and opportunities that keep children 'off the streets' all year round
(afterschool and during the summer) ®

37  Programs or resources to help equip parents with the skills to address issues with & guide
their children ¢

38  Positive feelings about oneself O

39  Opportunities for children to be creative and use their imagination ¢

40  Parental involvement with their children

41  Opportunities for children to engage in outdoor activities in their own neighborhoods ¢

42 Subsidized daycare services ¢

43 Continuing education opportunities for pregnant teens/teen moms ¢

44 Spiritual activities ¢

45 Opportunities that provide options for children to leave the neighborhood ¢

46  Safe houses (where children can go and learn, study, use a computer, etc.) ¢

47  Programs, resources, and/or services that ensure households are able to meet children's
basic needs ¢

48  Mental health services ¢

49  Policies that support child literacy and academic success ¢

50 Resources within the community ¢

51  Trained counsellors in schools ¢

52 Parenting support groups ¢

53 Long-term (versus short-term) investments ¢

54 Policies and procedures that ensure children get referred to mental health services ¢

55 Programs and/or services that allow for & encourage parent-child interactions ¢

56  Parenting programs ¢

57  Investments in mental health professionals ¢

58  Safe neighborhoods ¢

59 A value for education and advancement ¢

60  Building capacity of community resources ¢

61 A nurse at every primary school ¢

62 A sense of community ¢

Figure 9. Master List of Needs
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8.1.1.2 Coding

No individual need on its own fit the definition of any of the codes in Appendix A. With
respect to factors of community resilience that have been identified in the public health literature,
coding resulted in 14 needs that fit the definitions of at least one of the following codes: place

attachment, social capital, and social connectedness (Figure 10).

Factors of Community

Resilience Identified in

the Literature Needs Identified in the Dissertation

Place attachment
e knowing your neighbors/ neighbors knowing each other (Need 9)

e neighbors taking care of and/or helping neighbors (Need 21)
e asense of community (Need 62)

Social capital

Overall 6t (Need 17)
Bonding
e community parenting (Need 8)
parental involvement with their children (Need 40)
programs, services, or opportunities that allow for and encourage
parent-child interactions (Need 55)
Bridging
e community involvement (Need 22)
e  parental support groups (Need 52)
Linking

e police presence in the community (Need 13)
e respect for authority (Need 34)

Social Connectedness

e trust (Need 17)
e neighbors taking care of and/or helping neighbors (Need 21)
e asense of community (Need 62)

Figure 10. Identified Needs that Support Factors of Community Resilience in the Public Health Literature
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With respect to the concept of human security, coding resulted in 52 needs that fit the
definitions of at least one dimension of human security, with the exception of political security

(Figure 11).

Promising Factors of

Community Needs Identified in the Dissertation
Resilience

Human Security

community parenting (Need 8)

neighbors taking care of / helping neighbors (Need 21)
community involvement (Need 22)

parenting support groups (Need 52)

a sense of community (Need 62)

Community

Economic policies and people to prevent further truancy (Need 3)

investments in trained counsellors (Need 10)

positive attitudes towards education and advancement (Need 12)

programs/services that support working parents (Need 18)

small business initiatives (Need 20)

job training programs for adults (Need 23)

support services for pregnant adolescents (Need 26)

adult literacy programs (Need 27)

early childhood stimulation programs (Need 28)

programs that focus on early identification and intervention of child literacy

issues (Need 32)

free education with no hidden costs (Need 33)

e subsidized daycare services (Need 42)

e continuing education programs for pregnant adolescents/adolescent moms
(Need 43)

o safe houses (where children can go and learn, study, use a computer, etc.)
(Need 46)

e  programs, resources, and services that ensure households are able to meet

children’s basic needs (Need 47)

policies that help support child literacy and academic success (Need 49)

trained counsellors in schools (Need 51)

long-term (versus short-term) investments (Need 53)

a value for education and advancement (Need 59)

safe neighborhoods (Need 58)
e  programs, resources, and services that ensure households are able to meet
children’s basic needs (Need 47)

Environmental

Figure 11 (continued below)
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Promising Factors of

Community Needs Identified in the Dissertation
Resilience

Food e school-based programs that ensure children have access to nutritional food
and water (Need 11)
e support services for pregnant adolescents (Need 26)
e  programs, resources, and services that ensure households are able to meet
children’s basic needs (Need 47)
e trained counsellors in schools (Need 51)

Health e prevention programs, like family planning (Need 24)
support services for pregnant adolescents (Need 26)
e  programs, resources, and services that ensure households are able to meet
children’s basic needs (Need 47)
e mental health services (Need 48)
e trained counsellors in schools (Need 51)
e policies and procedures that ensure children get referred to the mental health
services they need (Need 54)
e investments in mental health professionals (Need 57)
a nurse at every primary school (Need 61)

a curfew (Need 1)

policies and people to prevent further truancy (Need 3)

police presence in the community (Need 13)

a system to monitor gun imports from neighboring countries (Need 14)

responsible media coverage that informs the community of violence and

offers solutions (Need 19)

support services for pregnant adolescents (Need 26)

e gun control policies that regulate access to guns and ammunition (Need 30)

e affordable programs and opportunities that keep children “off the streets” all
year round (Need 36)

o safe houses (where children can go and learn, study, use a computer, etc.)
(Need 46)

e mental health services (Need 48)

e trained counsellors in schools (Need 51)

e policies and procedures that ensure children get referred to the mental health
services they need (Need 54)

e investments in mental health professionals (Need 57)

e safe neighborhoods (Need 58)

Personal

Figure 11. Identified Needs that Support Factors of Community Resilience in Human Security

The Master List of Needs also contains a number of factors of community resilience that

are absent from the public health literature, but show promise as factors of community resilience.
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These factors include a sense of community, qualities from the affective domain (e.g., attitudes,

beliefs, emotions, feelings, motivation, perceptions, and values), and collective action (Figure 12).

Promising Factors of
Community

- Needs Identified in the Dissertation
Resilience

A Sense of Community

community mindedness (Need 5)

incentives for parents (Need 6)

knowing your neighbors/neighbors knowing each other (Need 9)
trust (Need 17)

neighbors taking care of / helping neighbors (Need 21)
community involvement (Need 22)

a sense of community (Need 62)

Affective Domain

community mindedness (Need 5)

a belief that it “pays to do the right thing” (Need 7)

positive attitudes towards education and advancement (Need 12)
self-esteem, encouragement, and emotional support for children (Need 29)
a value on good news (Need 35)

positive feelings about oneself (Need 38)

a value for education and advancement (Need 59)

a sense of community (Need 62)

Collective Action

e [implementing] community parenting (Need 8)

e  [creating] programs, places, and services that can compete with gang safe
houses and recruitment strategies (Need 15)

e [creating] safe houses (where children can go and learn, study, use a
computer, etc.) (Need 46)

e [creating] safe neighborhoods (Need 58)

e building capacity of community resources (Need 60)

Figure 12. Promising Factors of Community Resilience
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8.2 IMPORTANCE OF FACTORS FOR BUILDING COMMUNITY RESILIENCE

A total of 12 individuals participated in the rating activity of structuring. Three NPL participants,
representing the Ministry of Education, Ministry of Health, and the RESTORE Belize
Metamorphosis Program, participated independently online through the CS Global MAX ®
platform between 14 March 2018 and 20 March 2018. Nine LICIL participants, consisting of a
director, social workers, a therapist, counsellors, and community members, participated
independently online through the CS Global MAX® platform during the same time frame.
Structuring of the rating data resulted in over 740 ratings on how important needs are for
communities to be able to reduce, adapt to, or recover from gang violence and its harmful effects
on adolescents, their families, and the community as a whole. At the individual level, each
participant rated each of the 62 needs from the Master List of Needs from 1 (not at all important)
to 5 (extremely important), resulting in 744 individual importance ratings. While individual
importance ratings range from 1 to 5, the most frequent rating (n=345, 46%) was a 5.00. At the
group level, each need’s individual importance ratings were averaged!? by participant group, as
well as collapsed into one All Participants group for a reference. The average importance ratings
(AIRs) for all 62 needs range from 2.75 to 4.75, with the majority (n =47; 76%) of the AIRs above

a 4.00.

12 Although ordinal in nature, Likert scale data was treated as continuous.
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8.2.1 Are All Factors of Community Resilience Equally Important for Communities to be

Able to Reduce, Adapt to, or Recover from Gang Violence and its Harmful Effects?

The study identified the following factors of community resilience that are present in the public
health literature: place attachment, social capital (including the overall concept, as well as its
bonding, bridging, and linking dimensions), and social connectedness. The AIRs for each of these
factors per each participant group are displayed in Table 1. There are practically significant
differences among place attachment, social capital, and social connectedness. Of the three factors,
social capital was considered the most important factor (average importance rating [AIR] = 4.21)
for a community to build resilience against gang violence and its harmful effects. When examining
the dimensions of social capital, bonding social capital (AIR = 4.36) was considered more
important than either bridging (AIR =4.21) or linking (AIR =4.00) social capital. Ofthe 62 needs
identified by participants, the need with the highest AIR is an example of bonding social capital:
with an AIR of 4.75, participants felt that without parental involvement with their children it would
be very difficult to impossible for a community to reduce, adapt to, or recover from gang-violence

and its harmful effects.
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Table 1. Average Importance Ratings for Community Resilience Factors

Participants’ Importance Ratings

Community Resilience Factors

Place Attachment 3.86 4.56 3.63
Social Capital 4.21 4.57 4.05
Bonding 4.36 4.67 4.15

Bridging 4.21 4.84 4.00

Linking 4.00 4.17 3.95

Social Connectedness 4.06 4.67 3.85

NPL: National Policy Level
LICIL: Local Institutional, Community, and Interpersonal Level

All community resilience factors were rated using a 5-point Likert scale on their importance (where 1 = not at all
important and 5 = extremely important) for a community to be able to reduce, adapt to, or recover from gang
violence and its harmful effects on adolescents, their families, and the community as a whole.

8.2.2 How Does Importance Vary by Participant Group?

The AIRs for each of the dimensions of social capital per each participant group are displayed in
Table 2. There are practically significant differences among bonding, bridging, and linking social
capital between participant groups. Following the consensus, both NPL and LICIL participants
rated linking social capital (NPL: AIR =4.17; LICIL: AIR = 3.95) as the least important of the
three dimensions for a community to be resilient against gang violence and its harmful effects.
However, LICIL participants rated bonding (AIR = 4.15) more important than bridging (3.95)
social capital; where as, NPL participants rated bridging (AIR = 4.84) more important than

bonding (AIR = 4.67) social capital.
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Table 2. Average Importance Ratings of Social Capital Dimensions

Dimensions of Social Capital

Participants ' idgi Linking
NPL (n=3) 4.67 4.84 4.17
LICIL (n=9) 4.15 4.00 3.95

NPL: National Policy Level
LICIL: Local Institutional, Community, and Interpersonal Level

All community resilience factors were rated using a 5-point Likert scale on their importance, where 1 = not at all
important) to 5 (extremely important) for a community to be able to reduce, adapt to, or recover from gang
violence and its harmful effects on adolescents, their families, and the community as a whole.

8.3  RELATIONSHIPS AMONG FACTORS OF COMMUNITY RESILIENCE

A total of 11 individuals participated in the sorting activity of structuring. Two NPL participants,
representing the Ministry of Education and Ministry of Health, participated independently online
through the CS Global MAX ® platform between 14 March 2018 and 20 March 2018. Nine LICIL
participants, consisting of a director, social workers, a therapist, counsellors, and community
members, participated independently online through the CS Global MAX® platform during the
same time frame as the NPL participants.

Representation of the sorting data resulted in a 7-cluster solution, based on a 62-point map
with a stress index of 0.26 (reference value < 0.36). The output from multidimensional scaling is
illustrated by the Point Map of Needs (Figure 13). The output from hierarchical cluster analyses
is illustrated by the Cluster Map of Needs (Figure 14), which shows that the following seven
clusters best represent the sorting data:

Cluster 1: Physical Control

Cluster 2: Mental Health and Counseling

Cluster 3: Parental Support
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Cluster 4: Programs
Cluster 5: Values
Cluster 6: Positive Communities

Cluster 7: Community Development

The label for each cluster describes the unique theme represented by each of the needs
contained within that cluster. Labels were given by participants during the sorting activity of
structuring. The Cluster Map of Needs Key (Figure 15) shows each need that is contained

within each of the seven clusters.
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Cluster No.:

Cluster Label
[01] a curfew
Cluster 1: [13] police presence in the community
Physical Control [14] a system to monitor gun imports from neighboring countries
[30] gun control policies that regulate access to guns and ammunition
[03] policies & people to help address or prevent further truancy
[10] investments in trained counsellors
[15] programs, places &/or services that can compete with gang safe houses and
recruitment strategies
[33] free education with no hidden costs
Cluster 2: [48] mental health services
Mental Health [49] policies that help support child literacy and academic success
and C ounselling [51] trained counsellors in schools '
[53] long-term (versus short-term) investments
]

[54] policies & procedures that ensure children get referred to the mental health
services they need
[57] investments in mental health professionals

[61] a nurse at every primary school

Cluster 3:
Parental Support

[06
[08
[18
[20
[24
[37

incentives for parents

community parenting

programs or services that support working parents

small business initiatives

prevention programs, like family planning

programs or resources to help equip parents with the skills to address issues with

and guide their children

[47] programs, resources, &/or services that ensure households are able to meet
children’s basic needs

[52] parenting support groups

[55] programs, services, or opportunities that allow for and encourage parent-child
interactions

[56] parenting programs

—_ D D D

Cluster 4:
Programs

[11] school-based programs that ensure children have access to nutritional food and water

[23] job training programs for adults (including parents)

[26] support services for adolescents who are pregnant

[27] adult literacy programs

[28] early childhood stimulation programs

[32] programs that focus on early identification and intervention of child literacy issues

[36] affordable programs and opportunities that keep children “off the streets” all year
round (afterschool & during the summer)

[42] subsidized daycare services

[43] continuing education opportunities for pregnant teens/teen moms

Figure 15 (continued below)
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Cluster No.:

Cluster Label

[04] media that highlights the “positives” so that people feel that “good deeds will get you
positive attention”
[07] a belief that it “pays to do the right thing”
[12] positive attitudes towards education and advancement
. [17] trust
M [19] responsible media coverage that informs the community of violence and offers solutions
Values [29] self-esteem, encouragement, and emotional support for children
[34] respect for authority
[35] a value on “good” news
[38] positive feelings about oneself
[59] a value for education and advancement

[05] community mindedness (having your mind concerned with the community)

[09] knowing your neighbors / neighbors knowing each other

m [21] neighbors taking care of &/or helping neighbors

Positive [22] community involvement (all members of the community need to be involved)
s [40] parental involvement with their children

Communities [58] safe neighborhoods

[62] a sense of community

[16] exposure to different extracurricular experiences (not just sports) for children

[25] public spaces (parks, sporting facilities, swimming pools) in the community for children
to play

structured weekend activities

opportunities for children to be creative and use their imagination

opportunities for children to engage in outdoor activities in their own neighborhoods
spiritual activities

opportunities that provide options for children to leave the neighborhood

safe houses (where children can go learn, study, use a computer, etc.)

resources within the community

building capacity of community resources

31
Cluster 7: %39

Community [41

[44
Development [45

[46
[50
[60

[ Sl S AT S SR

Figure 15. Cluster Map of Needs Key

8.3.1 How Do Factors Relate to One Another and Work Together to Build Community
Resilience against Gang Violence and its Harmful Effects on Adolescents, Families, and

Community Members?

A total of 10 individuals participated in interpretation. Four National Policy Level (NPL)
participants, representing the Ministry of Education, Ministry of Health, Ministry of Human

Development, and the RESTORE Belize Metamorphosis Program, participated both
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independently and collectively in person at the PAHO Offices in Belize City, Belize, on 26 March
2018. Six Local Institutional, Community, and Interpersonal Level (LICIL) participants,
consisting of social workers, a therapist, a counsellor, and community members, participated both
independently and collectively in person at the PAHO Offices in Belize City, Belize, on 23 March
2018.

Interpretation of The Cluster Map of Needs resulted in two final working theories, one
from each of the participant groups, that explain how study participants conceptualize the
relationships among the seven clusters, as well as how clusters work together to build resilience
against gang violence and its harmful effects on adolescents, their families, and the community as
a whole. The final working theories from NPL and LICIL participants are displayed in Figure 16
and Figure 17, respectively. Each working theory includes a model accompanied by an
explanation. The models illustrate how factors relate to one another, while the explanation
communicates how they work together to build community resilience against gang violence and

its harmful effects on adolescents, their families, and the community as a whole.
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Model:

Physical Control

Mental Health o,
and Counselling \

Community Development

>

Parental Support

Positive Communities

Programs

Explanation:
“If a person feels safe (Cluster 1), then that person will feel free to participate in his/her
community. As persons and families go about their daily lives, they are assisted by mental
health and counseling (Cluster 2), parental support (Cluster 3), and programs (Cluster 4) that
allow them --- give them the tools that they need --- to participate in their communities. Through
this assistance, families learn and adopt values (Cluster 5) and their participation contributes to
both positive communities (Cluster 6) and community development (Cluster 7). Communities
that have good values, that are considered “positive”, and that are developed are resilient and
have the defense necessary to reduce, adapt to, or recover from gang violence and its harmful
effects.”

--- NPL Participants

Figure 16. Working Theory on Community Resilience against Gang Violence and its Harmful Effects by
National Policy Level Participants
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Model:

Mental Health
and
Counselling

Parental Support Programs

o Values
|

4

Positive Communities o o Community Development
+U
o Physical

Control

Explanation:

“It all starts with the parents. Mental health and counseling (Cluster 2), parental support (Cluster
3), and programs (Cluster 4) are the foundations that assist parents in going about their daily
lives. This foundation introduces parents to positive values (Cluster 5) that are necessary for
them to participate in and contribute to their communities. Once parents are equipped with
positive values, they will create positive communities (Cluster 6) and contribute to their
community’s development (Cluster 7). Communities that are considered “positive” and that are
developed are resilient and have the defense necessary to reduce, adapt to, or recover from gang
violence and its harmful effects.”

--- LICIL Participants

Figure 17. Working Theory on Community Resilience against Gang Violence and its Harmful Effects by
Local Institutional, Community, and Interpersonal Level Participants

8.3.2 How Do Relationships and Working Theories Vary by Participant Group?

A total of 15 individuals participated in utilization in person at the Belize Biltmore Plaza in Belize

City, Belize, on 28 March 2018. Of'the total participants, seven were National Policy Level (NPL)
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participants (representing the Ministry of Health, Ministry of Human Development, the RESTORE
Belize Metamorphosis Program, PAHO Belize, and the United Nations Population Fund) and eight
were Local Institutional, Community, and Interpersonal Level (LICIL) participants (consisting of
four directors, a social worker, a counsellor, a school principal and a community member).

Part of utilization resulted in a consensus among NPL and LICIL participants on the
variations between the two working theories. A comparison of the models in Figure 16 and Figure
17 shows a slight variation in the positioning of Values (Cluster 5) and an opposition in the
conceptualization of Physical Control (Cluster 1). With respect to Values, NPL participants
positioned the cluster in the center of a Venn diagram, representing the overlap of Positive
Communities (Cluster 6) with Community Development (Cluster 7); where as, LICIL participants
positioned Values as a precursor to both Clusters 6 and 7. With respect to Physical Control, NPL
participants utilized it to set the boundaries within which to present the NPL model; where as,
LICIL participants positioned the cluster in the bottom left-hand corner, devoid of any relationship
to the other six clusters. Consequently, the corresponding explanation for the LICIL story does

not include Physical Control.
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9.0 DISCUSSION

The following discussions are from the position of the PI, who spent six weeks peering through an
ethnographic lens to better understand gang violence and community resilience within the context
of the Belizean culture. As such, her interpretation of the data, which reflect the lived experiences
of the participants, was determined by her positionality (Merriam, Johnson-Bailey, Lee, Kee,
Ntseane, & Muhamad, 2001) as an outsider, an etic actor. This determination was based on her
cultural identity, including her race (white), ethnicity (Hispanic), sex (woman), gender (female),
sexual orientation (bisexual), education (graduate level), livelihood (professional), and citizenship
(United States). Recognizing that her cultural identity is distinct from the cultural identity of the
participants (i.e., the source of data), the PI’s positionality should be taken into account when
considering each sub-section that follows.

In addition to positionality, power should also be taken into account (Merriam et al., 2001).
Employing the CBPR approach for the dissertation created a circumstance, under which all
stakeholders had equal decision-making power with respect to research activities. By doing so,
this circumstance shifted the natural dynamics of stakeholders temporarily and demonstrated what
could be accomplished when partners allowed themselves to be guided by equity-seeking
principles. Nevertheless, the following discussions recognize that data was collected, analyzed,
and disseminated under power dynamics that were different from those that existed during pre-

dissertation reality.
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9.1 FACTORS OF COMMUNITY RESILIENCE

9.1.1 How Do Factors of Community Resilience That Were Identified through the

Dissertation Compare to Those That Have Been Identified in the Public Health Literature?

9.1.1.1 Place attachment

While place attachment was not explicitly identified as a need, a related concept --- a sense
of community --- was identified within the context of place (i.e., a neighborhood). In the seminal
article A Sense of Community: A Definition and Theory, McMillan and Chavis (1986) define a
sense of community as “... [a] feeling that members have of belonging, a feeling that members
matter to one another and to the group, and a shared faith that members’ needs will be met through
their commitment to be together,” (p. 9). As part of its review of related research, the article
presents a study from Riger and Lavrakas (1981) that examined a sense of community as reflected
in neighborhood attachment. Investigators found two distinct but correlated factors; one of which,
labeled social bonding, included items such as feeling a part of the neighborhood and the ability
to identify neighbors (Riger & Lavrakas, 1981).

Participants identified a sense of community, neighbors taking care of and/or helping
neighbors, and knowing your neighbors/ neighbors knowing each other as needs that would help
communities reduce, adapt to, and recover from gang violence and its harmful effects. Neighbors
helping each other fits a sense of community as defined by McMillan and Chavis (1986).
Neighbors who are willing to take care of each other’s needs (e.g., feeding a sick neighbor) is an
indication that neighbors have feelings of attachment to one another which underlie feelings of
mattering to one another. In this case, the attachment is not place-based, but rather person-based.
Knowing your neighbors fits a sense of community as studied by Riger and Lavrakas (1981).

108



Specifically, this need overlaps with an item of social bonding (i.e., the ability to identify
neighbors). Other items of social bonding, such as feeling part of the neighborhood, also indicate
feelings of attachment. However, in this case, it is not clear whether or not the attachment is place-
or person-based.

While a review of the public health literature revealed place attachment as a factor of
community resilience, the results of this study uncovered person attachment as a factor that
communities need in order to build resilience against gang violence and its harmful effects. This
finding suggests that the broader idea of attachment --- feelings of attachment to the community,

whether they be place- or person-based --- is a factor of community resilience.

9.1.1.2 Social connectedness

While the concept of social connectedness was not identified in its entirety, participants
did identify dimensions of collective efficacy, a necessary component of social connectedness.
Collective efficacy refers to a community’s capacity to achieve common goals (Cagney et al.,
2016). According to Cagney et al. (2016), it is comprised of two dimensions: social cohesion (a
sense of trust and solidarity among community members) and informal social control (the
likelihood that community members would be willing to act on each other’s behalf).

During generation, participants identified trust, a sense of community, and neighbors taking
care of and/or helping neighbors as needs that would help communities reduce, adapt to, and
recover from gang violence and its harmful effects. Trust is contained in, but does not fully
encompass, the definition of social cohesion; solidarity is required as well. With respect to this
requirement, a sense of community includes a commitment of community members to be together

in order to meet their needs (i.e., solidarity) (McMillan & Chavis, 1986). Lastly, neighbors taking
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care of or helping neighbors is an example of community members acting on behalf of one another
and thus is a representation of informal social control.

During interpretation, both participant groups independently recognized the relationship
among these needs in their respective stories. The narrations for the NPL and the LICIL stories
explain that values (Cluster 5; Need 17 = trust) contribute to developing their communities and
making their communities positive (Cluster 6; Need 21 = neighbors taking care of and/or helping
neighbors, Need 62 = a sense of community). Furthermore, both narrations continue to explain
that communities that are positive and developed are resilient against gang violence and its harmful
effects. These findings are consistent with the public health literature on social connectedness and
community resilience, which has shown that members of communities with higher social

connectedness are more likely to perceive that their community is resilient (Cagney et al., 2016).

9.1.1.3 Social capital

Several needs were identified that represent the overall concept of social capital, as well as
its dimensions: bonding, bridging, and linking social capital. Putnam (1995) defined social capital
as “the social organization of networks...that facilitate coordination and cooperation for mutual
benefit,” (p. 67). Defined in this way, some scholars argue that the overall concept of social capital
is too broad to be useful as an analytical tool (Kawachi et al., 2004; Poortinga, 2012). Accordingly,
social scientists now parse social capital into three different dimensions, which vary in the
organization of social networks, as well as the strength of their connections within, between, or
across networks (Poortinga 2012).

With respect to social capital, participants identified trust; community parenting; parental
involvement with their children; programs, services, or opportunities that allow for and encourage

parent-child interactions; parental support groups; community involvement; police presence in the
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community; and respect for authority as needs that would help communities reduce, adapt to, and
recover from gang violence and its harmful effects.

Overall social capital: Trust among community members is believed to facilitate mutual
cooperation and collective action (Putnam, 1995) and has been used as a proxy for the overall
concept of social capital in the public health literature (Kawachi et al., 1997; Poortinga, 2012;
Aldrich & Meyer, 2014).

Bonding social capital: Community parenting, opportunities for parent-child
interactions, and parental involvement with their children focus on strengthening the intimate
connections that are characteristic of bonding social capital (Poortinga, 2012). Szreter and
Woolcock (2004) describe bonding social capital as “inward-looking” connections (i.e., bonds)
that reinforce a shared identity among members within a social network. Since bonds occur among
individuals who are emotionally close (e.g., family and friends), they are tight connections that
provide a base for social cohesion and support (Hurlbert et al., 2000; Adler & Kwon, 2002). For
example, community parenting relies upon trusting relationships and solidarity (i.e., social
cohesion) between parents and parental surrogates in the community. As such, community
parenting is an opportunity for non-existing bonds to be developed or existing bonds to be
strengthened. This being true, participants sorted these needs into different clusters, suggesting
that participants regarded needs as thematically different from one another.

Bridging social capital: Parental support groups and community involvement allow
individuals to expand their social networks beyond family and friends, a characteristic of bridging
social capital. Szreter and Woolcock (2004) describe bridging social capital as “outward-looking”
connections (i.e., bridges) that span across social groups. Since bridges are formed among

individuals who differ to some degree in shared identities, they are a source of diversity in the
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form of novel information and resources that may prove helpful to individuals (Aldrich & Meyer,
2014). For example, parental support groups are an opportunity for parents from different social
networks to exchange their experiences in parenting with one another. Since each parent’s
participation is colored by his or her own identity, this exchange provides the entire support group
with a diverse source of parenting styles and skills, as well as support. This being true, participants
sorted needs into different clusters, suggesting that participants regarded these needs as
thematically different from one another.

Linking social capital: Police presence in the community and respect for authority
exemplify the connections between citizens and those in power that characterize linking social
capital. Szreter and Woolcock (2004) describe linking social capital as connections (i.e., links)
that cross authority gradients. As such, links serve as a mechanism for community members to
mobilize authoritative or political resources and power (Aldrich & Meyer, 2014). For example,
police presence in the community increases the proximity and thus accessibility of local authorities
(actors who provide protection) and community members (actors who receive protection).
Increased accessibility, overtime, allows for trusting relationships and respect to be established
between the police and community. These relationships may evolve into a partnership based on
reciprocity, where the police view community members as an ally and the community views the
police as a resource --- a community asset that can be mobilized for collective action. This being
true, participants sorted needs in different clusters, suggesting that participants regarded both needs
as thematically different from one another.

Social capital as a resource: According to the community resilience framework proposed
by Frankenberger et al. (2013), social capital is not just a community resource, but an important

community asset that increases the community’s capacity for collective action. While resources
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in the community and building capacity of community resources were identified by participants as
needs, they were provided in the context of financial capital (e.g., job training, small business
initiatives), not social capital. This suggests that participants do not regard (or perhaps regard, but
do not value) social capital as a community resource; or that participants do not regard or value
social capital as a resource whose capacity is capable or worthy of being developed.

Facilitators of social capital: Community mindedness was also identified as a need that
would help communities reduce, adapt to, and recover from gang violence and its harmful effects.
Although not a proxy or dimension of social capital, community mindedness may facilitate efforts
to build social capital. Stallwitz (2012) defines community-mindedness as a complex social
phenomenon that includes an attitude that is both communal and caring. An individual who cares
about his or her community is more likely to become involved in community activities. Since
these activities provide an opportunity to form and build social bonds, bridges, and links,

community-mindedness can be considered a facilitator of social capital.

9.1.2 How Do the Factors of Community Resilience That Were Identified through the

Dissertation Contrast to Those That Have Been Identified in the Public Health Literature?

Of the needs that were identified through the dissertation as factors of community resilience, there
was one single need and several combinations of needs that are absent from the public health
literature. Whether on its own or in combination with one another, these needs are either related
to factors of community resilience that are present in the public health literature or have been
identified as factors of community resilience in the literature of other disciplines. The singular
need, a sense of community, encompasses aspects of place attachment, social connectedness, and
social capital; where as, the combinations of needs represent dimensions from the concept of
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human security, qualities from the affective domain (e.g., attitudes, beliefs, emotions, feelings,

motivation, perceptions, and values), and collective action.

9.1.2.1 A sense of community

While some elements of a sense of community (e.g., attachment) have been identified as
factors of community resilience in the public health literature, the overall concept has not.
Revisiting 4 Sense of Community: A Definition and Theory, McMillan and Chavis (1986) utilized
four elements to define this concept. The first element, membership, is the feeling of belonging -
-- that an individual has earned the right to be a member through his or her investment to the
community. Influence, the second element, is the feeling of mattering --- that the community
matters to its members, and that members matter to each other and to the community as a whole.
The third element, integration and fulfillment of needs, is the feeling of reciprocity --- that
community members will have their needs met or receive some benefit through their membership
(i.e., investment) to the community. Lastly, shared emotional connection, the fourth element, is
the feeling of connectivity --- that community members have (in the present) and will have (in the
future) a shared identity that binds them emotionally.

The findings of this study provide support for proposing a sense of community as a factor
of community resilience. Specifically, the elements of a sense of community could be considered
the highest expression of social connectedness with reinforcement by social capital. For example,
through participation in efforts to build resilience, community members form social bonds and
bridges with each other (social capital). Over time, these social connections foster feelings of
belonging to the community, as well as to fellow community members (membership). Since
community members feel attached to each other and to their community, they invest in each other’s

welfare, including their security (e.g., exposure to gangs), health, and wellbeing (e.g., exposure to
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gang-related violence and its harmful effects on physical and mental health). In doing so, they
reach a level of trust and solidarity (social cohesion) where community members feel that they
matter to each other and to the community as a whole (influence). Based on this meaningfulness,
community members feel willing to act on each other’s behalf (informal social control) and begin
to work together --- by managing communal assets for collective actions (e.g., community
parenting, community policing) --- to meet each other’s needs (integration and fulfillment of
needs). This fulfillment of needs shapes the perception of community members on their capacity
to achieve common goals (e.g., reduce exposures to gangs, recover from gang-related violence)
that will not only meet the health needs of the community (e.g., reduce anxiety, depression, and
suicidal ideation), but also improve the social conditions for health for all community members

(collective efficacy).

9.1.2.2 Human security

With the exception of political security, all dimensions of human security were represented
by a combination of needs. Given the relationship between human security and resilience, it is not
surprising that 52 of the 62 needs (84%) represent at least one dimension of the concept. What
was somewhat surprising is that more needs fit economic security (n = 19) than personal security
(n=14). By definition, personal security ensures protection from interpersonal violence, such as
gang violence. Accordingly, one might postulate that what a community needs to reduce, adapt
to, or recover from gang violence and its harmful effects would primarily be people, programs,
services, resources, or items that were related to enhancing personal security. The fact that
economic security slightly outweighed personal security may reflect the belief that economic

development and prosperity are a stronger deterrent for gang recruitment and operations, which
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are sustained by the lure of financial rewards. Notwithstanding, this finding supports the concept

of human security as a factor of community resilience against gang violence and its harmful effects.

9.1.2.3 Affective domain

Many of the needs that fit the affective domain would qualify as a community social
dimension, according to Frankenberger et al. (2013). To reiterate, community social dimensions
are described as the qualities of a community that guide how its members collectively manage
their communal assets in an equitable and sustainable way (Frankenberger et al., 2013). These
qualities exist as attitudes, beliefs, emotions, feelings, motivation, perceptions, and values. A
community who values social justice and believes that health is a fundamental human right as
social dimensions would likely distribute their communal assets in a way that directly addresses

inequities in resources, which could indirectly address inequities in health.

9.1.2.4 Collective action

The most notable contrast with respect to collective action is that the public health literature
on community resilience is heavily focused on collective action against acute adversities, such as
natural disasters and epidemics. Due to this focus, collective action has mainly taken the form of
disaster preparedness and emergency response, which rely on linking community members to the
resources or services that they need in order to reduce, adapt to, or recover from such an adversity.
As mentioned in Section 2.4.1.1, case studies indicate that disasters incite a greater urgency that
likely drives community mobilization more efficiently than non-disasters (Norris et al., 2008;
Frankenberger et al., 2013). Accordingly, community mobilization for non-disasters (i.e., chronic
adversities), such as gang violence, will not only look different in terms of collective action, but
will also require a different quality and/or quantity of community social dimensions: a sense of
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community is likely the driver of community mobilization under these circumstances. This being
true, collective action against chronic adversities would rely on bonding more so than linking

social capital.

9.2 IMPORTANCE OF FACTORS FOR BUILDING COMMUNITY RESILIENCE

9.2.1 Are All Factors Equally Important for Communities to be Able to Reduce, Adapt to,

or Recover from Gang Violence and its Harmful Effects?

Needs that were identified through the dissertation as factors of community resilience had varied
average importance ratings (AIRs), suggesting that participants at the group-level perceived some
factors more important than others for communities to be able to reduce, adapt to, or recover from
gang violence and its harmful effects. Perceptions ranged from important (without this need, it
would be difficult for communities to reduce, adapt to, or recover from gang violence and its
effects) to extremely important (without this need, communities cannot reduce, adapt to, or recover
from gang violence and its effects); the majority of needs (n = 47; 76%) had AIRs above a 4.00,
meaning that participants on average felt that without the need it would be very difficult to
impossible for a community to reduce, adapt to, or recover from gang-violence and its harmful
effects.

While the overall concept of social capital is consistently regarded as a factor of community
resilience in the public health literature, the descending importance of its dimensions --- from
bonding to bridging to linking social capital --- is a notable finding in that it runs counter to current

research trends. A review of the literature shows that the majority of studies on community
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resilience focus on linking social capital (Flores, 2017). Specifically, in the public health literature,
this dimension of social capital has been conceptualized in all models and frameworks on
community resilience (Landau, 2010; Wells, Tang, Lizaola, Jones, Brown, Stayton, Williams,
Chandra, Eisenman, Fogleman, & Plough, 2013; O’Sullivan, Kuziemsky, Corneil, Lemyre, &
Franco, 2014; Kreisberg, Thomas, Valley, Newell, Janes, & Little, 2016); operationalized into the
limited number of tools to measure community resilience (Gilk, Eisenman, Donatello, Afifi,
Stajura, Prelip, Smmartinova, & Martel, 2014); and has been used as a proxy for the overall
concept of social capital in interventions designed to build community resilience (Rosenfeld,
Etkind, Grasso, Adams, & Rothholz, 2011; Hansen-Nord, Kjaerulf, Almendarez, Morales Rodas,
& Castro, 2016). In contrast, research in either bonding or bridging social capital has been limited
to conceptualizations of community resilience (Landau, 2010; O’Sullivan, Kuziemsky, Corneil,
Lemyre, & Franco, 2014) and two toolkits (Davis, Cook, & Cohen, 2005; Landau, 2010). That
stated, the findings of this study on the different levels of importance among the dimensions of
social capital with respect to community resilience against chronic adversities, such as gang
violence, suggest that future research should consider shifting its attention to bonding and bridging

social capital as key factors.

9.2.2 Hoes Does Importance Vary between Distal and Proximal Perspectives?

With respect to bonding and bridging social capital, there is variation in their order of importance:
NPL participants considered bridging to be more important than bonding social capital; where as,
the opposite was true for LICIL participants. This consideration may indicate that those who are
directly exposed to and affected by gang violence and its harmful effects, like community members
and other participants in the LICIL group, value a social network with tight, inward-seeking
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connections as more important than one with loose, outward-seeking connections with respect to
being able to reduce, adapt to, or recover from gang-related adversities. Nevertheless, this
variation does not change the aforementioned suggestion that future research should shift its
attention away from linking social capital and towards developing a body of evidence on its

bonding and bridging counterparts.

9.3 COMMUNITY RESILIENCE RELATIONSHIPS AND WORKING THEORIES

9.3.1 How Do the Factors of Community Resilience that Were Identified through the
Dissertation Relate to One Another and Work Together to Build Community Resilience
against Gang Violence and its Harmful Effects on Adolescents, Families, and Community

Members?

9.3.1.1 People-centeredness is the favored approach

Both participant groups believe that working theories should be viewed from the
perspective of people (i.e., a person, parents, families). This belief adheres to the people-centered
key characteristic of the human security approach, which places people at the core of all activities
and supports “the essential building blocks™ of their survival, livelihood, and dignity. Arguably,
the greatest advantage of people-centeredness is that it empowers the individual, family, or
community to identify their own vulnerabilities --- drawing from their own values, needs,
vulnerabilities, assets, aspirations, and lived experiences --- to ensure that no one is left behind.

A community resilience framework would consider values, needs, vulnerabilities, assets,

and aspirations --- as well as other components --- as part of a community’s capacity for collective
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action. Revisiting the conceptual framework for community resilience proposed by Frankenberger
et al. (2013), community capacity for collective action incorporates community assets (e.g., social
capital), community social dimensions (e.g., diversity, inclusion, values, aspirations), and areas of
collective action (e.g., conflict management). Together these capacities arm communities with the
tools that they need in order to build resilience against a specific threat to health and human
security --- or with “... the defense necessary to reduce, adapt to, or recover from gang violence

and its harmful effects,” (per both NPL and LICIL explanations).

9.3.1.2 Essential building blocks are the foundation

As previously mentioned, both participant groups believe that the clusters Mental Health
and Counseling (Cluster 2), Parental Support (Cluster 3), and Programs (Cluster 4) form the
foundation for community resilience. This foundation provides the “essential building blocks” of
survival, livelihood, and dignity through the provision of community, economic, food, and health
security. For example, support groups (Need 52, Cluster 3) afford parents with an opportunity to
receive benefits from being a part of a group --- a community of concerned parents who want to
improve their relationship with their children --- and thus enhances their community security;
small business initiatives (Need 20, Cluster 3) give all community members a means to improve
their economic security; establishing programs that ensure children have access to nutritional food
and water (Need 11, Cluster 4) improves food security for these children; and having a nurse at
every primary school (Need 61, Cluster 2) enhances the health security of all primary school
students. In total, almost half of the needs identified in this dissertation are contained in these
foundational clusters, suggesting that human security plays a significant role in the building of

community resilience.
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As a complement to the human security perspective, community resilience frameworks
include mechanisms to leverage community assets in a collective manner so as to provide the
essential building blocks (i.e., dimensions of human security) to those who lack them at an
individual, family, or household level. Assets themselves are defined as capital that allows
community members to not only meet their basic needs, but also secure their livelihoods
(Frankenberger et al., 2013). Revisiting the conceptual framework for community resilience
proposed by Frankenberger et al. (2013), livelihood security includes financial capital, human
capital, natural capital, physical capital, political capital, and social capital. Moreover, a recent
review of community resilience in the public health literature yielded a number of models and
frameworks with varying elements; however, social capital was an important element that was
conserved among all conceptualizations. This particular asset should appeal to plans, programs,
or policies (like the RESTORE Belize Metamorphosis Program) who seek to improve health
outcomes in their beneficiaries, since there is a well-established body of work to support the
positive association between social capital and health outcomes (Kawachi et al., 2004; Phelan,

Link, & Tehranifar, 2010).

9.3.1.3 Positive communities and community development are the goals

According to both participant groups, the aforementioned foundational clusters are
precursors to Values (Cluster 5), Positive Communities (Cluster 6), and Community Development
(Cluster 7). Specifically, NPL and LICIL participants believe that the needs identified in the
Mental Health and Counseling, Parental Support, and Programs clusters provide community
members with the possibility to learn, practice, and adopt the needs sorted into the Values cluster.
In turn, practicing and adopting “values” (i.e., qualities of the affective domain) within their

communities was expressed by participants to be the means by which community members are
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able to contribute to their community’s positivity and development. To this end, NPL and LICIL
participant groups uphold that Positive Communities and Community Development work together
as a defense against gang violence and its harmful effects on adolescence, their families, and the
community as a whole. In a collective voice, participants and attendees concur that realizing the
positive community-community development feedback loop is the goal that communities and their
allied stakeholders should strive toward.

Through a human security lens, this feedback loop may be regarded as a vehicle for human
development and fulfillment. Human security operates under the assumption that guaranteeing
community security, economic security, environmental security, food security, health security,
personal security, and political security guarantees the freedom to live in dignity, the freedom from
fear, and the freedom from want; which, in turn, protects a person’s vital core and ultimately
enhances his or her human fulfillment (UNTFHS, 2016). Both NPL and LICIL working theories
thread these assumptions throughout their explanations and thus offer a concrete opportunity to
observe and examine human security for communities, like those of Southside Belize City, who
are vulnerable due to gang violence.

Bolstering this offer, the explanations leading up to and including the positive community-
community development feedback loop are also consistent with a community resilience
framework. Revisiting a community’s capacity for collective action, the needs that were identified
under the clusters of Mental Health and Counseling, Parental Support, and Programs provide the
capital (i.e., community assets) for communities to collectively manage and leverage in their favor;
where as, those that were identified under the cluster Values provide the chance for community
members to learn, practice, and adopt the characteristics (i.e., community social dimensions)

necessary for them to collectively manage their capital for the common good. In general, both
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community assets and community social dimensions work together to achieve different areas of
collective action. Specifically, in the case of the NPL and LICIL working theories, areas of
collective action include activities that foster positivity and community development, as defined

by the needs sorted within those two clusters.

9.3.2 How Do Relationships and Working Theories Vary Between Distal and Proximal

Perspectives?

The one remarkable difference between distal (i.e., NPL working theory) and proximal (i.e., LICIL
working theory) perspectives is their opposed conceptualization of Cluster 1: Physical Control.
According to NPL participants, a person must feel safe in order to feel free to participate in his or
her community. Believing safety to be a perquisite for community participation, NPL participants
utilized Physical Control to set the boundaries within which to present their model. Since needs
identified within this cluster are those that enhance the personal security dimension of human
security, NPL participants expressed that community members and police should work hand-in-
hand as partners to ensure that all persons within the community feel safe in their everyday lives.
Along with this expression, they recognized that this partnership will require trust.

In stark contrast, LICIL participants refused to consider Cluster 1: Physical Control and its
needs within the context of building resilience against gang violence and its harmful effects. When
probed about what underlay the refusal, LICIL participants were initially reticent, but eventually
concluded that they, as a group, felt that the needs in Cluster 1 did not relate in an obvious way to
the other clusters: Mental Health and Counselling, Parental Support, Programs, Values, Positive
Communities, and Community Development. As such, it was agreed to have Physical Control
stand on its own, off to the side, in the LICIL model.
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Informal conversations with LICIL participants, as well as community members of Belize
City, revealed a general lack of trust in the police among communities. This lack of trust in police
was cited as a reason that community members do not report criminal activity and known criminal
actors. Furthermore, when community members feel that they cannot go to the police to resolve
issues of personal security, there becomes a vacuum for law and order. At the moment, this
vacuum is filled by gangs through a phenomena referred to by Belizeans as “street justice”. Asa
result, a lack of trust in the police not only isolates the community from a critical asset and ally in
building resilience against gang violence, but also sustains gang activity by legitimizing the role
of gangs in the communities of Southside Belize City and allowing them to fill a need that was

once the responsibility of the State.

9.3.3 How Do Relationships and Working Theories Compare and Contrast with Those

Identified in the Public Health Literature?

In comparison to the conceptualizations of community resilience identified in the public health
literature, both NPL and LICIL working theories are likewise anchored by at least one dimension
of social capital (i.e., bonding, bridging, or linking). Specifically, both working theories present
the same foundation for community resilience that consists of policies, programs, or services that
build bonding (e.g., opportunities that allow for and encourage parent-child interactions),
bridging (e.g., parenting support groups), and linking (e.g., mental health services) social capital
for community members.

In contrast to the conceptualizations of community resilience identified in the public health
literature, both NPL and LICIL working theories explicitly assign health to part of the foundation
of community resilience. Specifically, this foundation consists of policies, programs, and services
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that improve health security and equity. For example, providing a nurse at every primary school
would increase access to primary health care for all school-aged children --- regardless of their
family’s economic means to pay for healthcare. Moreover, according to both working theories,
obtaining health security (as well as other dimensions of human security) allows community

members to participate in and contribute to their communities.

949 A PROPOSED CONCEPTUAL FRAMEWORK FOR COMMUNITY
RESILIENCE AGAINST GANG VIOLENCE AND ITS HARMFUL EFFECTS ON

ADOLESCENTS, FAMILIES, AND COMMUNITIES

The findings of this dissertation support the conceptual framework for community resilience
developed by Frankenberger et al. (2013). Although proposed within the context of food security,
this dissertation suggests that its application to health security, specifically the factors and process
of community resilience that enhance health security, may be an appropriate tool for examining
community resilience against chronic adversities, such as gang violence.

When looking at factors of community resilience, the dissertation identified the
multidimensional concept of human security as a foundation for community resilience. This
foundation provides the “essential building blocks” of survival, livelihood, and dignity through the
provision of community, economic, environmental, food, health, personal, and political security
(Area I). Once a community achieves a certain level of human security, its community members
are able to focus on strengthening their capacities for collective action: community assets,
community social dimensions, areas of collective action (Frankenberger, 2013). The strengthening

of community assets and social dimensions is facilitated by a sense of community, which is
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achieved by reinforcing attachment, social capital, and social connectedness (Area II). In turn,
these factors of community resilience will result in collective efficacy and community
empowerment specific to achieving the goals outlined under the areas of collective action that are
important for community members (Area III). In the dissertation, areas of collective action
included creating a positive community (e.g., a community where neighbors know each other, take
care of each other, and are concerned with and involved in the community) and bolstering
community development (e.g., building capacity of community resources and using community

assets to develop opportunities for children to thrive).

9.5 LIMITATIONS AND STRENGTHS

9.5.1 Limitations

Although this dissertation contributed to filling knowledge gaps in the current public health
literature on community resilience, there are some notable limitations.

Firstly, while there were ethical issues that precluded the participation of adolescents and
their families, the dissertation recruitment strategy was designed to represent the multiple actors
within the multiple environments that have influence on the health behaviors of both adolescents
and their families. That stated, future work should consider using trusted institutions (e.g., school,
church) to involve at-risk adolescents and their caregivers. For example, the arts-based method

Visual Voices '*(Yonas, Burke, & Miller, 2013) could be used to collect generation data from at-

13 Visual Voices is a participatory research method that gives communities an opportunity
to express how they view their health, social conditions for health, and lived experiences through
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risk youth. The PI could train self-selected school personnel, who are familiar faces to participants,
in the Visual Voices methodology. The method could be introduced to students as an “art project”,
perhaps led by the art teacher, and occur within the school facilities. In addition, the CBPR
partners could consider broadening the focus statement to elicit generation data on community
resilience against adversities and later on, during a discussion of the artwork, students could be
probed for what types of adversities they face.

Secondly, while small sample size is never favorable, due to the qualitative nature of the
dissertation, it was not considered a major issue since the findings are not meant to be
generalizable; they are meant to be transferrable. Moreover, while overall counts were low,
representation was high. For example, only one person from Mental Health Services participated
in the dissertation. That said, this person is the only person in the Ministry of Health that works
in this area; and thus, the dissertation captured the perspectives of 100% of mental health personnel
at the national level for the entire country of Belize. With the exception of community members
from Southside Belize City, this example reflects the norm. Accordingly, the PI has confidence
that the process (i.e., model, approaches, methods, data collection, data analysis) of the dissertation
is solidly transferrable given the level of representation of the strategically selected participants.

Thirdly, an incident that was out of the control of the PI arose and complicated the
participation of teachers in the dissertation. On Thursday, 22 February 2018, a 12-year old, male
student from Queen Street Baptist School was murdered in a gang-related shooting. As a result,
all school personnel, including teachers, were preoccupied with providing support for students

(e.g., his friends and peers) and their families. Understandably, the provision of support took

art (e.g., painting, drawing, and writing), while fostering relationship-building between community
members and non-community actors.
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priority over and precluded the participation of teachers in generation and structuring, which were
the research activities that coincided with this timeframe. That stated, we did invite teachers to
participate in interpretation and utilization; however, not a single teacher accepted our invitation.

Fourthly, social workers and community members were unable to participate in-person
during the generation step of concept mapping; however, modifications in the mode of
participation were made so that social workers and community members could contribute to list of
needs in response to the focus statement through the CS Global Max ® platform. While online
participation does not allow for the dynamic discussions that occur during in-person participation,
the online mode is a valid modification that is used in the concept mapping method (Kane &
Trochim, 2007).

Fifthly, while concept mapping is a time- and resources-intensive method, there are
modifications that can be made to offset this limitation in future work with PAHO Belize or other
Member States. For example, from the six traditional steps of concept mapping, all six can be
partially or completely executed by other partners in the CBPR partnership (e.g., PAHO Belize,
RESTORE Belize). As is consistent with this dissertation, all partners would be involved in
preparation, including articulating the focus and identifying and recruiting participants. In
addition, the PI (as a consultant for PAHO) would provide technical expertise to the extent
requested by the Member State (i.e., PAHO Belize). Modifications that would shift responsibilities

from the PI to other CBPR partners could include any or all of the following:

e The PI could train a self-selected personnel from PAHO Belize to collect, enter, and
manage data from generation and structuring using the CS Global MAX ® software.

e The PI could work with the PAHO Belize personnel to analyze data during representation.

128



e The PAHO Belize personnel could verify, collect, and manage data from interpretation and

utilization.

9.5.2 Strengths

There are several strengths of this dissertation.

9.5.2.1 Unique focus on a chronic adversity

Firstly, this dissertation is unique with respect to the adversity selected as a focus. The
overwhelming majority of evidence on community resilience in the public health literature has
focused on acute adversities, such as natural disasters and epidemics. In contrast, this dissertation
focused on the chronic adversity of gang violence as an example of youth violence. In the LAC,
incidents of youth violence far outweigh incidents of acute adversities as a threat to adolescent
health. As such, it is important that conceptual tools (e.g., a framework for community resilience)

appropriately account for their differences in nature.

9.5.2.2 Novel approach with human security

Secondly, this dissertation selected an approach that is novel in the public health literature
on community resilience. From the literature identified, no published research has employed the
human security approach to explore community resilience against an adversity. This novelty
coincides with the chronic nature of gang violence as an insidious, pervasive threat to the whole
of society. The employment of the human security approach provides a comprehensive
perspective on community resilience against gang violence and its harmful effects to not only

health security (i.e., direct threats to health), but also community, economic, environmental, food,
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personal, and political securities (i.e., direct threats to social determinants of health). This
comprehension is valuable as it better accounts for inequities in other areas that underlie and

manifest inequities in health.

9.5.2.3 Innovative use of concept mapping

Thirdly, this dissertation selected a method that is innovative in the public health literature
on community resilience. From the literature identified, no published research has employed the
concept mapping method to explore community resilience against an adversity. Concept mapping
provides a mechanism for the dynamic participation of a diverse group of stakeholders. In terms
of diversity, the strategic selection of participants for concept mapping furnished a comprehensive
exploration of gang violence and its harmful effects from various socioecological perspectives
across different sectors. In this way, the dissertation captured the social determinants of health --
- from distal (e.g., national policy) to proximal (e.g., local community) circumstances --- that
moderate or elevate the risk of exposure to gang violence and the risk of experiencing harmful
effects as a result of this exposure.

In terms of dynamics, the employment of concept mapping afforded each participant group
equal power in the research process. Under the purview of the dissertation, there was a better
balance between protection actors (i.e., national policy actors) and empowerment actors (i.e., the
community) and an observed increase in group cohesiveness and morale. Many participants
expressed that being a part of the dissertation was a positive experience. In particular, the NPL
participants reported being pleased to have had the opportunity to work with each other on a
weekly basis and discussed maintaining their multi-sectorial working group for future

collaborations in the RESTORE Belize Metamorphosis Program.
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9.5.2.4 Findings have practical significant for stakeholders
Fourthly, the results of the dissertation provided stakeholders with practical significance.
The programs and services represented by the needs in Area 1 (i.e., the essential building blocks)
were reviewed by their respective providers and informed future actions to streamline programs
and services. For example, during a discussion with PAHO Belize and the Ministry of Health it
was noted that intervening at the critical period of adolescence is too late and that intervention
should occur as early as possible. Observations from both partners corroborated that many mothers
of at-risk adolescents became pregnant during their teenage years and, as a consequence, dropped
out of school --- which limited their employment prospects and their family’s economic security
in the future.
Reviewing the working theories, the PI, PAHO Belize, and the Ministry of Health
concluded the following:
e Prevention programs, like family planning (Need 24) could prevent teenage pregnancy,
but should a teen become pregnant support services for adolescents who are pregnant
(Need 26) and mental health services (Need 48) could help her during this critical period.
e Once the child is born and begins to grow, early childhood stimulation programs (Need
28), programs, resources, and services that ensure households are able to meet
children’s basic needs (Need 47), and mental health services (Need 48) could support his
development and health, as well as prepare him to enter school.
e As the child grows and enters the school system, Need 47 and Need 48 could continue to
play an important role; but, in addition, school-based programs that ensure children have
access to nutritional food and water (Need 11), policies and procedures that ensure

children get referred to the mental health services they need (Need 54), and having a
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nurse at every primary school (Need 61) could further support his development and

health.

These needs are covered by PAHO programs in maternal health, child health, adolescent
health, and mental health, as well as by programs from our partners, like UNFPA (e.g., family
planning) and UNICEF (e.g., early childhood stimulation programs). The PI recommended
assessing which programs PAHO Belize, the Belizean Ministry of Health, and our partners are
currently implementing. For those that are not being implemented, how can we implement them?
For those that are being implemented, how can we link them together so that children (as they

grow from birth to adolescence) don’t fall through the cracks or get left behind?

9.5.2.5 Findings support a novel application of existing framework on community resilience

Lastly, this dissertation provides support for the novel application of an existing framework
on community resilience. The conceptual framework for community resilience developed by
Frankenberger et al. (2013) is centered on how a community’s capacities for collective action (i.e.,
community assets, community social dimensions, and areas for collective action) can lead to either
a resilience pathway that strengthens human security or a vulnerability pathway that threatens
human security. Adapting this framework to the public health context requires minor
modifications where the end point of the pathways was health security or health insecurity,

including a measure for health equity.
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10.0 FUTURE RESEARCH

10.1 EXPANDING PERSPECTIVES

Future research should expand the distal (i.e., NPL participants) versus proximal (i.e., LICIL
participants) perspectives. For example, the LICIL participant group could be partitioned into the
following groups: institutional level, community level, and interpersonal level. It would be
interesting to investigate whether the perspectives of the institutional level group are most similar
to those of NPL participants; whether the perspectives of the interpersonal level group are most
similar to those of LICIL participants; and whether the perspectives of the community level group
look more similar to NPL or LICIL participants or whether they are a blend between the two.
Given the more intimate relationship between the non-community participants of the LICIL group
(e.g., institutional and interpersonal participants) and community members, [ would anticipate that
the data from community members would more closely reflect that of other local participants

versus the NPL participants.

10.2 EXPLORING CULTURAL CONSENSUS

Future research could inductively explore the resulting working theories using cultural consensus
analysis. Cultural consensus analysis (CCA) is a method to explore important differences in
cultural knowledge, beliefs, values, or norms between one or more groups within the same society

(Weller, 2007). Future research could utilize CCA to explore the differences in cultural beliefs
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and values on Cluster 1: Physical Control between NPL and LICIL participants. Accordingly, a
series of meaningful statements regarding Physical Control could be administered to a sample of
individuals who would be eligible to join either NPL or LICIL participant group. Next, responses
could be aggregated per group and assessed for homogeneity (i.e., a high level of consistency). If
homogeneity was not met, the LICIL participant group may need to be separated into the following
three groups: institutional level, community level, and interpersonal level. If homogeneity of
responses was met using four participant groups, then the set of meaningful statements could be
used as a tool to infer the group affiliation (i.e., NPL or LICIL; national, institutional, community,
or interpersonal) of fellow society members. If homogeneity is not met, even after the partitioning

of the LICIL participant group, then CCA would not be appropriate (Weller, 2007).

10.3 TESTING HYPOTHESES

Future research could deductively examine the resulting working theories using hypotheses
testing. According to both the NPL and LICIL working theories, if people have a sufficient quality
and quantity of the essential building blocks of survival, livelihood, and dignity (i.e., the
dimensions of the human security concept), then they will be free to contribute to their
communities. Specifically, this consensual explanation relates (1) the human security concept to
community participation; and (2) community participation to Cluster 6: Positive Communities
(i.e., needs that describe the affective domain or social dimensions) and Cluster 7: Community
Development (i.e., needs that describe areas of collective action). With respect to (1), it could be

hypothesized that there is a positive relationship between human security and community
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participation --- meaning, enhancing human security would likewise enhance community
participation.

In order to examine this relationship, a time series analysis could be conducted, as follows.
For each participant, a baseline assessment on the seven dimensions of human security and
community participation could be measured. As actions are taken to meet the needs from the
foundational clusters (Mental Health and Counselling, Parental Support, and Programs), human
security and community participation variables could be repeatedly measured on a monthly basis
over the period of one year. The human security variables (at least one per dimension) could be
combined to form one composite human security variable that would serve as the independent
variable; where as, the community participation variable would serve as the dependent variable.
The relationship between the variables could be examined on a bivariate plot with human security
on the x-axis and community participation on the y-axis. This examination would visually confirm
whether the relationship between human security and community participation is positive. Then,
a correlation coefficient can be calculated to statistically confirm the direction of the relationship
(i.e., positive or negative), as well as the strength of the relationship. Additionally, a significance
test could indicate the probability that the correlation occurred by chance.

With respect to (2), it could be hypothesized that there is a positive relationship between
(a) community participation and positive communities and (b) community participation and
community development. We could examine both (a) and (b) independently using the same

process described above or concurrently by computing a correlation matrix.
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10.4 BUILDING A CASE SERIES

Future research could be dedicated to transferring this dissertation to other contexts in order to
build a case series. In this pursuit, the PI could engage other Member States who participated in
the UNTFHS-funded project Health, Resilience, and Human Security in Fall 2016. Both Honduras
and El Salvador expressed gang violence as a major public health threat to their adolescent
populations. For this reason, both Member States may find this dissertation relevant and its
transferability appealing. Specifically, the same process (i.e., research questions, model,
approaches, selection of participants, methods, data collection, data analysis) could be applied to
explore factors of community resilience against against gang violence and its harmful effects on
adolescents, their families and the community as a whole within selected communities of Honduras
and El Salvador. Each case study could contribute to building a case series, full of multiple
working theories from a range of perspectives. Through a comparative analysis, working theories
could be used to develop a singular, formal conceptual framework on community resilience against

gang violence and its harmful effects (George & Bennett, 2005).
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11.0 CONCLUSIONS

For PAHO Member States in LAC, youth violence will be one of the most challenging threats to
adolescent health in the 21% Century. While the evidence on youth violence prevention
interventions has identified effective prevention measures at all levels, the majority of evidence-
based interventions focus on the individual and interpersonal levels, including interventions that
seek to build individual and family resilience (WHO, 2015). Emerging research suggests that
building community resilience may support prevention efforts at the individual and family levels,
as well as help address health inequities (Norris et al., 2008; Frankenberger et al., 2013).

As a case study, this dissertation explored factors of community resilience against gang
violence (as an example of youth violence) and its harmful effects with a diverse group of
stakeholders that represented the most distal environment (i.e., national level policymakers) to the
most proximal environment (e.g., counsellor) of an at-risk male adolescent from Southside Belize
City. A social ecological model, human security approach, CBPR, and concept mapping were
employed for the exploration.

Findings identified factors of community resilience against gang violence, their importance
for building community resilience, their relationships to one another, and two working theories
(one from the distal perspective and one from the more proximal perspective) that explain how
these factors work together to build community resilience against gang violence and its harmful
effects on adolescents, their families, and the community as a whole. These working theories were
compared and contrasted to the current public health literature on community resilience and were
found to contribute to the paucity of available conceptual tools. Specifically, these working
theories were combined into a single framework for community resilience, which was adapted

137



from Frankenberger et al. (2013). The adapted framework is the first of its kind to include the
concepts of community resilience, health, and health equity.

Future research will be directed towards building a case series, which will allow for theory
development on the “how to” of building community resilience against youth violence (George &
Bennett, 2005). Public health research on community resilience should focus on developing
conceptual tools for chronic adversities (e.g., youth violence, gang violence). Such tools are
necessary in order to design measurement tools and interventions that will tackle the daily

adversities that threaten the health and wellbeing of adolescents.
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APPENDIX A: CODES UTILIZED FOR THE CODING OF SOCIAL CAPITAL

Sources

Public
Health
Literature on
Community
Resilience

Codes

Social Capital

Definitions

“the social organization of networks...that facilitate
coordination and cooperation for mutual benefit,”
(Putnam, 1995, p. 67)

proxy = trust
(Liu, Milojev, Gil de Zudniga, H, & Jiqi Zhang, 2018)

Bonding

“inward-looking” connections that reinforce a shared
identity among members within a social network
(Szreter & Woolcock, 2004)

bonds between individuals who are emotionally close
(e.g., family and friends) (Hurlbert et al., 2000; Adler &
Kwon, 2002).

Bridging

“outward-looking” connections that span across social
groups (Szreter & Woolcock, 2004)

bonds between individuals who differ to some degree in
shared identities (Aldrich & Meyer, 2014)

Linking

connections that cross authority gradients (Szreter &
Woolcock, 2004)

connections that allow community members to mobilize
authoritative or political resources and power (Aldrich
& Meyer, 2014)
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APPENDIX B: CODES UTILIZED FOR THE CODING OF SOCIAL

Sources

Public
Health
Literature on
Community
Resilience

Codes

CONNECTEDNESS

Social Connectedness

Definitions

Social | measures the frequency of exchanges (e.g., social
Exchange | interactions) between community members
(Cagney et al., 2016)
Collective | the community’s perceived capacity to achieve common
Efficacy | goals

(Cagney et al., 2016)

Social | a sense of trust and solidarity among
Cohesion | community members
(Cagney et al., 2016)
Informal | the willingness of community
Social | members to act on each other’s
Exchange | behalf

(Cagney et al., 2016)
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APPENDIX C: CODES UTILIZED FOR THE CODING OF PLACE ATTACHMENT,

TRADITIONAL KNOWLEDGE, AND LANGUAGE COMPETENCE

Sources

Public
Health
Literature on
Community
Resilience

Codes

Place
Attachment

Definitions

a sense of belonging to a place bonds between
people and places
(Scannell, Cox, Fletcher, & Heykoop, 2016)

Traditional
Knowledge

experiential knowledge
knowledge obtained by lived experiences
(Nolet, 2016)

Language
Competence

able to communicate effectively (using language)
with fellow community members
(Nystad, Spein, & Ingstad, 2014)
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APPENDIX D: CODES UTILIZED FOR THE CODING OF HUMAN SECURITY

Sources

Human
Security
Concept
(UNDP,
1994)

Codes

Community

Definitions

ensure protection of individual members who belong to the
greater group (i.e., protection through membership to family,
community, organizations, racial, ethnic, or religious group)

Economic

ensure basic income, including publically financed safety net
(e.g., jobs, work, training, employment, education, cash
transfers, microfinance opportunities)

Environmental

ensure a healthy physical environment

Food

ensure that “...all people at all times have both physical and
economic access to basic food,” (p. 27)

ready access to food --- growing food, buying food, or by public
distribution of food (e.g., food bank)

Health

Ensure primary health care: education concerning prevailing
health problems and the methods of preventing and controlling
them; promotion of food supply and proper nutrition; an
adequate supply of safe water and basic sanitation; maternal and
child health care, including family planning; immunization
against the major infectious diseases; prevention and control of
locally endemic diseases; appropriate treatment of common
diseases and injuries; and provision of essential drugs (WHO,
1978, p. 2)

Personal

“ensure protection from physical violence, including threats
from the state (e.g., physical torture); threats from other states
(e.g., war); threats from other groups of people (e.g., ethnic
tensions); threats from individuals or gangs against other
individuals or gangs (crime, street violence); threats directed
against women (rape, domestic violence); threats directed at
children based on their vulnerability and dependence (child
abuse); and threats to self (suicide, drug use),” (p. 30)

Political

Ensure protection of basic human rights, including protection
against military intervention and police repression
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APPENDIX E: CODES UTILIZED FOR THE CODING OF COMMUNITY

Sources

Conceptual
Framework for
Community
Resilience
(Frankenberger
etal., 2013)

CAPACITIES FOR COLLECTIVE ACTION

Codes

Community
Assets

Definitions

“tangible and intangible assets that allow community
members to meet their basic needs,” (p. 10)

financial, physical, political, human, social (bonding,
bridging, linking), and natural capital

Community
Social
Dimensions

“the dynamic qualities possessed by a community that
enables it to manage community-based assets in an
equitable and sustainable way,” (p. 10)

“include preparedness, responsiveness, connectivity,
learning and innovation, self-organization, diversity,
inclusion, social cohesion, and aspirations,” (p. 10)

“evident in perceptions, attitudes, and in the nature and
quality of relationships,” (p. 10)

Areas of
Collective
Action

“areas in which communities organize and collaborate in
a strategic way in the interest of advancing resilience at
the community level,” (p. 10)

“depends on the efficient and equitable use of community
assets and optimization of community social
dimensions,” (p. 10)

“key tasks that must be performed to maintain or restore
essential community institutions, structures, and related
environments in the context of actual or potential
[adversities],” (p. 10)
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APPENDIX F: CODES THAT EMERGED FROM THE DISSERTATION

Sources

Dissertation
(Flores, 2018)

Codes

A Sense of
Community
(McMillan

& Chavis, 1986)

Definitions

“the feeling of belonging or of sharing a
sense of personal relatedness,” (p. 9)

“a sense of mattering, of making a
difference to a group and of the group
mattering to its members,” (p. 9)

“the feeling that members’ needs will be
met by the resources received through
their membership in the group,” (p. 9)

“the commitment and belief that
members have shared and will share
history, common places, time together,
and similar experiences,” (p. 9)

Community
Mindedness
(Stallwitz, 2014)

communal spirit

an attitude of concern and care for one’s
community

interest in the good of one’s community
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