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Abstract

Evolving definitions of community and health promotion require the examination of community nursing practice.This article critically explores how the meanings of community may influence community nursing practice. In nursing, the most common definitions of community are of community as context/resource and community as client. The authors postulate that these definitions of community influence the nature of community practice. Moreover, if nurses are to practice within the context of health promotion, focusing on community as a relational experience, new patterns of community health promotion practice will need to emerge. This pattern of practice most honor people's experiences of community including power relations present in community. A new pattern of community health promotion nursing practice encompasses the four components of listening and critical reflection; participatory dialogue and critical questioning; pattern emergence and recognition; and movement to action.


  Conventional conceptualizations of community have influenced the very nature of community health nursing (CHN) practice. CHNs have traditionally focused on community as a client or context of practice and concurrently CHN practice has attended to preventive needs within community as well as to a variety of risk management issues. These risk management practices have typically fallen under the rubric of health promotion; with health promotion being defined as individual lifestyle behaviors. However, in recent years, new definitions of community have emerged and concurrently definitions of health promotion have also evolved. If the meaning ascribed to community influences CHN practice, and if nurses expand their understanding of practice to include relational aspects of community, including the power relations of community, then it is imperative to envision new patterns of CHN practice. Within the context of a broadened vision of health promotion, this article explores how conceptualizations of community influence CHN practice. Moreover, the authors explore how emerging conceptualizations of community may offer new possibilities for CHN practice. Ultimately, a process for community health promotion nursing practice is described which is intended to foster change, emancipation, and collectivity in working with community.

  Community has been a part of the human experience since our beginnings. McKnight suggests that "knowing community is not an abstract understanding. Rather, it is what we each know about all of us." [1] (p58) Thus community is a part of everyday life experience, and although the term community is commonly used in our personal and professional lives, the meaning ascribed to community varies greatly. Working with the community is a long-standing challenge in CHN practice and is a highly complex undertaking with many variables influencing the process. Such questions as: who is the community; how does mobilization occur within a community; what are the power variables which influence the community and nursing practice; whose needs are being met through community nursing practice; and how can community action and change be maintained and sustained are indicative of the complexities of CHN practice. To understand the complex nature of CHN practice, it is essential to examine the meaning of health promotion.

  In 1986, the World Health Organization (WHO) [2] redefined health within the context of primary health care and health promotion. With the new definition, the notion of community is implicit and the meaning ascribed to community has shifted. Health promotion as defined in the Ottawa Charter [2] (p1) is the "process of enabling people to increase control over, and to improve their health." To reach a state of complete physical, mental, and social well-being, an individual or group must be able to identify and to realize aspirations, to satisfy needs, and to change or cope with the environment. Health is, therefore, seen as a resource of everyday life, not the objective of living. According to the Charter, health is a positive concept emphasizing social and personal resources, as well as physical capacities. Consequently, health promotion is not just the responsibility of the health sector, goes beyond healthy lifestyles, and focuses on personal and social resources within the context of community. Health as described in the Charter clearly highlights a collective approach based on cooperation. [3] As Kick-busch suggests, health is viewed as a "commons, a social resource for a sustainable society." [4] (p10) Thus the concepts of health and community become interwoven in the mosaic of community health promotion nursing practice.
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  COMMUNITY AS CONTEXT AND RESOURCE

  In nursing, the most common discussion of community relates to community as context and/or community as resource. With the strong influence of institution-based nursing practice, this focus on community as context is understandable. The contextual aspects of community include a focus on the environment in which a person lives. Thus nurses perceive a patient within a family, within a community, where both family and community provide a context or environment. Historically, discharge planning focused on returning patients to their home environment. From this perspective the context is structural and geographic. For example, there are institutions, businesses, parks, stores, bus routes, etc, within the geographic setting of the community. The focus on community geography or territory continues to be a guiding aspect of defining community. [5] However, during the past 10 years, with the changing definitions of health promotion there has been a shift toward considering community as resource. As noted earlier in definitions drawn from the Ottawa Charter, the reconceptualizations of health and health care focus on resources (as contrasted with illness) and thus community is conceptualized as a resource of everyday living.

  The emphasis on community as resource alludes to the dynamic nature of community. Siler-Wells [6] describes the shift in perspective from one in which the community was viewed as a central location for marketing and exchange to a broadened perspective that includes quality of life. Community is considered to be alive and changing, not simply a static place or setting. Thus, community as resource also focuses on the accessibility of community. In other words, while many communities have wonderful resources available, how able a person/family or group is to access the resources may strongly influence their perceptions of community and ultimately their potential for health and healing. The emphasis of CHN practice within the community as resource context has been to reduce barriers, increase supports and other enabling factors, and to enhance the integration/interaction of services within the community. Finally, the emphasis on community as resource denotes the capacity and strengths of communities. This theme of perceiving the strengths of communities permeates the health promotion literature.
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  COMMUNITY AS CLIENT

  The traditions of CHN practice are inextricably linked to working with community as client. As Hills and Lindsey [7] point out, the philosophy of health promotion practice is portrayed in the works of Florence Nightingale. Indeed, working with community as client is a perspective closely aligned to the early public health movement of the late 1800s. The epidemiology of disease prevention was derived from long-standing concerns with sanitation, the environment, and community epidemics of disease. The need to understand health and disease prevention from a community perspective was driven by outbreaks of typhoid and other life-threatening diseases. Subsequently, nurses became involved in disease prevention through mass immunization and education programs. The challenge for nurses has long been to reconcile the focus on community as client with the care of individual clients in their daily practice. McKnight and Van Dover articulate the change in nursing education from teaching students to "deal with health problems in the community" to a "focus on the health issues of the community." [8] (p13) Community as client encourages nurses to view the community as a whole, to identify health issues that transcend the community, and to perceive the community as a unit of practice. In other words, from the community as client perspective, the primary role of the nurse is to assess the health of the community. Epidemiologic data are central to this approach to community in understanding disease patterns and risk factors. In addition, other factors may also be assessed as integral to understanding the health of a community. Higgs and Gustafson, [9] in discussing community assessments, include such components as size, population groups, culture, spatial characteristics or boundaries, organizations, laws, socioeconomic status, community history, occupations, schools, community resources, etc. Clearly, the intention of working with community as client is to see community as a unit of service and to aid in health planning. [10]

  Thus far, we have addressed community as context, resource, and client. Community within the context of health promotion requires us to move beyond these traditional conceptualizations to explore the meaning of community as a relational experience. Eng and Parker suggest that community can be defined to include three elements. The first elements is "geographic, that is, an aggregate of individuals residing in a particular place." [11] (p199) This perspective is consistent with viewing community as client. The second and third elements of Eng and Parker's definition include relational and political elements. Relational and political elements of community are not captured in traditional definitions of community as context/resource or community as client and thus require an expanded vision of community.
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  COMMUNITY AS A RELATIONAL EXPERIENCE

  John McKnight, a well-known community organizer, stated in an interview that "a community is commonly understood to be about relationships; it's not a place. A neighborhood is a place, but a community is about people's relationships." [12] (p1) Like many others, McKnight is questioning and exploring the experience of being in community. The relational experience of community is often difficult to articulate because it is a familiar aspect of our everyday lives. In considering the everyday experience of community, people often describe: the experience of being in known surroundings; places where they feel safe and have a sense of history and memories, as well as hopes and dreams for the future; people in their life; patterns of how their lives overlap with others, whether it is taking care of children, working, having a potluck dinner, going to a birthday party, or just running into someone on the street.

  Being in community denotes more than simple involvement in relationships with other people. It denotes an ontology, a way of being that permeates throughout people's lives. It is about how we are a people; how you are as a person, it is about the "how" of everyday life. In other words, ontology doesn't focus on what people do, but how people are-so ontology is about a way of being in life. McCarthy [13] suggests that ontology has often been defined from a perspective of individualism. That is, we consider our way of being as somewhat separate from the community around us. In challenging this perspective, McCarthy puts forth the notion of a relational ontology. Community may be a way of being that permeates people's everyday lives, and thus, people experience themselves as being in community. Just as mind, body, and spirit are inseparable, so are individual and community. Thus, the relational aspects of community encompass people's relational experiences as well as a relational way of being.

  The experience of community may change over time depending upon your age, place of residence, familial relationships, etc. The experience of being in community is also influenced by the socioeconomic and political characteristics of society. McMillan and Chavis [5] propose a definition of community that includes four elements: membership, influence, integration and fulfillment of needs, and shared emotional connection. Membership infers the feeling of belonging or sharing. It may include such aspects as boundaries, emotional safety, a sense of belonging and identification, personal investment, and a common symbol system. Influence describes both being attracted to a community people want to be part of and having influence over what occurs within the community. It is this aspect of influence that alludes to the power relations occurring within a community and that will be further discussed. The third element in McMillan and Chavis's definition is integration and fulfillment of needs. These elements connote that a member's needs will be met with the resources of the community or group. Furthermore, the authors suggest that a synergy exists in the community wherein both the individual and collective needs of the group are met. Shared emotional connection, the final element, attends to the importance of closeness and interaction between group members. This element may encompass shared history, culture, and spiritual bonds.

  Community, thus far, has been described in mostly positive terms. Lotz [14] highlights the affinity of recent governments to describe community in warm and fuzzy terms. However, the realities of people's experiences in community may be vastly different from this utopian view. Urbanization has drastically altered most people's experiences of community. In fact, as urbanization has increased, people's perceptions of membership, influence, and emotional connection have changed dramatically. Community may not always be a healthful or positive experience. The emergence of youth gangs in urban areas is an obvious example of a community group in which belonging and inclusion may be extremely important and yet the group may, in fact, be destructive to the larger community. Recently, there has been a resurgence in the importance of neighborhood and informal groups in providing a supportive experience of community. As Siler-Wells [6] notes, the development of many informal groups, including support and advocacy networks, is a means of rebuilding a sense of community. Similarly, Eisen [15] speaks of the need for neighborhood-based initiatives to facilitate participation and cohesive community health action. In this sense, community is greater than the experience of being in relationships; it is a fundamental vehicle for change within our society.
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  The power relations of community

  Within the health promotion literature there is a tendency to discuss community as simply the interpersonal relationships which exist between people. [16] This propensity to leave unacknowledged the power relations present in a community denies the essence of community health promotion practice. Labonte points out that community is about organization. He contends that "there is no 'poor community' save poor persons coming together to share their experience and to act to transform it." [17] (p87) Clearly, community health practice is political and requires actively engaging in the power relations within a community. As Farrant suggests, the "WHO concept of health promotion is explicitly informed by a sociological perspective that sees health and lifestyle as inextricably linked to the social and economic environment, and acknowledges the social nature of the movement for health." [18] (p431) In this sense, the principles of health promotion require a deliberate analysis of the power relations between and within communities. To that end, Stevenson and Burke [16] contend that crucial questions must be considered in relation to the established structures in a community that define gender, class, and other social divisions. Current community health issues such as drug abuse, violence, and poverty are prominently portrayed in our community newspapers and exemplify the inextricable nature of health, relational experiences of community, and the power relations inherent in our daily lives. Therefore, the incorporation of the sociopolitical way of knowing and acting is critical if nurses are to meet the challenge of health promotion practice. [19] As Israel, Checkoway, Schulz, and Zimmerman [20] note, community health promotion requires practitioners to engage in collective action for social change.
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  EXPANDING VISION OF COMMUNITY HEALTH PROMOTION NURSING PRACTICE

  It is our contention that the way community is conceptualized, as context, resource, client, or relational experience, will and does influence how nurses undertake community health promotion practice. To attend to the relational experience of community challenges nurses to reconsider their views of community nursing practice. The meaning we ascribe to community influences how we develop our practice. If we are to expand our understanding of community to include the relational aspects of community, and more specifically to include the power relations of community, we must also consider transformations in our community nursing practice.

  Community health promotion practice requires more than is offered by traditional models of program planning, community development, or social action. In fact, it requires a new vision of working with community. Rappaport contends that practitioners require a strategy that allows us to engage in a dialectic process, "one which allows us to welcome divergent reasoning that permits many simultaneous, different and contradictory answers, rather than a single solution to every social problem." [21] (p16) That is, effective health promotion practice requires many different skills or strategies, as well as a high degree of flexibility in the use of those strategies. Furthermore, this new vision of practice must challenge some of the assumptions underlying current patterns of practice. Traditionally CHN practice has relied heavily on needs and/or prevention models. According to Rappaport, the needs model is closely related to the concept of prevention, and much of prevention involves a process whereby experts "find so-called high-risk people and save them from themselves, if they like it or not by giving them, or even better, their children, programs which we develop, package, sell, operate and otherwise control." [21] (p13) Thus, transforming practice requires critically challenging the most basic values, beliefs, and assumptions underlying CHN practices. It also requires moving away from a single solution perspective, to a perspective that embraces multiple strategies.

  If community health promotion practice is to embrace divergent reasoning, with many different and contradictory strategies, practitioners must be willing to tolerate a high degree of ambiguity and uncertainty in their daily practice. Moreover, the skills required of the practitioner may themselves be contradictory. For example, the practitioner may be required to negotiate systems of government agencies and other bureaucratic organizations and may need to known how to initiate change within a highly structured, often mechanistic, hierarchic system where power is defined as control and perspectives of "one solution" problem-solving are rampant. At the same time, the practitioner may be working with a community group in which strategies of negotiation, conflict resolution, and divergent and innovative thinking are critical. Airhihenbuwa addresses this propensity to seek simple solutions to complex problems and stresses the need for divergent thinking: "A major problem in the planning and development of health programs has been the preoccupation to seek a universal solution." [22] (p350)

  Throughout the health promotion literature, there is a continued call for, and commitment to, transforming patterns of practice. How, then, will practice be different? The key to this question lies in the question itself. If nurses are to advance a new pattern of community health promotion practice, the element of practice that must be attended to is the "how" of practice, that is, the "process" of practice to be used. Lindsey and Hartrick, [23] in a discussion of the demise of the nursing process, identify some of the transformational shifts that must occur to realize health promoting nursing practice. These authors contend that health promoting nursing practice originates from a human science-centered approach, and that the actual process of practice is both synergistic and expansive. From this perspective, empowerment is identified as a key aspect in working with clients.
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  HEALTH PROMOTION-ADVANCING NEW PATTERNS OF PRACTICE

  Traditional health promotion practice has included the three models of community organizing. In addition to program planning, community development, and social action, Eng, Salmon, and Mullan [24] add two other traditional processes for community organizing: advocacy and consciousness-raising. The addition of consciousness-raising is congruent with many of the recommendations put forth by health promotion practitioners. The essential elements of engagement and conscious critique of the sociopolitical aspects of community are prevalent in recent nursing literature. Nursing has conventionally aligned and described itself as a caring profession. Watson [25] has defined caring as the moral imperative to act justly and ethically, which alludes to the sociopolitical aspects of caring. If community social justice is a value and an ethic, community nursing must address the underlying sociopolitical elements of practice. White, [19] in critiquing Carper's patterns of knowing, contends that a fifth pattern of knowing should be incorporated-sociopolitical knowing. This additional dimension of knowing focuses upon both the sociopolitical context of practice, as well as the sociopolitical context of nursing as a profession. A second example of the prevalence of the sociopolitical emphasis in the nursing literature is a discussion by Hagedorn [26] of the politics of caring, specifically focusing on the role of activism. Hagedorn advocates an emancipatory model of primary care that consciously attends to the social context and its relationship to nursing practice. Thus, community health promotion practice requires a process that both attends to the principles and tenets of health promotion and incorporates community empowerment as the underlying process of health promotion nursing practice.
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  COMMUNITY HEALTH PROMOTION NURSING PRACTICE

  In considering Community Health Promotion Nursing Practice (CHPNP), we draw heavily upon the writings of Paulo Freire [27-29] and Nina Wallerstein. [30-35] As well, the new conceptualization of CHPNP has been developed in light of the process described by Hartrick, Lindsey, and Hills [36] in articulating family assessment from a health promotion perspective. The health promotion practice framework incorporates four basic components: (1) listening and critical reflection; (2) participatory dialogue and critical questioning; (3) pattern emergence and recognition, and (4) movement to action. Each of these aspects of community health promotion practice will be discussed sequentially for the sake of simplicity. In the realities of daily community practice, the components are often interwoven, iterative, synergistic, and fluid.

  Back to Top

  Listening and critical reflection

  Listening and critical reflection exemplify the most fundamental processes within health promotion practice. Listening conveys respect, trust, and a fundamental regard for people within community. It is through listening that the most basic stories of people's lives become known and heard. Within communities, people often have had few, if any, opportunities to speak and to be heard. The notion of voice, of having voice, and of giving voice to are central to community empowerment. As Pearpoint states: "We all have the power to listen to 'voices' that are seldom heard. If we choose to make the time, to learn, to listen and to struggle with the pain and frustration that disempowered people feel, we will see new visions, feel new energy and find hope in our future." [37] (p503) Listening, truly listening, and the experience of being heard are at the very essence of community health promotion. [35] Listening not only provides community members with the experience of being heard, but it also provides them with an experience of listening to each other. In this sense, listening is about the development of history and stories. It is an oral narrative of people's experience in community, and it acknowledges, respects, validates, and honors their lives. While listening may appear to be a simple strategy, authentic listening is often remarkably absent in community health promotion practice. Frequently, listening in traditional nursing practice has meant asking questions with the intent of completing an assessment. Moreover, as a strategy, listening is usually employed with one other person, or at the most two or three people.

  In CHPNP, the act of listening is much more complex, involving more than simply incorporating listening skills on a one-to-one basis. It requires the practitioner to be fully present as a person, as a co-learner and co-participant, engaged in dialogue within the community. Most frequently, listening occurs with groups of people, with the conscious intent of creating an open, supportive environment for ongoing dialogue. Wallerstein and Sanchez-Merki contend that the key to a supportive environment is the "ability of facilitators, as co-learners, to model and promote empathy, reinforce active listening skills and encourage participatory discussion." [35] (p107) It is within this context that critical reflection can begin to occur. In its most basic form, critical reflection refers to the process where people begin to ponder what it is they have heard. Thus the essential processes of listening, having voice, and pondering our understanding of what we have heard provide a foundation for CHPNP. It is the beginning of the development of a story of community and people's experiences within community.
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  Participatory dialogue and critical questioning

  Participatory dialogue and critical questioning represent the second sphere of CHPNP. Lindsey and Hartrick [23] contend that in traditional patterns of practice, the purpose of questioning has been the collection of data with the intent of formulating a nursing diagnosis. They suggest that the intent of questioning in health promotion practice, however, is to provide opportunities for further reflection. Participatory dialogue implies the active engagement of all people in the dialogue. This is not to suggest that every person has to speak (although in some groups that may be appropriate), but rather it alludes to the quality of the interaction. Engagement is critical to participatory dialogue. It requires participation as people. Eng, Salmon and Mullan state:

  "The dispassionate, often detached, "clinical" perspective of many practitioners and managers does little to serve the causes of community organization and empowerment. Much like other human development processes, the process of community empowerment requires "first person," passionate involvement of all parties. [24] (p8)"

  Participatory dialogue requires and provides opportunities for authenticity and full engagement. In Freirian terms, the intent of dialogue is the emergence from a culture of silence. [27] Emergence from the culture of silence requires critical questioning.

  "What does it mean for one group to name the problem for another?" [33] (p141) The role of the professional in questioning has been predominant in traditional practice. Determining the nature of the questions, determines the outcomes of the questions. The very act of questioning infers the power to ask questions, to expect answers, and to judge the correctness of the answer. Critical questioning in the Freirian sense moves beyond the traditional patterns of practice. It requires and invites all persons to question and to engage in critical reflection. In Freirian [27] terms, problem-posing dialogue is key in understanding issues within a community. The emphasis is on problem-posing in contrast to the problem-solving approach that has characterized traditional patterns of practice. Wallerstein and Hammes contend that the process "is called problem-posing rather than problem-solving recognizing the complexity and time needed for solutions with individuals." [34] (p252) Furthermore, they suggest that the problem-posing approach provides opportunities for participants to engage in real life experiences that are affecting their own world. The CHPNP may move beyond a problem-posing approach to a question-posing strategy, whereby CHPNP does not necessarily revolve around "problems of the community" but may also focus on capacities, strengths, and relational experiences of community.
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  Codification

  To assist in the process of problem-posing or question-posing, Freire [27] suggests that issues that have arisen in the listening sphere of the process be codified as triggers for participatory dialogue and critical questioning. In community, people generally come together around issues that are central to their daily lives. Whether it is concern with youth violence, numerous traffic deaths resulting from drinking and driving, access to satisfactory day-care facilities, or children attending school hungry, for the most part community members rally around issues that are important to them. Freire describes a process of codifying issues. This codification provides a common symbol or tool as a focal point for participatory dialogue. According to Wallerstein and Bernstein, "A 'code' is a concrete physical representation of an identified community issue in any form: role plays, stories, photographs, songs, etc." [32] (p383) The intent of the codification is to represent the issue to the participants. This code then acts as a trigger for the emotional and social responses of the participants. Wallerstein and Bernstein identify the characteristics of an effective code as showing "a problematic situation that is many-sided, familiar to participants, and open-ended without solutions." [32] (p383) For example, Wang and Burris describe the use of photographs as a vehicle to both document and initiate discussion with rural Chinese women. Moreover they demonstrate the propensity of health professionals to misinterpret (at best) or oppress (at worst) the experiences of participants:

  "Finally, one woman took many photos that showed a tiny, distant speck of a person engulfed in a field of rice. When we encouraged her to take some pictures from a closer range next time, she said she had wanted to show that one woman must grow this huge piece of land. She taught us how even well-intentioned feedback to the photo novella participants could overlook and obscure-or at worst, discourage-the point of their photographs. Her imaginative photo accomplished exactly what she wanted. She made the woman in the field look like an ant to show that relative to her Herculean task she is. [38] (p181,182)"

  The photographs taken by this woman provide an excellent example of the development of a code that is meaningful to the participants, displays the complexity of the problem, and is open-ended. While this code was developed intentionally as a component of a project, many codes occur much more spontaneously and are just as effective. Thus, Freire [27] suggests that issues that have arisen in the listening sphere of the process be codified as triggers for participatory dialogue and critical questioning.

  In the context of community health promotion practice, the process of critical questioning, in response to the presentation of a code, may be facilitated using a deliberate questioning process. Wallerstein and Bernstein recommend a five-step process in which participants (as a group) are asked to: "(1) describe what they see and feel; (2) as a group, define the many levels of the problem; (3) share similar experiences from their lives; (4) question why this problem exists; and (5) develop action plans to address the problem." [32] (p383) This questioning strategy incorporates several key elements. The first is the process of naming. Being able to name a particular issue provides the participants with an opportunity to define the importance of the issue, identify the issue's influences and its magnitude. Second, the process requires the emotional engagement of the participants through connection to the meaningful aspects of the issues, as well as to their cognitive or behavioral aspects. By asking why an issue has occurred, participants have the opportunity to critique the social, political, historical, and cultural roots of an issue. This aspect of the questioning process consciously acknowledges the realities of power relations that affect community health issues. Finally, the model goes beyond understanding of the issue to empowerment and action.
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  Pattern emergence and recognition

  Pattern emergence occurs through both listening and critical dialogue. Through listening and dialogue processes participants may recognize and put forth patterns they perceive. It is not the nurses' role to identify the emerging patterns in isolation or from the vantage point of the "expert," but rather to facilitate the emergence of patterns and foster discussion of patterns which are perceived by the participants. In other words, as a practitioner you hold only one of multiple perspectives of the patterns that may be present in any situation. Hartrick, Lindsey, and Hills [36] contend that the role of the nurse is to assist clients to compose their own pictures of health. Recurring patterns and themes reflect people's experiences within the community. Patterns may include themes that are viewed positively and enhance the health of the community as well as those that negatively influence community life.

  Through participatory dialogue and critical reflection, themes and patterns emerge. The intent of this process is twofold. First, participatory dialogue and critical reflection within and between community participants and CHPNP facilitate the co-creation of meaning. Through dialogue, community participants and the nurse together are able to create meaning of their experiences of community. Community as a relational experience, the co-creation of meaning of community, is a purposeful intent of participatory dialogue. This co-creation of meaning comes in the form of pattern emergence and recognition. Another critical intent of the process of pattern emergence and recognition is the deliberate exposure of power relations within the community. Often historical patterns of community are organized around systematic power differentials. For example, access to adequate day-care facilities may be an experience of community. In a critical analysis of this issue, a pattern emerges showing that single mothers consistently have less access to day-care facilities. Further critique determines that their lack of access is related to (1) their mean income levels, and (2) a system that gives priority to two-parent working families. It is therefore essential in the process of pattern emergence and recognition to critically analyze the power relations existing within a community. The CHPNP is responsible, along with community members, for raising questions that will uncover the hegemony of the systems influencing the health of a community.

  In summary, pattern emergence and recognition are integral components of community health promotion practice. The process of pattern emergence is not inherently focused on the positive or negative aspects of community. Rather, the process provides an opportunity for the co-creation of meaning and for a deliberate critique of the power relations within community.
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  Movement to action: Praxis

  The movement to action is perhaps the most critical component of CHPNP. In conventional community health nursing practice, nurses have often moved to action quickly, with little critical questioning and dialogue. From a CHPNP perspective, action emerges from the community, in concert with the practitioner. Although movement to action occurs in various ways, an underlying intent is that action occurs on a community or social level as well as an individual level. Wallerstein and Sanchez-Merki emphasize that while action may appear to be the last component in the process, it is not a final step, "but merely a part of the reflection/action/reflection process or praxis." [35] (p109) Freire contends, "In dialectical thought, word and action are intimately interdependent. But action is only human when it is not merely an occupation but also a preoccupation, that is, when it is not dichotomized from reflection. Reflection is essential to action." [27] (p38) Thus praxis encompasses both action and reflection as it is the continual interchange between action and reflection, and recognizes that action and reflection are inextricably interwoven.

  Wallerstein and Sanchez-Merki, [35] in a study of a community health promotion project designed to address alcohol and substance abuse concerns of youth from high-risk communities in New Mexico, describe three patterns of action. The first is an action orientation of care, the second is the individual responsibility to act, and the third is the social responsibility to act. In CHPNP action may occur on a variety of levels: individual, small group, family, and community. It may fall within the traditional bounds of community nursing care or may look very nontraditional as in the case of a political action campaign. However, it is the mutuality or synergy of individuals and community that characterizes CHPNP. As Freire's text on the interdependence between individual and social action states:

  "Even when you individually feel yourself most free, if this feeling is not a social feeling, if you are not able to use your recent freedom to help others to be free by transforming the totality of society, then you are exercising only an individualist attitude towards empowerment and freedom. [28] (p109)"

  Thus, action in the context of CHPNP involves individuals and community. It emerges from and is reflective of listening and critical reflection, participatory dialogue and questioning, and pattern emergence and recognition. The ultimate goal of CHPNP is to promote the health of the community with the open acknowledgment and intent to build upon the relational experience of community and to create social change in inequitable power relations.

  In summary, throughout this article, conventional and emerging conceptualizations of community have been critically examined in relation to their influence on CHN practice. It is our contention that the reconceptualization of community has required a substantial change in CHN practice. Moreover, CHN practice from a health promotion perspective has not been clearly articulated, understood, or actualized. Therefore the emphasis of this article is to broaden the conceptualization of community and to articulate how this broadened vision may be actualized in CHPNP. To that end four components of CHPNP have been explored. These components are not sequential or linear but rather are interwoven like threads in a tapestry. They include listening and critical reflection, participatory dialogue and critical questioning, pattern emergence and recognition, and movement to action. The role of the CHPNP is as a facilitator. Practitioners hold the responsibility to be well informed in all aspects of community health, including understanding the relational aspects of health as well as the power relations that may influence health in a community.
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