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Preface

Community resilience, or  the sustained ability of a community to withstand and recover 
from adversity (e.g., economic stress, influenza pandemic, man-made or natural disasters) has 
become a key policy issue, which is being embraced at federal, state, and local levels. Given that 
resources are limited in the wake of an emergency, it is increasingly recognized that resilience 
is considered critical to a community’s ability to reduce long recovery periods after an emer-
gency. The goal of this report is to provide a roadmap for federal, state, and local leaders who 
are developing plans to enhance community resilience for health security threats. The report 
describes options for building community resilience in key areas. We provide a definition of 
community resilience in the context of national health security and a set of eight levers and five 
core components for building resilience. We describe suggested activities that communities are 
pursuing and may want to strengthen for community resilience, and we identify challenges to 
implementation. 

This research was conducted from October 2009 through October 2010. It was spon-
sored by the U.S. Department of Health and Human Services Assistant Secretary for Pre-
paredness and Response and was carried out within the RAND Health Public Health Sys-
tems and Preparedness Initiative. RAND Health is a division of the RAND Corporation.  
A profile of the Center, abstracts of its publications, and ordering information can be found 
at http://www.rand.org/health/centers/preparedness/. More information about RAND is 
available at www.rand.org. Comments or inquiries should be sent to the report’s lead author, 
Anita Chandra (Anita_Chandra@rand.org), or the principal investigator of the larger project 
of which this report is but one part: Jeffery Wasserman (Jeffrey_Wasserman@rand.org). The 
mailing address is RAND Corporation, 1776 Main Street, P.O. Box 2138, Santa Monica, CA 
90407. More information about RAND is available at http://www.rand.org.

http://www.rand.org/health/centers/preparedness/
http://www.rand.org
mailto:Anita_Chandra@rand.org
mailto:Jeffrey_Wasserman@rand.org
http://www.rand.org
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Summary

Community resilience, or  the sustained ability of a community to withstand and recover 
from adversity (e.g., economic stress, influenza pandemic, man-made or natural disasters), has 
become a key policy issue, especially in recent years (HHS, 2009; National Security Strategy, 
2010; DHS, 2010a). This emphasis on resilience is being embraced at federal (Department of 
Health and Human Services [HHS], Department of Homeland Security [DHS], the White 
House), state, and local levels. The National Health Security Strategy (NHSS) (HHS, 2009) 
identifies community resilience as critical to national health security, i.e., ensuring that the 
nation is prepared for, protected from, and able to respond to and recover from incidents with 
potentially negative health consequences. Given that resources are limited in the wake of an 
emergency, it is increasingly recognized that communities may need to be on their own after 
an emergency before help arrives, and thus need to build resilience before an emergency. Resil-
ience is also considered critical to a community’s ability to reduce long recovery periods after 
an emergency, which can otherwise require a significant amount of time and resources at the 
federal, state, and local levels. 

While there is general consensus that community resilience is defined as the ability of 
communities to withstand and mitigate the stress of a disaster, there is less clarity on the 
precise resilience-building process. In other words, we have limited understanding about the 
components that can be changed or the “levers” for action that enable communities to recover 
more quickly. The literature to date has identified factors likely to be correlated with achieving 
resilience for communities, including reducing pre-disaster vulnerabilities and conducting pre-
event prevention activities to minimize the negative consequences of disaster; however, these 
domains have been rather broad and lack the specificity required for implementation. Fur-
ther, community resilience in the context of health security represents a unique intersection of  
preparedness/emergency management, traditional public health, and community develop-
ment, with its emphasis on preventive care, health promotion, and community capacity- 
building. Thus, addressing the national goal of building community resilience (as outlined in 
the NHSS) offers an opportunity for communities to identify and build on the public health 
activities that local health departments and their partners are already pursuing. Community 
resilience is a relatively new term for the public health community, but it captures and expands 
upon many traditional themes in emergency preparedness as well as general health promotion. 
In the context of today’s resource-limited environment where efficiency is critical, communi-
ties can identify and leverage the activities that are already in place to further build resilience. 

Although the importance of community resilience to health security is widely recognized, 
understanding how to leverage existing programs and resources to build community resilience 
is a significant challenge. Important community tools have been developed to assist communi-
ties in enhancing aspects of resilience, and they should be used. They include the Community 
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Advancing Resilience Toolkit (CART) and the work by the Community and Regional Resil-
ience Institute (CARRI).

However, a roadmap or initial list of activities that communities could implement to bol-
ster community resilience specific to national health security is still needed. Several important 
assumptions motivate the need for this roadmap. Despite progress in identifying the concep-
tual and theoretical underpinnings of community resilience, a working definition of com-
munity resilience in the context of health security has been lacking. Further, we acknowledge 
that communities have been implementing many strategies to enhance their resilience. How-
ever, it is difficult for local health departments and their partners to synthesize the wealth of 
information from the current body of literature and place it within the context of national 
health security in a way that will inform local planning. To date, communities have minimal 
opportunity to share activities for building or enhancing community resilience and to discuss 
whether and how government and nongovernmental actors should be involved. Further, it is 
currently unclear how to measure community resilience to assess the level of progress toward 
achieving greater health security. 

This report provides an initial model of options for building community resilience in 
key areas. Note that in certain circumstances, communities have already undertaken activi-
ties similar to those listed herein. This report is intended to be comprehensive, and therefore it 
provides a menu of options that can be prioritized. 

The report is intended principally for community leaders developing a local strategy for 
building resilience. These leaders include government and nongovernment actors who may be 
part of local emergency planning committees or related community planning teams. Given 
the limited evidence base on what activities are most effective for bolstering community resil-
ience, the report is not intended as an implementation guide or “how to” toolkit. Although the 
goal of the report is to provide information to motivate local planning, it will be incumbent 
upon communities to critically review the information, assess the activities they are already 
undertaking, select from newly identified activities with attention to which activities are fea-
sible given resource constraints, develop locally driven plans, test activities, and share lessons 
learned with other communities.

For this study, we performed three tasks: (1) conducted a substantive literature review, 
(2) convened six stakeholder focus groups across the United States, and (3) held three meet-
ings with relevant subject matter experts (SMEs). The definition of community resilience and 
the activities we outline here for achieving resilience were created in consultation with outside 
experts representing various stakeholder groups in public health, medicine, social services, and 
emergency management. 

Definition of Community Resilience in the Context of National Health 
Security

The definition of community resilience is shown in the box. The definition draws upon both 
the literature review (Norris, 2008; Chandra et al., 2010; HHS, 2009; HHS, 2010a), as well as 
discussions with focus group participants. 
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The definition emphasizes the following concepts, which focus group participants sug-
gested would be evident in a resilient community:

• Engagement at the community level, including a sense of cohesiveness and neighborhood 
involvement or integration

• Partnership among organizations, including integrated pre-event planning, exercises, and 
agreements

• Sustained local leadership supported by partnership with state and federal government 
• Effective and culturally relevant education about risks 
• Optimal community health and access to quality health services
• Integration of preparedness and wellness 
• Rapid restoration of services and social networks 
• Individual-level preparedness and self-sufficiency
• Targeted strategies that empower and engage vulnerable populations
• Financial resiliency of families and businesses, and efficient leveraging of resources for 

recovery.

We acknowledge that the definition of “community” can widely vary; it can be a geo-
graphic term or can be bounded by membership to a cultural group. Although it will be impor-
tant for local planning teams to define community boundaries with community stakeholders, 
for the purpose of this roadmap, we primarily use a geographic definition guided by the catch-
ment area of the local health department (e.g., city/county/parish/municipality).

Definition of Community Resilience

Main Definition:
Community resilience entails the ongoing and developing capacity of the community to account 
for its vulnerabilities and develop capabilities that aid that community in (1) preventing, 
withstanding, and mitigating the stress of a health incident; (2) recovering in a way that 
restores the community to a state of self-sufficiency and at least the same level of health and 
social functioning after a health incident; and (3) using knowledge from a past response to 
strengthen the community’s ability to withstand the next health incident.

Key Components:
Key components or “building blocks” of community resilience that affect both a community’s 
pre-event vulnerability to disaster and its adaptive capacity to recover include the physical 
and psychological health of the population; social and economic well-being; individual, family, 
and community knowledge and attitudes regarding self-reliance and self-help; effective risk 
communication; level of social integration of government and nongovernmental organizations  
in planning, response, and recovery; and the social connectedness of community members. In 
order to build community resilience, a community must develop capabilities in the following 
areas: active engagement of community stakeholders in health event planning and personal 
preparedness, development of social networks, creation of health-promoting opportunities 
to improve the physical and psychological health of the community (as well as to address 
disparities in health across subgroups), plans and programs that address and support the 
functional needs of at-risk individuals (including children), institution of plans to respond 
effectively to the post-disaster physical and psychological health needs of community members, 
and rebuilding plans for health and social systems that can be activated immediately.
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Levers for Building Community Resilience

To identify key activities for building and strengthening community resilience, we drew on 
findings from the literature review, focus groups, and SME meetings to define eight “levers” 
that can be used by communities to strengthen community resilience in the context of the 
health security. These levers are shown in the rounded boxes in Figure S.1. 

The levers are designed to strengthen the five core components (shown in rectangular 
boxes), which are correlated with community resilience in the specific context of enhancing 
health security or public health preparedness. The components are the main domains or factors 
associated with community resilience, such as the health of the population. The levers are the 
means of reaching the components, such as improving a population’s access to health services. 
The levers are highlighted in boldface type below: 

• Wellness and access contribute to the development of the social and economic well-
being of a community and the physical and psychological health of the population. 

• Specific to the disaster experience, education can be used to improve effective risk com-
munication, engagement and self-sufficiency are needed to build social connectedness, 
and partnership helps ensure that government and nongovernmental organizations 
(NGOs) are integrated and involved in resilience-building and disaster planning. 

Figure S.1
Levers and Core Components of Community Resilience
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• Quality and efficiency are ongoing levers that cut across all levers and core components 
of community resilience.  

Activities for Building Community Resilience

Because activities related to the levers strengthen each of the components of community resil-
ience, a community moves closer to achieving community resilience as it conducts more activi-
ties. This process is shown in a circle in Figure S.1 because developing resilience is not static 
but rather is an iterative and ongoing process.

The main body of this report (Chapters Three through Ten) describes suggested activities 
that communities can use or build on to strengthen community resilience in specific areas. The 
activities presented in the report offer a range of ideas that can be implemented by communi-
ties according to their specific needs. It will be important for communities to use the roadmap 
as a starting point for local community resilience strategy development (see next section). None 
of these activities has undergone rigorous evaluation. Before a community resilience toolkit can 
be developed, communities will need to use this roadmap, report on lessons learned, and assess 
the impact of implementing particular activities (see Appendix C for a community prioritiza-
tion tool). 

Implementation and Measurement of Community Resilience–Building 
Activities 

As communities review this roadmap, it is important to determine an approach to implementa-
tion, including monitoring and evaluating implementation and determining the effectiveness 
of particular activities. These implementation questions include the following:

• How will we know if these activities are working? 
• What capacities are needed for communities to fully implement community resilience–

building activities? 
• How long will it take communities to achieve full implementation of community  

resilience–building activities? 

How Will We Know If Community Resilience–Building Activities Are Working?

Measurement of community resilience is essential for the operationalization and implementa-
tion of community resilience. Measurement will allow communities, states, and the nation as a 
whole to assess hypothesized links between inputs into the community resilience process (e.g., 
community partnerships and education of community members) and outcomes (e.g., greater 
resilience). Measurement is also critical to track progress in building community resilience at 
the local level. In Chapter Eleven, we suggest some potential areas of measurement for com-
munity resilience. Testing of proposed measures will be needed to develop the evidence base, 
refine the measures, and inform the next generation of measures. 
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What Capacities Are Needed for Communities to Fully Implement Community Resilience–
Building Activities?

Much as in traditional public health practice, implementing community resilience–building 
activities requires the capacity to build and maintain strong and reliable partnerships (e.g., 
the partnership lever), mobilize community members (e.g., the engagement lever), and use 
data and information for evaluation, monitoring, and decisionmaking (e.g., the quality lever). 
Strong and reliable partnerships involve a diverse array of public, private, governmental, and 
nongovernmental organizations (e.g., academic institutions, healthcare providers, advocacy 
groups, media outlets, businesses). In building partnerships, communities will have to consider 
such questions as who should take the lead in establishing partnerships and how community 
resilience–building activities might need to be adapted for specific communities. Engagement 
and self-sufficiency also require the capacity to mobilize partnerships. Models such as the 
Mobilizing for Action through Planning and Partnership (MAPP) have been developed to 
support community mobilization efforts (Mays, 2010). Finally, state and local health agencies 
are increasingly utilizing performance standards, measures, monitoring, and quality improve-
ment processes. 

How Long Will It Take for Communities to Achieve Full Implementation of Community 
Resilience–Building Activities?

Implementing community resilience activities takes time. In order to appropriately gauge 
expectations, a richer understanding of the process of implementation is needed. In addition, 
implementation planning should acknowledge the activities that communities are already pur-
suing to enhance resilience. It can be helpful to draw guidance from a model of implementa-
tion that outlines the stages that a community must pass through before full implementation is 
achieved (Simpson, 2002). One such model is the Simpson Transfer Model, in which diffusion 
happens in four stages: exposure, adoption, implementation, and practice (Simpson, 2002). 
Communities must first be exposed to community resilience–building and then can build the 
capacity needed to adopt activities to build resilience. Once organizations have the capacity 
to implement community resilience–building activities, they begin early implementation, fol-
lowed by practice of the activities until they become institutionalized. Appropriate monitor-
ing and evaluation can help communities assess what stage of implementation they are in and 
gauge outcomes accordingly. 

Conclusion and Future Research Directions

This roadmap represents an important step forward in identifying the critical elements of 
community resilience to support national health security and offers a practical list of poten-
tial activities for building resilience before a disaster. The report also suggests several areas in 
which the evidence base for community resilience needs to be strengthened. Clarification in 
such areas as the following should identify best practices in community resilience-building and 
measure the overall effect of increasing community resilience:

Wellness and Access: What are the best ways to frame preparedness in the context of 
wellness messaging? How should communities convey the connection between individual/
family and community preparedness?
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Education: How do we link better risk communication with improved community 
resilience?

Engagement: How can we use advanced technologies, including new social media, to 
inform the public, facilitate the social re-engagement of people after a disaster, and promote 
social connectedness?

Self-Sufficiency: What are the best means to incentivize individual and community pre-
paredness? What policies, including financial and other incentives, will work?

Partnership: What is the best way to integrate nongovernmental organizations in plan-
ning, and what is the most effective way to assess the capacities and capabilities of specific 
NGO partners?

Quality and Efficiency: What are the best metrics for monitoring and evaluating 
resilience–building activities? Which baseline data are most critical for assessing key commu-
nity resilience components and elements? 
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CHAPTER ONE

Introduction

Community resilience, or  the sustained ability of a community to withstand and recover 
from adversity (e.g., economic stress, influenza pandemic, man-made or natural disasters) has 
become a key policy issue, especially in recent years (HHS, 2009; National Security Strategy, 
2010; DHS, 2010a). This emphasis on resilience is being embraced at federal (Department of 
Health and Human Servicesf [HHS], Department of Homeland Security [DHS], the White 
House), state, and local levels. The National Health Security Strategy (NHSS) identifies com-
munity resilience as critical to national health security, i.e., ensuring that the nation is prepared 
for, protected from, and able to respond to and recover from incidents with potentially nega-
tive health consequences. Given that resources are limited in the wake of an emergency, it is 
increasingly recognized that communities may need to be on their own after an emergency 
before help arrives and thus need to build resilience before an emergency. Resilience is also 
considered critical to a community’s ability to reduce long recovery periods after an emergency, 
which can otherwise require a significant amount of time and resources at the federal, state, 
and local levels. 

While there is general consensus that community resilience is defined as the ability of 
communities to withstand and mitigate the stress of a disaster, there is less clarity on the 
precise resilience-building process. In other words, we have limited understanding about the 
components that can be changed or the “levers” for action that enable communities to recover 
more quickly. The literature to date has identified factors likely to be correlated with achiev-
ing resilience for communities, including reducing pre-disaster vulnerabilities and conducting 
pre-event prevention activities to minimize the negative consequences of disaster; however, 
domains have been rather broad and lacking the specificity required for implementation. Fur-
ther, community resilience in the context of health security represents a unique intersection 
of preparedness/emergency management, traditional public health, and community devel-
opment, with its emphasis on preventive care, health promotion, and community capacity- 
building. Thus, addressing the national goal of building community resilience (as outlined in 
the NHSS) offers an opportunity for communities to identify and build on the public health 
activities that local health departments and their partners are already pursuing. “Commu-
nity resilience” is a relatively new term for the public health community, but it captures and 
expands upon many traditional themes in emergency preparedness as well as general health 
promotion. In the context of today’s resource-limited environment where efficiency is critical, 
communities can identify and leverage the activities that are already in place to further build 
resilience. 

Although the importance of community resilience to health security is widely recognized, 
understanding how to leverage existing programs and resources to build community resilience 
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is a significant challenge. Important community tools have been developed to assist communi-
ties in enhancing aspects of resilience, and they should be used. They include the Community 
Advancing Resilience Toolkit (CART) and the work by the Community and Regional Resil-
ience Institute (CARRI).

However, a roadmap or initial list of activities that communities could implement to bol-
ster community resilience specific to national health security is still needed. Several important 
assumptions motivate the need for this roadmap. Despite progress in identifying the concep-
tual and theoretical underpinnings of community resilience, a working definition of com-
munity resilience in the context of health security has been lacking. Further, we acknowledge 
that communities have already been implementing many strategies to enhance their resilience. 
However, it is difficult for local health departments and their partners to synthesize the wealth 
of information from the current body of literature and place it within the context of national 
health security in a way that will inform local planning. To date, communities have mini-
mal opportunity to share activities to build or enhance community resilience and to discuss 
whether and how government and nongovernmental actors should be involved. Further, it is 
currently unclear how to measure community resilience to assess the level of progress toward 
achieving greater health security. 

Focus of This Report 

This report provides an initial model of options for building community resilience in key 
areas. Note that in certain circumstances, communities will already have undertaken activities 
similar to those listed in this report. This report is meant to be comprehensive and therefore 
provides a menu of options that can be prioritized. 

The report is intended principally for community leaders developing a local strategy for 
building resilience. These leaders include government and nongovernment actors who may be 
part of local emergency planning committees or related community-planning teams. Given 
the limited evidence base on what activities are most effective for bolstering community resil-
ience, the report is not intended as an implementation guide or “how to” toolkit. Although 
its goal is to provide information to motivate local planning, it will be incumbent upon com-
munities to critically review the information, assess the activities they are already undertak-
ing, select from new identified activities with attention to which activities are feasible given 
resource constraints, develop locally driven plans, test activities, and share lessons learned with 
other communities (see “Using This Report Checklist” at the end of Chapter One). The report 
addresses three main issues.

First, we provide a definition of community resilience in the context of national health 
security and a set of five core components and eight levers for building resilience (see Figure 
1.1 for definitions of terms). The components are the main domains or factors associated with 
community resilience, such as the health of the population. The levers are the means of reach-
ing the components, such as improving a population’s access to health services (Chapter Two).

Next, we describe suggested activities that communities can take to build and strengthen 
community resilience, organized in relation to the eight levers of resilience. These chapters 
(Three through Ten) are divided by lever and stem from the literature review and community 
stakeholder meetings described in the next section. Within each chapter, we describe the ele-
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ments (the principal outcomes indicating that applying or using the lever has been successful) 
and list activities (ways to achieve elements) that could be used by communities. 

These stakeholder meetings included state and local leaders and subject matter experts 
(SMEs). Our objective in this section of the report (Chapters Three through Ten) is to provide 
results from our canvas or review of community resilience-building activities currently under-
way or considered important for health security by community stakeholders. Communities 
will vary in how they select the levers to target and which activities will strengthen that lever 
based on their community risk profile and needs. Activities can be implemented by both gov-
ernmental and nongovernmental organizations (the latter including both nonprofits as well as 
private businesses). Some activities are directed toward state or federal government. 

Finally, in Chapter Eleven we identify some challenges to implementing community 
resilience activities and propose some research directions that might be pursued in the future, 
including testing community resilience activities and further understanding how different 
components of resilience fit together. This final chapter will be of interest to public health 
researchers, federal stakeholders, and funders as well as community leaders.

Approach

For this study, we performed three tasks: (1) conducted a substantive literature review, (2) con-
vened six stakeholder focus groups from across the United States, and (3) held three meetings 
with relevant SMEs. The definition of community resilience and the activities we outline here 
for achieving resilience were created in consultation with outside experts representing various 
stakeholder groups in public health, medicine, social services, and emergency management. 

Literature Review 

We examined peer-reviewed and published but not peer-reviewed (“gray”) literature (available 
from January 1, 1996, through December 31, 2009) to identify factors associated with com-
munity resilience and to inform recommendations for measuring community resilience. In the 
literature review, we focused on factors most closely related to health security, public health, 

Figure 1.1 
Definitions of Community Resilience Terms Used in This Report
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or emergency preparedness. The review identified five core components of resilience for health 
security: physical and psychological health of the population, social and economic well-being 
of the community, effective risk communication, integration and involvement of organizations 
(both government and nongovernmental), and social connectedness.1 These components are 
reflected in the definition of community resilience that we present in the next chapter. Addi-
tional information about the literature review methodology is presented in Appendix A. 

Stakeholder Focus Groups

Between January and April 2010, we conducted six focus groups with key stakeholders to 
obtain feedback on a draft definition of community resilience and to identify activities to build 
resilience and inform the measurement of community resilience. The goal of the focus groups 
was to obtain community stakeholder input on what constitutes community resilience in the 
context of national health security, to identify what key activities would build or enhance 
resilience in this context, and to describe ways to measure reaching the objective of resilience. 
Five of the meetings were held in person in the following locations: New Orleans, Los Angeles, 
Washington, D.C., Chicago, and Miami. The sixth focus group was conducted virtually using 
a web-based seminar format and consisted of attendees of the previous focus groups. The loca-
tions of the focus groups were selected to represent geographic diversity. We acknowledge that 
the settings for the focus groups were in major U.S. cities (see  “Key Limitations to Consider”); 
however, there were logistic reasons to select settings in which the research team has some 
local partnerships with which to organize the groups. We purposefully selected a focus group 
composition that represented the range of government and nongovernmental stakeholders who 
are responsible in some way for enhancing national health security. As such, the focus groups 
included representatives from state and local government (emergency management, homeland 
security, health, social services, disaster organizations); universities; and such nongovernmental 
organizations (NGOs) as volunteer organizations, faith-based organizations, schools, national 
NGOs, and other community organizations. These discussions did not include employers or 
other for-profit business, which we reference as a limitation of this study. We worked with local 
health departments and local emergency planning committees to identify potential partici-
pants and then reviewed the list to make sure that we invited people who represented each of 
the categories (i.e., at least one person from each area) listed earlier. Each focus group lasted 1.5 
to 2 hours, and followed a semistructured protocol.

The focus groups were designed so that each group discussion built on previous discus-
sions, allowing us to continually review and refine the definition and suggested activities from 
prior groups. Early groups focused on defining what constitutes a resilient community and 
soliciting activities for building resilience. Later groups also addressed these topics and dis-
cussed specific aspects of the activities, including the appropriate lead organization for each 
activity and measurement of each activity’s impact on community resilience. 

Other Meetings with Subject Matter Experts

We conducted three meetings with SMEs, including federal representatives, researchers, and 
health department leaders, to solicit additional comments on the draft definition of commu-
nity resilience. It was important to include federal and local health department perspectives, 

1 Detailed results of this literature review and explanation for the framework are summarized in Chandra et al., 2010. 
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given their roles in implementing the NHSS. The researchers were able to provide input based 
on lessons learned from prior disasters, including case study analyses and other studies that 
could inform the definition. The subject matter experts included representatives from federal 
agencies involved with developing the NHSS, such as DHS, the U.S. Department of Hous-
ing and Urban Development, and agencies within HHS. Researchers were included who had 
published extensively on the topic of community resilience or related areas, such as commu-
nity empowerment or engagement. Additional health department leaders were included who 
had been part of earlier regional meetings to develop the NHSS but had not been included in 
the local focus groups for this study. The SME groups also provided input on draft measures 
related to community resilience for the NHSS Biennial Implementation Plan, primarily those 
focused on Objective 1 (fostering informed and empowered individuals and communities) and 
Objective 8 (enhancing post-incident health recovery).

Integration of Information

The RAND research team integrated the data from all three data collection efforts to develop 
the final definition and to determine the most critical or commonly identified community 
resilience–building activities (i.e., those that emerged in at least two group discussions). The 
definition was also reviewed by an HHS-wide workgroup. In developing the final activity 
list, the RAND team removed activities that were not consistently referenced by focus groups 
(i.e., eliminating items mentioned by only a single respondent) or that did not have a rationale 
guided by the literature review. In an effort to organize and streamline the list, the research 
team flagged activities that were duplicative and, where possible, combined activities that had 
similar or overlapping themes or intentions. However, the team did not reduce the list further, 
given that there are no established criteria for evaluating the potential impact, effectiveness, or 
relative priority of the activities for enhancing community resilience. Further, the team pre-
served the wording of the activities as articulated by participants, to the extent possible. 

Key Limitations to Consider

There are a few limitations to consider in reviewing this report. First, the activities in this 
report reflect only those identified in focus group and SME discussions. Thus, the fact that 
we did not have a focus group site in a rural setting should be considered when reviewing the 
appropriateness of the suggested activities. Despite concerted effort, our groups did not include 
membership by the business community. Further, resilience plan development should include 
the perspectives of the for-profit sector, given its role in returning a community to routine 
functioning after disaster. Second, aside from the process described in the prior paragraph, 
the list of activities was not subject to additional vetting based on feasibility or the sociopoliti-
cal context in which activities may be implemented. Subsequent analytic steps should include 
community review and testing of activities to further refine and organize the list. It will be 
important for communities (see the next section) to use the roadmap as a starting point for 
local community resilience strategy development. Third, none of these activities has undergone 
rigorous evaluation. Before a community resilience toolkit can be developed, communities will 
need to use this roadmap, report on lessons learned, and assess the impact of implementing 
particular activities. 
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Using This Report

As described previously, this report is intended to be a roadmap to guide local planning. Thus, 
community-planning teams (perhaps led by the local health department) should review the 
content of the report with attention to the extent to which they are using the levers (or tools) 
to improve community resilience. A suggested approach to using this report is provided in the 
checklist below:

√ Review the core components and levers of community resilience (see Chapter Two). 
Consider the ways that your community is using each lever to reach the core compo-
nent. For example, in what ways is the community engaging (lever = engagement) com-
munity stakeholders to improve the component of risk communication? 

√  Read through the individual lever chapters (Chapters Three through Ten). Ask yourself, 
in what ways is my community meeting the critical elements of each lever? 

√  Depending on your answer to the above questions, read the activities that correspond 
to the lever(s) of interest. Is your community doing any of these activities, or could your 
community expand or strengthen efforts in these areas? Ask yourself, what activities can my 
community pursue alone, and where will my community need state and/or federal partner-
ship? Each activity provides a brief rationale, suggested leaders, and possible steps for 
implementation. The goal is not to conduct every activity for every element. Rather, 
communities should select activities based on their needs and assets.

√ Use the roadmap to develop a local plan for your community with activities for build-
ing or enhancing resilience. Consider whether the activities are feasible, and where you 
can leverage existing resources to complete them. The goal is not to complete all of the 
activities in this roadmap but to select the ones that make sense for your community. 
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CHAPTER TWO

Definition and Application of Community Resilience

This chapter provides a foundation for the remainder of the report by presenting the definition 
of community resilience that resulted from the literature review, focus groups, and meetings 
with SMEs, along with a conceptual framework for organizing the activities for building com-
munity resilience presented in subsequent chapters.

Definition of Community Resilience in the Context of National Health 
Security

Process for Developing the Definition

In order to develop a definition of community resilience, we created an inventory of the defini-
tions of community resilience in the literature (see Appendix B). The definitions were included 
in articles from diverse disciplinary backgrounds, including disaster sciences, psychology, and 
sociology. The findings from the literature review were also used to identify the core compo-
nents of community resilience in the context of national health security, which are shown in 
Figure 2.1. 

Figure 2.1 
Core Components of Community Resilience in the Context of National Health Security
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The definition draws upon both the literature review as well as discussions with focus 
group participants. Participants from across all focus groups suggested that the following 
common features would be evident in a resilient community:

• Engagement at the community level, including a sense of cohesiveness and neighborhood 
involvement or integration

• Partnership among organizations, including integrated pre-event planning, exercises, and 
agreements

• Sustained local leadership supported by partnership with state and federal government 
• Effective and culturally relevant education about risks 
• Optimal community health and access to quality health services
• Integration of preparedness and wellness 
• Rapid restoration of services and social networks 
• Individual-level preparedness and self-sufficiency
• Targeted strategies that empower and engage vulnerable populations
• Financial resiliency of families and businesses, and efficient leveraging of resources for 

recovery.

Based on the literature review and discussions with these participants, we developed a 
definition of community resilience in the context of national health security. 

We acknowledge that the definition of “community” can widely vary; it can be a geo-
graphic term or can be bounded by membership to a cultural group. Although it will be impor-
tant for local planning teams to define community boundaries with community stakeholders, 
for the purpose of this roadmap, we primarily use a geographic definition guided by the catch-
ment area of the local health department (e.g., city/county/parish/municipality).

Definition of Community Resilience

The definition of community resilience is shown in the box. The definition draws upon both 
the literature review (Norris, 2008; Chandra et al., 2010; HHS, 2009; HHS, 2010a), as well as 
discussions with focus group participants. The definition is included in the draft NHSS Bien-
nial Implementation Plan (HHS, 2010b). 

Application of the Definition: Levers

Process for Identifying Levers

Although Figure 2.1 provides a useful way to organize findings from the literature review and 
focus groups in order to generate the community resilience definition, the framework was not 
as immediately useful for identifying community-level activities that build resilience. Further, 
it did not provide a framework for testing the impact of these activities at the community level.

Thus, in order to identify key activities for building and strengthening community resil-
ience, we drew on additional findings from the literature review, focus groups, and SME meet-
ings to define eight “levers” (see rounded boxes in Figure 2.2) that can be used by communities 
to build on existing efforts and strengthen community resilience in the context of the health 
security (e.g., wellness, engagement). To identify the levers, we developed a coding scheme on 
which to compare the activities identified in the focus groups and consultations with subject 
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matter experts. The coding scheme is based on the common themes found in the resilience–
building activity descriptions (summarized in the rest of this report), the components of Figure 
2.1 that were derived from the literature review and focus groups, and the elements of a resil-
ient community identified from the focus groups. Study team members then reviewed notes 
from literature analysis, focus groups, and activity lists to categorize each resilience-building 
activity according to one or more levers. If an activity was coded for more than one lever, team 
members discussed the rationale and came to consensus about the final assignment or place-
ment. In addition, some codes or levers were combined because the distinction between levers 
could not be supported by literature or a unique theme from focus group discussion.

Levers for Building Community Resilience

Figure 2.2 displays the eight levers we describe in this report (in rounded boxes). The levers 
build on the core components in Figure 2.1, but expand that organization into an applied 
framework. These levers strengthen the five components (in rectangular boxes) that are corre-
lated with community resilience in the specific context of enhancing health security or public 
health preparedness. Wellness and access contribute to the development of the social and 
economic well-being of a community and the physical and psychological health of the popula-
tion. Specific to the disaster experience, education can be used to improve effective risk com-
munication, engagement and self-sufficiency are needed to build social connectedness, and 
partnership helps ensure governmental and nongovernmental organizations are integrated. 
Quality and efficiency are ongoing levers that cut across all levers and core components of 
community resilience. Thus, considerations about quality monitoring and resource efficiency 
are essential in developing local community resilience–building plans.

Definition of Community Resilience

Main Definition:
Community resilience entails the ongoing and developing capacity of the community to account 
for its vulnerabilities and develop capabilities that aid that community in (1) preventing, 
withstanding, and mitigating the stress of a health incident; (2) recovering in a way that 
restores the community to a state of self-sufficiency and at least the same level of health and 
social functioning after a health incident; and (3) using knowledge from a past response to 
strengthen the community’s ability to withstand the next health incident.

Key Components:
Key components or “building blocks” of community resilience that affect both a community’s 
pre-event vulnerability to disaster and its adaptive capacity to recover include the physical 
and psychological health of the population; social and economic well-being; individual, family, 
and community knowledge and attitudes regarding self-reliance and self-help; effective risk 
communication; level of social integration of government and nongovernmental organizations  
in planning, response, and recovery; and the social connectedness of community members. In 
order to build community resilience, a community must develop capabilities in the following 
areas: active engagement of community stakeholders in health event planning and personal 
preparedness, development of social networks, creation of health-promoting opportunities 
to improve the physical and psychological health of the community (as well as to address 
disparities in health across subgroups), plans and programs that address and support the 
functional needs of at-risk individuals (including children), institution of plans to respond 
effectively to the post-disaster physical and psychological health needs of community members, 
and rebuilding plans for health and social systems that can be activated immediately.
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As activities related to the levers strengthen each of the components of community resil-
ience, a community moves closer to achieving community resilience (shown in the circle) 
because developing resilience is not static but rather is an iterative and ongoing process.

Figure 2.2 provides the conceptual framework for the next eight chapters, each of which 
focuses on one lever for building resilience.

Figure 2.2
Levers and Core Components of Community Resilience
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CHAPTER THREE

Wellness: Promote Population Health Before and After an 
Incident, Including Behavioral Health

The extent to which a community and its resources are affected by a health incident depends 
in part on the existing wellness levels of community members—their physical, behavioral, and 
social well-being at the time the incident occurs. Because collective well-being before a health 
incident can affect people’s need for resources and the length of the recovery period, sustaining 
an overall level of wellness can serve as a social and individual resource for resilience (Norris 
et al., 2008; Pfefferbaum et al., 2008). The overall resilience of a community can rest on the 
extent to which community members practice healthy lifestyles and are aware of the communi-
ty’s health-related functional needs (e.g., number of people who need transportation assistance, 
number of people on dialysis) that, if ignored, can render emergency response and recovery dif-
ficult. Communities that are already healthy (e.g., have a lower prevalence of chronic disease) 
are better able to withstand the trauma of a health incident (Aldrich & Benson, 2008), and 
will generally require less medical support before, during, and after a health incident (Kailes 
& Enders, 2007; Ku & Matani, 2001). Conversely, recovery may be more difficult for at-risk 
individuals and communities that have a lower level of wellness—in other words, for those 
with fewer resources to cope with or mitigate the impact of a health incident (Andrulis, Sid-
diqui, & Gantner, 2007; Fothergill, Maestas, & Darlington, 1999). All this suggests the need 
to address existing health conditions as well as population vulnerabilities (National Council on 
Disability, 2005), with special consideration given to at-risk populations, i.e., individuals with 
functional needs (Brodie et al., 2006; Norris et al., 2008). 

One way to support pre-incident prevention and population wellness is to create a culture 
in which individuals understand the relationship between individual and community pre-
paredness, and know how to remain generally healthy (Norris et al., 2008; Pfefferbaum et al., 
2008). Fostering such a culture may depend in part on appropriately conveying information 
to the public. Messaging that is appropriately framed may motivate people to take actions to 
improve their own physical and psychological health (Benight et al., 1999). Properly framed 
messages can also help the community maintain psychological health by supporting a posi-
tive focus on prevention and health and wellness rather than stoking fears. Messages need to 
be culturally appropriate because cultural barriers (e.g., language gaps, differing social norms) 
can be a major source of misunderstanding of health information (Ng, 2005). In particular, 
the extent to which people—especially in at-risk populations—are influenced by the framing 
of wellness messages and prevention efforts may differ by culture and ethnic group (Walker & 
Chestnut, 2003).

Key elements of community wellness are shown in Table 3.1.
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Activities Related to Community Wellness

Suggested activities that communities can take to support each of these elements are discussed 
in detail below. Note that each element has suggested activities based on the literature review 
and focus group data collection. Communities should consider which activities will meet their 
needs and build on existing efforts. Activities that are underway should be evaluated, and 
lessons learned shared with other communities. See Appendix C for an example community 
prioritization tool that can be used with this roadmap. The activities within each element are 
grouped by the level of implementation—state/local, then federal/national. In Table 3.1, we 
list the activities specific to state and local entities given that much of the resilience-building 
efforts occur at these levels. Some activities are shared by government and nongovernmental 
entities. For each activity, we briefly describe a rationale, the leaders, and potential steps for 
implementation. 

Element 1: Activities to Promote Public Understanding of Health and Wellness

The activities in this element include (1) training the workforce on culturally competent and 
linguistically appropriate healthcare and (2) developing public health messaging.

Train workforce on culturally competent and linguistically appropriate healthcare.
Rationale: Different cultures perceive and respond to traumatic events differently. Some 

culturally or linguistically isolated populations (racial and ethnic minorities, immigrants, 
rural populations) may misunderstand public health information, e.g., by underestimating risk 
(Andrulis et al., 2007; Carter-Pokras et al., 2007; Chen et al., 2007; Fothergill, Maestas, & 
Darlington, 1999; Shiu-Thornton et al., 2007).

Key leaders: State and local government and nongovernmental organizations.
Potential steps: Public health agencies and organizations at the state and local levels 

should train health and social service providers to deliver care—both routinely and in case of 

Table 3.1
Key Elements of Community Wellness

Element Description
Activities for State and  

Local Entities

1. Promote public understanding of  
health and wellness.

Community members understand 
how to prevent or mitigate the 
impact of health threats by 
maintaining health and wellness 
on an ongoing basis. As described 
in Figure 2.1, resilience rests on a 
foundation of community wellness, 
so communities must embrace a 
guiding orientation toward health 
promotion and overall well-being.

Train workforce on culturally 
competent and linguistically 
appropriate healthcare. 

Develop public health messaging 
to promote healthy lifestyles and 
bolster psychological wellness, 
particularly coping skills and 
resilience attitudes.

2. Ensure sufficient community health 
resources, along with the capability 
to leverage those resources to achieve 
desired outcomes.

Communities have appropriate 
resources to address physical 
and psychological health, and 
the functional needs of at-risk 
individuals. The ability to leverage 
these resources depends in part on 
knowledge about how to allocate 
them.

Conduct an annual assessment of 
population health vulnerabilities.

Ensure pre–health incident access 
to health services and post–health 
incident continuity of care.

Ensure that the population 
receives timely and age-
appropriate vaccinations.
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disaster—in a way that is culturally competent and linguistically accessible to different cultural 
groups.

Develop public health messaging to promote healthy lifestyles and bolster psycho-
logical wellness, particularly coping skills and resilience attitudes. 

Rationale: Health incidents unleash many potential stressors, such as casualties, displace-
ment, and loss of property or financial resources. These stressors can deplete coping resources, 
threatening individuals’ psychological well-being and their ability to function effectively. How-
ever, individuals’ available coping resources function as a buffer against psychological distress. 

Key leaders: Federal and state government and national nongovernmental organizations.
Potential steps: Public messages should be designed to provide routine information 

about preventive steps community members can take to ensure healthy living and support psy-
chological wellness. Such messages could include

• positive framing of public health messages—e.g., emphasizing health benefits and general 
wellness may be more effective than fear-based preparedness messaging, which individu-
als may tend to avoid

• content that is culturally appropriate for diverse populations, which should increase the 
likelihood that the information is understood, particularly for at-risk populations.

Element 2: Activities to Ensure Sufficient Community Health Resources, Along with the 
Capability to Leverage Those Resources to Achieve Desired Outcomes

The activities in this element include (1) regularly assessing population health, (2) ensuring 
access to health services, and (3) ensuring vaccinations.

Conduct an annual assessment of population health vulnerabilities. 
Rationale: To facilitate health services that promote wellness, population vulnerabilities, 

such as individuals’ chronic conditions, must be well understood. Routinely analyzing and 
characterizing the preexisting health status of a community offers critical information to guide 
pre-event resource allocation and also has implications for recovery planning.

Key leaders: State and local government.
Potential steps: To conduct such an assessment, various approaches could be considered:

• State governments should be engaged annually to assess common vulnerabilities among 
the population that would limit its ability to absorb the stress of a disaster.

• Local health departments could share the results of ongoing health monitoring with 
state government and community organizations. These assessments could be conducted 
in conjunction with other community resilience–building activities, such as identifying 
geographic concentrations of at-risk individuals.

• The community health risk profile template being developed for the NHSS Biennial 
Implementation Plan could be used to conduct a community vulnerability assessment. 

Ensure pre–health incident access to health services, as well as post–health incident 
continuity of care.

Rationale: Routine access to preventive healthcare is important for population wellness. 
Communities having a greater proportion of residents with chronic conditions, such as obe-
sity, kidney disease requiring ongoing dialysis, or other conditions requiring durable medical 
equipment, will generally need more medical support before, during, and after a disaster.

Key leaders: Federal and local government agencies.
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Potential steps: To ensure that community members have health insurance and access 
to health services:

• Health and emergency response systems should be sustained as well as strengthened, both 
to prevent health incidents from occurring and to minimize severity of incidents that 
have occurred.

• Health services must be accessible to help communities recover after a health incident.
• Regional healthcare coalitions may be built to ensure that health systems have adequate 

capacity during response and recovery. 

Ensure that the population receives timely and age-appropriate vaccinations. 
Rationale: Greater numbers of vaccinated individuals translate to lower likelihood of 

disease transmission throughout the population. Furthermore, a vaccinated population is a 
healthier population (i.e., more equipped to withstand the physical stressors of an incident) 
(Weycker et al., 2005; Nichols, 1998). A vaccinated population may also be more likely to 
accept novel vaccines in case of new health threats.

Key leaders: Federal and state government, local nongovernmental organizations.
Potential steps: To ensure access to existing vaccines—both routinely and after disasters:

• The federal government could partner with state governments to develop a robust distri-
bution plan for vaccines.

• State governments could work closely with local NGOs, as well as pharmacies, schools, 
and other entities that can serve as sites for clinics.

• National and local media could be engaged to ensure an effective communication strat-
egy that informs the public about the importance, availability, and safety of vaccines.
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CHAPTER FOUR

Access: Ensure Access to High-Quality Health, Behavioral Health, 
and Social Resources and Services

Vulnerable or poorer households and communities tend to recover slowly after a health inci-
dent. Their already low levels of resilience may be exacerbated by lack of access to adequate 
resources and services. For instance, in rural communities, scarce resources due to poverty and 
geographic dispersion mean that, in the aftermath of a disaster, local public health departments, 
rural health centers, and other organizations may be stretched too thin or be inadequately 
equipped to handle the unique needs of their community (Dobalian et al., 2007). Access to 
high-quality resources and services—such as serviceable infrastructure—is an important part 
of community resilience, particularly for vulnerable populations. 

Key elements of access to high-quality health, behavioral health, and social resources and 
services are shown in Table 4.1.

Table 4.1
Key Elements of High-Quality Health, Behavioral Health, and Social Resources and Services

Element Description
Activities for State and  

Local Entities

1. Ensure continuity of healthcare and 
related social services.

Federal and state governments 
identify local NGOs with the 
capacity and capability to meet 
the health, behavioral health, 
and social service needs of 
constituents rapidly, effectively, 
and uniformly.

Ensure continuity of care for 
those needing long-term 
medical/health services post-
disaster.

2. Facilitate transition to recovery 
planning.

Plans are developed to assess 
community needs for resources 
at the onset, during and after a 
health incident.

Identify existing community 
assets that can play a role in 
preparedness through recovery. 

3. Provide health services and remove 
barriers to accessing them.

Rapid dissemination and 
implementation of services 
and interventions is critical. 
For example, traumatized 
disaster survivors may require 
psychological orientation to 
function and begin to recover in 
other ways. Cultural barriers may 
prevent some individuals from 
complying with public health 
recommendations.

Provide “psychological first aid” 
or other early psychological or 
behavioral health interventions 
after a disaster.

Bridge cultural differences to 
increase understanding of and 
cooperation with public health 
recommendations.



16    Building Community Resilience to Disasters: A Way Forward to Enhance National Health Security

Activities Related to Access to High-Quality Health, Behavioral Health, and 
Social Resources and Services

Suggested activities relating to each of these elements in Table 4.1 are discussed in detail below.

Element 1: Activities to Ensure Continuity of Healthcare and Related Social Services

The suggested activity in this element describes ensuring continuity of care.
Ensure continuity of care for those needing long-term medical/health services post- 

disaster. 
Rationale: Individuals with health vulnerabilities may have high levels of medical need 

throughout all stages of disaster, including long-term recovery (Kailes & Enders, 2007; Ku & 
Matani, 2001). Addressing the many needs for preparedness, response, and recovery activities 
requires routine, seamless coordination among government and NGO partners as responsibil-
ity shifts among the different lead entities.

Key leaders: Federal/state/local governments, local nongovernmental organizations.
Potential steps: Governments at each level could work with local NGOs to provide a 

smooth transition of responsibility among stakeholders to ensure the delivery of long-term 
health services to at-risk individuals. 

Element 2: Activities to Facilitate Transition to Recovery Planning

The activities in this element include (1) identifying existing community assets and (2) plan-
ning for low-income populations.

Identify existing community assets (e.g., fire stations, businesses, faith-based orga-
nizations) that can play a role in preparedness through recovery. 

Rationale: Populations are vulnerable in a public health incident if they have difficulty 
accessing or using resources that are offered as part of preparedness, recovery, and response 
plans (Dobalian et al., 2007). Communities often have a wide array of social and physical 
assets that local governments and NGOs can leverage in creative ways during the response and 
recovery stages.

Key leaders: Local government and local nongovernmental organizations.
Potential steps: Governments and community-based organizations could routinely work 

in partnership to identify innovative uses of traditional resources currently available within 
communities, using local knowledge of the community’s characteristics to enhance the effec-
tiveness of response and recovery efforts.

Plan for longer-term food, shelter, clothing, and medical needs of recovering low-
income populations. 

Rationale: Appropriate planning for long-term recovery from disaster helps restore the 
health and livelihood of low-income individuals. In addition, adequate support helps rebuild 
and even improve community resilience, thus mitigating vulnerability to future disasters. 
Since low-income individuals are disproportionately affected by disaster (Dobalian et al., 2007; 
Morrow, 1999; Norris et al., 2008), it is important to consider these impacts when estimating 
needed support. 

Key leaders: Federal/state government.
Potential steps: Effective planning for post-health incident housing, for example, could 

include the following:
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• Provide flexible options to meet the community’s immediate needs for shelter while incor-
porating long-term efforts to restoring affordable housing for affected communities. 

• Routinely revisit and update policies that guide funding and implementation of post-
health incident housing programs, ensuring that solutions are timely and cost-effective, 
while offering maximum flexibility to affected community members.

• Give attention to individuals and families with low incomes, who often cannot qualify 
for needed loans that would help them return to their homes more quickly or obtain new 
housing.

Element 3: Activities to Provide Health Services and Remove Barriers to Accessing Them

The activities in this element include (1) providing psychological interventions and (2) address-
ing cultural barriers to understanding public health recommendations.

Provide “psychological first aid” or other early psychological or behavioral health 
interventions after disaster. 

Rationale: Early psychological and behavioral health interventions after disasters, such 
as “psychological first aid,” are important in rebuilding coping resources (National Child Trau-
matic Stress Network, 2011; Ursano et al., 2007).

Key leaders: Federal/state/local governments, local nongovernmental organizations.
Potential steps: All levels of government should work in partnership with local NGOs 

to do the following:

• Ensure that psychological first aid and other resources are provided to disaster victims as 
quickly as possible in order to reduce psychological distress.

• Educate community members about appropriate social or emotional support that they 
might offer to friends or neighbors experiencing stress. 

• Incorporate ongoing evaluation of these interventions during future disaster responses, 
given that the evidence base is currently limited with respect to these types of behavioral 
health interventions.

Bridge cultural differences to increase understanding of and cooperation with 
public health recommendations. 

Rationale: Cultural differences may lead to misunderstandings about the nature and 
availability of recovery resources, or lead to mistrust between response agency workers and 
minority persons (Cutter et al., 2003; Morrow, 1999). Specifically, some populations (racial 
and ethnic minorities, immigrants, rural populations) may mistrust government/public agen-
cies (see, e.g., Blanchard et al., 2005; Brodie et al., 2006; Cordasco et al., 2007) and tend not 
to rely on such sources for information (Carter-Pokras et al., 2007; Chen et al., 2007).

Key leaders: Federal/state/local governments, local nongovernmental organizations.
Potential steps: Communities should ensure that these populations have routine access 

to all services by striving to make information accessible to all its members, including at-risk 
populations. This could include the following: 

• Government could partner with institutions serving culturally diverse populations to 
recruit a diverse workforce to health security–related fields. In doing so, cooperation and 
compliance with public health recommendations should increase, and a greater range of 
health services should be accessible to vulnerable populations.
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• Government agencies—in the short-term—could conduct community-level focus groups, 
town hall–type meetings, or engage community leaders in message development to cap-
ture various cultural perspectives.
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CHAPTER FIVE

Education: Ensure Ongoing Information to the Public About 
Preparedness, Risks, and Resources Before, During, and After  
a Disaster

Community education is an ongoing process in which the community acquires knowledge 
about roles, responsibilities, and expectations for individual preparedness as well as the ways 
in which individuals can work collectively with other community members to respond to and 
recover from a health incident. Public health education is an important lever for ensuring that 
individuals and communities are educated about health security risks and know how to pre-
pare, respond, and recover. Community education also means that individuals know where to 
turn for help both for themselves and their neighbors, enabling the entire community to be 
resilient in the face of a disaster.

Effective risk communication is critical to ensuring ongoing regular information exchange 
with the public. Risk communication is broadly defined as the interactive process that involves 
the exchange of information between parties about a sensitive issue (Committee on Risk Per-
ception and Communication & National Research Council, 1989). Key components of risk 
communication include the “message” that is being conveyed, the “messenger” who delivers 
the message, and the medium through which the message is delivered. According to Andrulis, 
Siddiqui, a& Gantner (2007), effective risk communication means selecting messages, mes-
sengers, and strategies for delivery that succeed in disseminating risk information across the 
stages of a disaster. Effective risk communication is essential to resilience because it provides 
accurate information about dangers and behavioral options for mitigation. It increases knowl-
edge and therefore bolsters a community’s adaptive capacity. In addition, effective risk com-
munication builds trust and overcomes distrust, which can have important consequences for 
mental health, likely adherence to government recommendations, and social cohesion (Norris 
et al., 2008). The content and availability of risk information and related materials are vital for 
increasing a community’s self-efficacy before and during an event.

Training community partners, businesses, and other lead agencies in preparedness and in 
the best ways to communicate with community members also creates a stronger social infra-
structure for resilience. Strong communication networks allow for a cohesive, integrated, and 
engaged community population. Targeted strategies help reach at-risk and other populations. 
Communication networks that integrate the wisdom of healthcare providers (e.g., physicians, 
emergency responders), health officials, representatives from diverse public groups, and trusted 
citizen representatives make for stronger and coordinated community education (Schoch-
Spana, 2008). 

Lastly, population health literacy is a distinct component of community resilience. There 
are three dimensions to health literacy: the basic knowledge needed to understand and take 
action on health issues (conceptual foundations), the skills necessary to make public health 
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decisions that benefit the community (critical skills), and the skills and resources necessary to 
address health concerns through civic engagement (civic orientation) (Freedman et al., 2009). 
Low health literacy influences not only how individuals receive and process messages but also 
how they navigate complex disaster settings and the recovery environment. High health lit-
eracy in the community can support the community’s ability to process messages, take action, 
and plan for recovery.

Key elements of community education are shown in Table 5.1.

Activities Related to Community Education

Suggested activities relating to each of these elements are discussed in detail below.

Element 1: Activities to Bolster Community Resilience by Providing Accurate Information 
About Health Threats

These activities entail developing appropriate risk communication messages, particularly ones 
that focus on pre-disaster planning and emphasize the importance of preventive care.

Communicate realistic recovery timeline and plan to set reasonable expectations, 
given likely post-event challenges. 

Table 5.1
Key Elements of Community Education

Element Description
Activities for State and  

Local Entities

1. Use effective risk communication 
to bolster community resilience by 
providing accurate information about 
health threats. 

Communication strategies and 
content should acknowledge the 
individual and cultural beliefs 
and community norms that shape 
expectations of what is to be done 
before, during, and after event.

Communicate realistic recovery 
timeline/plan to set reasonable 
expectations, given likely post-
event challenges. 

Develop and disseminate 
messages that improve 
understanding between 
individual and community 
health. 

2. Work collectively to train and 
educate partner agencies and to 
have an effective and coordinated 
communication system or network. 

Strong communication networks 
are critical for resilience. These 
networks should rely on diversity 
of mode and content as well as 
ability to link social networks 
effectively.

Support and promote the use of 
social media among communities 
and organizations. 

Proactively educate media 
organizations regarding their 
role in facilitating health incident 
response.

Train community partners and 
lay health advisors in proper risk 
communication techniques.

3. Build basic health literacy and 
awareness of health issues.

The underlying literacy of the 
community, particularly health 
literacy, supports its ability to 
process messages, take action, and 
plan for recovery.

Promote healthy lifestyles by 
ensuring that the population 
has information about health 
promotion and disease 
prevention. 

Bolster coping skills and 
psychological wellness by 
developing public health 
campaigns focused on these 
messages.  
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Rationale: Community members who expect recovery to be swift and unchallenging 
may be vulnerable to greater mental health effects in the post-event phase because of disap-
pointment and frustration. Recovery is challenging and involves many distinct processes—for 
example, post-incident health recovery entails reconnecting families and community mem-
bers, rebuilding health system infrastructure, providing psychological first aid and case man-
agement, and restoring social networks (HHS, 2010a). 

Key leaders: State and local government and NGOs.
Potential steps: Once recovery planning has occurred and realistic timelines established, 

NGOs and government should communicate key dates and provide progress reports to com-
munity members in order to ensure accountability.

Develop and disseminate messages that improve understanding between individual 
and community health. 

Rationale: Resilient communities are composed of individuals who understand the inter-
dependent relationship between individual and community health. 

Key leaders: Federal, state, and local government; NGOs.
Potential steps: Framing messages to emphasize the connections between individual and 

community helps to motivate community members to take preparedness measures. Govern-
ments and NGOs should develop these positive messages related to the relationship between 
individual and community health and should test them to ensure that they resonate with com-
munity members and promote the value of individual and civic responsibility for a communi-
ty’s well-being. These organizations should disseminate such messages broadly to community 
members in a variety of formats (e.g., radio, newspaper, TV). To encourage this messaging, 
federal, state, and local governments should work together to determine what incentives (e.g., 
funding, other) could be used to motivate this movement toward community preparedness. 
The federal government can help by providing templates to help communities promote pre-
paredness and strengthen local resilience. 

Create health-related risk communication messages for the general public that 
adhere to general principles and best practices in risk communication. 

Rationale: Effective risk communication bolsters community resilience by providing 
accurate information about health threats and increasing knowledge about protective behav-
iors and support resources, thereby bolstering a community’s capacity to adapt, especially 
during a health incident. 

Key leaders: Federal government, and state and local public health departments.
Potential steps: Officials at federal and state level can take proactive steps to facilitate 

the timely development and dissemination of high-quality health-related messages during an 
emergency. In nonemergency times, state and local governments should consider community 
norms and the range of individual beliefs in crafting health-related risk communication mes-
sages to ensure that messages address citizens’ expectations and social context, and promote 
dialogue among community members on the best use of resources. 

Tailor information for at-risk individuals with consideration to issues of health 
literacy; culture;  trusted spokespersons/channels; preferred languages; and preferred, 
alternate, and accessible formats. 

Rationale: In a resilient community, key messages can be accessed and understood by 
the entire community, allowing all populations to benefit equally from relevant information. 
As described in the NHSS, effective health-related risk communication involves reaching all 
segments of the affected population in ways they trust and understand (HHS, 2009).
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Key leaders: Federal government, state and local public health departments; national and 
local NGOs.

Potential steps: To communicate effectively, health departments and other government 
organizations must understand how to tailor communication to specific members of the com-
munity. Local government and local NGOs should conduct formative research (e.g., com-
munity forums) to identify key populations, their information needs, effective media chan-
nels (including use of social media such as Facebook and Twitter), and trusted spokespersons. 
Federal and state governments should then develop tailored risk communication strategies for 
delivering targeted messages to specific populations. 

Other strategies to communicate effectively with at-risk individuals include the following: 
• Take into account community norms and the range of individual beliefs in crafting risk 

communication messages; address citizens’ expectations and social context, and promote 
dialogue among community members on the best use of resources (Paton et al., 2008).

• Work with employers and NGO partners to identify trusted sources of information and 
help encourage public involvement and open communication during a crisis (Paton et al., 
2008).

• Identify and train community-based messengers in the principles of risk communication 
and use them to deliver important public health messages during a crisis (Shiu-Thornton 
et al., 2007).

• Build trust in advance of a disaster through community partnerships, lay health advisor 
training, and use of appropriate channels for delivering risk information (Quinn, 2008).

Element 2: Activities to Train and Educate Partner Agencies and to Develop an Effective 
and Coordinated Communication System or Network 

This activities focus on training and developing a comprehensive and robust communication 
network.

Support and promote the use of social media among communities and organizations. 
Rationale: Risk communication and other public health messages are most effective 

when they are delivered through trusted channels that are understandable and culturally 
appropriate. A broad range of strategies is necessary to reach all populations, including the 
newest forms of communication. 

Key leaders: Local government and local NGOs.
Potential steps: Local government and local NGOs should conduct formative research 

(e.g., community forums) to identify key populations for whom new media (including use of 
social media such as Facebook and Twitter) are the most effective communication channels. 
Federal and state governments should then develop tailored risk communication strategies to 
deliver targeted messages to these populations through these media.

Proactively educate media organizations regarding their role in facilitating health 
incident response and not exacerbating that response with sensational reporting. 

Rationale: Sensational reporting about health incidents can overwhelm community 
members, and repeated coverage of distressing events can traumatize individuals outside the 
affected community (e.g., family members and friends) or revictimize individuals from within 
the affected area. 

Key leaders: Community-based organizations and the media.
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Potential steps: Community-based organizations should reach out to local media outlets 
and encourage them to provide educational information to the public on mitigating poten-
tial health threats. Media can be an ally during a disaster by educating the community about 
actions they can take to ensure their safety and to minimize the impact of the disaster on 
their community. These organizations can work with media to ensure that truly representa-
tive stories are depicted during and after disaster and that accurate information is reaching all 
residents.

Involve advocacy organizations, service entities, and support groups representing 
at-risk individuals in the design and dissemination of health-related information. 

Rationale: At-risk individuals are more receptive to health-related risk communication 
messages when these are crafted to fit with relevant cultural norms and come from trusted 
sources. 

Key leaders: State and local government; local NGOs.
Potential steps: Government health officials enhance the level of trust in messaging 

among community members by taking a participatory approach with local organizations to 
disseminate health-related information and empowering organizations to develop prepared-
ness materials. Local organizations should not passively receive materials from government; 
rather, they can take ownership of messages by tailoring language and creating preparedness 
materials that are better accepted by the populations they serve. 

Train community partners and lay health advisors in proper risk communication 
techniques and engage them as information disseminators during an event. 

Rationale: Resilient communities are those in which all segments of the population are 
likely to act on official messages, and this messaging can result in behavior change. Thus, it is 
essential that risk communication and public education strategies related to public health and 
medical issues establish trust among community members, thereby improving adherence to 
government recommendations. 

Key leaders: Federal, state, and local government; local NGOs, employers, faith-based 
groups, schools.

Potential steps: Governments should attempt to build trust in advance of a disaster. Part-
ners might include established organizations (e.g., Neighborhood Watch), employers, faith-
based groups, and schools to educate and encourage youth to communicate messages to their 
families. To accomplish this, local governments should work with employers and NGO part-
ners to identify trusted sources of public health and medical information and help encourage 
public involvement and open communication during a crisis. Local governments, employers, 
and NGO local partners should also identify and train community-based messengers, such as 
health promoter/promatoras and medical interpreters, in the principles of risk communication 
and use them to deliver important public health messages during a crisis and to disseminate 
research about what works.

Ensure that the community has a functional communications infrastructure and 
regionalized communications network that links health professionals, including medi-
cal providers, health officials, diverse publics, and volunteers to ensure timeliness, qual-
ity, and consistency of messaging. 

Rationale: Communications infrastructure facilitates the flow of risk information to 
large segments of a community, improving awareness of recommended countermeasures 
and responses and ensuring consistency of messaging. A functional infrastructure includes a 
regional communications center and network. It also includes battery-operated internal and 
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external systems readily available in case of a power outage. The infrastructure should employ 
appropriate technologies to support these networks (e.g., web portals, robust cell towers, GPS) 
that can quickly reconnect families and other social structures. 

Key leaders: State and local government.
Potential steps: State and local governments should take steps before a disaster to leverage 

strong relationships among response organizations. This requires engaging all relevant stake-
holders and bringing them together to clearly define roles and responsibilities, gain a better 
understanding of each organization’s mission and perspective, and develop a set of common 
goals. States should ensure that communications networks incorporate input from multiple 
public officials and medical providers by integrating information from physicians, emergency 
responders, health department officials, and citizen representatives who have appropriate risk 
communication training. Information provided to the public needs to be coordinated and con-
sistent across all response organizations.

Element 3: Activities to Build Basic Health Literacy and Awareness of Health Issues 

These activities focus on building a community’s health literacy, particularly during nonemer-
gent times (or periods not focused on disaster response). 

Promote healthy lifestyles by ensuring that the population has information about 
health promotion and disease prevention. 

Rationale: All stakeholders in local communities should take steps to promote the health 
of community members.

Key leaders: State and local public health; federal and local NGOs.
Potential steps: To promote health of community members, provide more comprehen-

sive health education and investment in health promotion activities, including programs that 
improve the underlying health literacy of a population. This includes identifying creative ways 
to teach community members about health, how to access resources, and how to read and 
interpret health information. This education can be integrated into school and community 
group activities. During an incident, individuals with high health literacy are more likely to 
be able to access, interpret, and act upon official health-related messages and navigate health 
services in the complex response-and-recovery environment. 

Bolster coping skills and psychological wellness by developing public health cam-
paigns focused on these messages. 

Rationale: For a community to withstand and recover from a disaster, it is critical that 
individuals have adequate coping resources. Psychological wellness can be improved by educat-
ing the public with accurate and timely information on coping options. 

Key leaders: Local governments and NGOs.
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Potential steps: Local governments and NGOs should disseminate information to the 
public about stress management that allows individuals to address stressors more easily, thereby 
lessening psychological distress. Further, these organizations can lead efforts to implement 
evidence-based psychological wellness and stress management programs.
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CHAPTER SIX

Engagement: Promote Participatory Decisionmaking in Planning, 
Response, and Recovery Activities

The resilience of a community rests on its ability to draw upon its own internal resources in 
the face of health incidents while also being able to rapidly restore a state of self-sufficiency 
following a crisis. Given these attributes, participatory citizen engagement in decisionmaking 
for planning, response, and recovery activities is specifically identified as a key theme within 
the National Health Security Strategy. Citizen engagement entails the active participation of 
community residents in response and recovery planning, to ensure that plans reflect the views 
and perspectives of a wide range of public health system stakeholders, particularly those rep-
resenting populations who are at risk because of functional limitations (Lyn & Martin, 1991). 
Communities are more resilient against health threats when all individuals, including those at 
risk, are involved in planning and empowered to help take responsibility for the health of their 
family and community.

In addition, community members should be engaged in planning exercises for health 
incidents, and local social networks should be effectively used to disseminate risk informa-
tion and aid community members in the response and recovery phases of a health incident. 
The value of social networks, including the ways in which social media are used to engage and 
strengthen networks, is also a hallmark of social connectedness and cohesion. Engagement 
is critical to ensuring accurate, timely, and resilient situational awareness, and should also 
extend beyond the local level to include multilateral and multinational coordination among 
stakeholders. Ensuring a broad base of engagement among community members and local 
organizations supports greater situational awareness and coordination during the response and 
recovery phases of a disaster. 

Another important aspect of citizen engagement is the extent of social connectedness 
within a community, which refers to the personal (e.g., friend, family, neighbor) and profes-
sional (e.g., service provider, community leader) relationships among community residents. 
Relationships can involve individuals who are similar in status (i.e., horizontal) or individu-
als of varying status and power (i.e., vertical) (Chandra et al., 2010). The interconnectivity 
of individuals and organizations contributes to the resilience of a community. For instance, 
people connected to community organizations and other providers of knowledge and resources 
perceive themselves to be at higher risk and are therefore more likely to engage in prepared-
ness activities before a disaster (Yong-Chan & Jinae, 2010). In addition, social connectedness 
increases individuals’ access to real and perceived social support, and communities with many 
social connections can more quickly mobilize needed resources (Putnam, 2000; Magsino, 
2009). Community residents and organizations can use personal and professional relationships 
to send and receive information and to provide instrumental and emotional support during all 
phases of a disaster. Overall, being part of a healthy community (i.e., one with strong social 
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networks and a sense of community) can improve survival chances and safety of community 
residents during a disaster (Buckland & Rahman, 1999; Schellong, 2007).

Key elements of community engagement are shown in Table 6.1.

Activities Related to Community Engagement

Suggested activities relating to each of these elements are discussed in detail below.

Element 1: Activities to Involve Community Members in Planning and Decisionmaking on 
Issues Relating to Response and Recovery 

This element includes activities that will actively engage community members in how emer-
gency plans are developed and implemented. 

Engage residents in the development of preparedness plans at the individual and 
community level. 

Rationale: Developing plans for health security in the areas of response and recovery 
requires plans to effectively incorporate input and reflect the views of local community mem-
bers. This facilitates their likelihood of integration within the daily practice of individuals and 
organizations. 

Key leaders: Local government and NGOs.

Table 6.1
Key Elements of Community Engagement

Element Description
Activities for State and  

Local Entities

1. Involve community members 
in planning and decisionmaking 
on issues relating to response 
and recovery activities.

Local government and community 
organizations actively work to elicit 
input from local residents and include 
their feedback in development of 
plans. Actions or decisions taken 
reflect an appropriate level of 
consensus among the local population.

Engage residents in the 
development of preparedness 
plans at the individual and 
community level.

Identify geographic concentrations 
of at-risk individuals.

Build the capacity of social 
and volunteer organizations 
(i.e., NGOs) to engage citizens 
in collective action to address 
an issue or problem (e.g., a 
community development or service 
project). 

2. Include community members 
in planning exercises for health 
incidents. 

Residents of the community are 
encouraged to participate in 
appropriate exercises and are familiar 
with planned response and recovery 
activities.

Involve local community residents 
in response planning.

Develop community exercises that 
focus on the needs of vulnerable 
populations. 

3. Build connections among 
social networks and community 
organizations.

Response and recovery activities have 
a broader reach when social networks 
are utilized to promote greater 
sharing of information and resources. 
Connections among community 
organizations and local residents 
should be reinforced and utilized to 
quickly disseminate information and 
offer assistance to those who need it.

Encourage support from local 
sources for neighbors, friends, and 
family during nonemergent times. 

Develop a plan for establishing 
social routines and relationships in 
the community after disaster. 
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Potential steps: Local planners should establish working committees with a representa-
tive, cross-sector population to promote more coordinated emergency planning.

Identify geographic concentrations of at-risk individuals.
Rationale: Incorporating at-risk individuals into planning efforts requires understanding 

of where these persons are located in the community. 
Key leaders: State and local government.
Potential steps: Identifying geographic concentrations of at-risk individuals with func-

tional needs allows planners to develop effective plans to address their needs and aids in the 
development and translation of research on critical preparedness and response interventions for 
all at-risk individuals. 

Build the capacity of social and volunteer organizations (i.e., NGOs) to engage citi-
zens in collective action to address an issue or problem (e.g., a community development 
or service project). 

Rationale: Community experience in successfully confronting challenges within a 
normal context (day-to-day interactions where residents collectively confront and resolve prob-
lems) can help prepare a community to effectively deal with significant changes post-disaster 
and generate a collective feeling of efficacy among community members. 

Key leaders: State and local government, and local NGOs.
Potential steps: State and local governments should engage in partnerships with NGOs 

to leverage resources for funding collaboratives, giving attention to opportunities for dual-use 
purposes in funding health security activities. Increased collaboration and partnerships among 
local organizations that pursue larger public health goals in addition to preparedness confer 
the added benefit of stronger coalitions that perform more effectively during disaster response. 

Develop guidance on best practices in active involvement of government and NGOs, 
including the private sector, in local emergency planning committees or other relevant 
bodies with a role in health security. 

Rationale: Community needs vary widely across regions, and many communities lack 
a clear vision of optimal strategies to enhance the community’s overall resilience by greater 
organizational involvement, and to prevent, protect from, respond to, and recover from health 
incidents. 

Key leaders: Federal and state government, national NGOs.
Potential steps: Federal and state governments should issue guidance on expectations 

for stakeholder involvement, with information on how to assess effective partnerships and 
how to maximize the roles and benefits of government and nongovernmental leaders on these 
planning groups or committees. Guidance might also include specific examples from exem-
plary communities that could be adapted; guidance should provide enough flexibility for local 
adoption (e.g., identifying existing resources provided by federal, state, and local authorities; 
determining ways to leverage dollars for dual-use or benefit; building the capacity of NGOs as 
partners in health security; maximizing resources across government and NGO partnerships).

Element 2: Activities to Include Community Members in Planning Exercises for Health 
Incidents

This element focuses on the active engagement of community members in testing and improv-
ing community plans. 

Involve local community residents in response planning. 
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Rationale: Knowing who interacts with whom can be critical for promoting situational 
awareness and developing coordinated emergency response plans before a disaster occurs. For 
this to happen, emergency planners need to involve local community members in response 
planning to determine what social networks exist and how to activate them during a disaster. 

Key leaders: Local government and NGOs.
Potential steps: Planners should also be aware of existing social routines in the commu-

nity and prioritize efforts to reinforce and restore these routines; such efforts have been shown 
to increase community resilience. For example, planners should think in family terms, rather 
than individual terms, and plan accordingly so that shelters, evaluation plans, and even public 
assistance can be organized around keeping families together, rather than inadvertently split-
ting them apart. 

Develop community exercises that focus on the needs of vulnerable populations. 
Rationale: A critical method for preparing communities is to exercise drills that identify 

and account for the specific needs of at-risk populations during an emergency, and that include 
at-risk individuals. Involving at-risk individuals in exercises also can increase trust and coop-
eration during an actual emergency. Faith-based organizations and other NGOs are examples 
of community entities with strong ties to the local community that may not have been a part 
of disaster teams (Baezconde-Garbanati et al., 2006; Pant et al., 2008). 

Key leaders: Local government and NGOs.
Potential steps: Involving at-risk individuals in the planning process improves the effi-

cacy of plans designed to meet the needs of this population, since they bring to the planning 
process

• knowledge and insights about their needs
• insights into common concerns of individuals with special needs
• advice regarding the appropriate content and format of preparedness materials, risk- 

communication messages, and alerts 
• awareness of equipment and supplies needed by responders and shelter providers (Ringel 

et al., 2009).

Involving at-risk populations in planning can also decrease the negative psychologi-
cal impact of disasters by fostering a sense of coping self-efficacy—one’s sense of being able 
to manage the demands of posttraumatic recovery (Benight & Harper, 2002). When plans 
are made without respect for these concerns, however, the community may spend additional 
resources that further delay its ability to rebound quickly and effectively.

Element 3: Activities to Build Connections Among Social Networks and Community 
Organizations

This element entails activities that are critical to building social connection before and after a 
disaster. This is a cornerstone of resilience because these connections ensure that communities 
can restore routine or daily functioning. Many of these activities should be led by local non-
governmental organizations. 

Encourage support from local sources for neighbors, friends, and family during 
nonemergent times. 

Rationale: Communities with many social connections can quickly mobilize needed 
resources for disaster response through local residents (Magsino, 2009). In addition, research 
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has indicated that the decentralized and flexible structure of these local social networks allowed 
them to respond quickly—and that a centralized, rigid emergency response takes longer to 
mobilize and can delay the distribution of needed resources, ultimately reducing community 
resiliency (Baker & Refsgaard, 2007).

Key leaders: Local NGOs.
Potential steps: Local community organizations should facilitate this resource-sharing 

and reinforce social networks that can provide crucial community assets during disasters while 
serving as key sources of emotional support to enhance recovery. Individuals should become 
educated about their civic responsibility and ask for/offer support as needed.

Develop a plan for establishing social routines and relationships in the community 
after disaster. 

Rationale: A resilient community can be characterized by its interconnectivity—that 
is, the presence of strong horizontal and vertical relationships that exist between community 
residents (Allenby & Fink, 2005). There is evidence that both the sense of community created 
by these relationships and the individual characteristics of the relationships (i.e., the character-
istics of those involved) help improve disaster preparedness (Kim & Kang, 2010). 

Key leaders: Local NGOs with local government.
Potential steps: To promote horizontal social relationships, individuals can get to know 

their neighbors, and local NGOs can host social events that allow residents to interact. Neigh-
borhood Watch groups, block associations, and other local citizen-led efforts provide oppor-
tunities to develop social relationships close to the places that residents frequent (e.g., homes, 
schools, workplaces) and, along with advocacy groups, can connect residents with decision-
makers (i.e., vertical relationships). Residents could also consider joining a local volunteer 
group focused on disaster response and recovery, such as a Community Emergency Response 
Team. To ensure that these social networks are restored quickly after a disaster, recovery efforts 
should prioritize repairing or rebuilding social and community organizations. To support this 
prioritization, key social and community organizations should be identified by local emergency 
planning committees and specifically referenced in response and recovery plans. 
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CHAPTER SEVEN

Self-Sufficiency: Enable and Support Individuals and Communities 
to Assume Responsibility for Their Preparedness

Self-sufficiency is a critical component of community resilience and entails increasing the 
capacity of individuals, communities, or institutions to become more self-reliant. In the con-
text of community resilience, the concept of “self” in self-reliance or self-sufficiency can be 
extended beyond the individual citizen to include the community. The “self” can apply to the 
individual who stockpiles supplies, the household that develops a household emergency plan, 
or the community that expects to manage an emergency without immediate external assistance 
following an incident. To work toward self-sufficiency, individuals should take responsibility 
for personal preparedness and support the preparedness efforts of other community members. 
Furthermore, community members and leaders should have reasonable expectations of exter-
nal support in an incident. Finally, the community should foster a sense of civic responsibility 
in preparedness and response. 

Since September 11, 2001, preparedness communications and guidance have heavily 
emphasized the need for individuals to play a proactive role in preparedness and response. 
For example, governmental and nongovernmental information sources across the spectrum, 
from Ready.gov to Red Cross and AARP, suggest that the general population, as well as at-
risk individuals, stockpile supplies and medications, prepare disaster kits, plan for evacuations, 
and receive first aid training (McGee et al., 2009; FEMA, 2011). The active engagement of 
individual citizens in response is critical for a variety of reasons. First, individuals on the scene 
are the true “first responders” to an incident, and communities that are capable of mobilizing 
a bystander response can mitigate many negative public health impacts (Subcommittee on 
Economic Development, 2009; Jacob et al., 2008; AufderHeide, 2004; Hesloot & Ruitenberg, 
2004). According to FEMA, “Every citizen in this country is part of a national emergency 
management system” (FEMA, 2004). Second, disaster conditions can prevent the deployment 
of external aid until the acute phase of the emergency has passed; thus, communities have to 
improvise response at the local level and leverage existing resources. Finally, communities with 
a strong sense of civic responsibility and community identity are likely to be cohesive commu-
nities with strong social ties, a clear public health ethic (i.e., willingness to make certain indi-
vidual sacrifices for the greater good), and a firm commitment to place. Cohesion is protective 
in an incident and encourages communities to make greater investments in recovery.

Traditionally, at-risk individuals are less empowered and more vulnerable to increased 
harm during a health incident because they are unable to take advantage of disaster prepared-
ness planning, response, and recovery activities normally afforded (Wingate et al., 2007). As 
Norris and colleagues (2008) indicated, the people who are hardest hit by disasters are those 
who already find it difficult to meet their family’s needs. At-risk individuals should not be 
expected to assume responsibility for their safety in isolation in the face of disaster; rather, they 
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should be encouraged to take responsibility for their preparedness by accessing their social net-
works and community resources. 

Key elements of self-sufficiency are shown in Table 7.1.

Activities Related to Self-Sufficiency

Suggested activities relating to each of these elements are discussed in detail below.

Element 1: Activities to Encourage Personal and Community Preparedness

This element includes four possible activities: (1) develop individual/family plans that iden-
tify where reunification will take place; (2) disseminate preparedness materials to community 
members; (3) incentivize individual preparedness; and (4) conduct and/or sponsor research on 
appropriate use of Medkits. 

Develop individual/family plans that identify where reunification will take place. 

Table 7.1
Key Elements of Self-Sufficiency

Element Description
Activities for State and Local  

Entities

1. Encourage personal 
and community 
preparedness.

Promote and support actions taken 
by individuals, households, and 
communities to gain knowledge 
about potential hazards, prevent 
adverse consequences, and implement 
appropriate incident response.

Develop individual/family plans that 
identify where reunification will take 
place. 

Become educated on emergency 
preparedness and disseminate 
educational materials received from 
trainings to community members and 
neighborhood associations.

Incentivize individual and community 
preparedness. 

2. Encourage civic 
responsibility.

Support actions and attitudes associated 
with democratic governance and social 
participation. In the context of national 
health security, civic responsibility 
includes actions such as participation in 
emergency planning and advocacy.

Develop and disseminate messages 
that foster a sense of civic 
responsibility in responding to a 
disaster (e.g., public benefits of 
vaccination). Emphasize positive 
messaging as opposed to the negative 
consequences of inaction. 

3. Promote effective 
bystander responses.

Encourage productive actions to 
be taken by individuals to protect 
themselves and other community 
members during an incident. Bystander 
response requires that, until emergency 
responders arrive, communities are 
sufficiently healthy to sustain themselves 
and attend to their own health needs 
(including the need for psychological 
support), and can assist in addressing the 
needs of at-risk individuals.

Develop and promote programs that 
recognize the vital role citizens can 
and must play as “first responders” to 
help their own families and neighbors 
in the first hours to days of a major 
disaster.

4. Foster self- and 
community-reliance.

Encourage individuals and communities 
to assume responsibility for their health 
and well-being and the health and 
well-being of their neighbors, and 
communicate that they should expect to 
function without external assistance for 
up to 72 hours after an incident.

Ask for and provide informational, 
instrumental, and emotional support 
to/from neighbors, friends, and family. 

Emphasize a community “call 
to action” in which individual 
responsibility is stressed. 
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Rationale: The quick and efficient reunification of families after a disaster helps to reduce 
negative mental health outcomes and allows individuals to exert control over their situation 
(Moore et al., 2004). At the community level, effective response plans promote collective effi-
cacy and help render the situation more comprehensible and manageable. 

Key leaders: State and local government, local NGOs, and community members. 
Potential steps: Local organizations and community members should encourage fami-

lies to develop response plans to designate locations and any action steps for reuniting after a 
disaster. Similarly, communities should develop a community-level response plan to promote 
a greater sense of coherence and connectedness in cases of disaster, as well as to promote com-
munication and information sharing.

Become educated on emergency preparedness and disseminate educational materi-
als received from trainings to community members and neighborhood associations. 

Rationale: Educated citizens are aware of critical pre-incident public health messages 
and where to seek information during an incident. They are also aware of evacuation routes in 
their community and are trained in basic first aid. Since individuals make up the community, 
individual preparedness relieves some burden on already taxed response systems, freeing up 
the responders to dedicate resources in the early stages of an incident to the most vulnerable 
populations. 

Key leaders: State and local government, local NGOs, and community members. 
Potential steps: Individuals and other stakeholders should pursue strategies that incen-

tivize individual efforts to become educated and prepared and help motivate and inform others 
within the community such as neighbors, family members, and members of social, cultural, 
and religious groups. 

Incentivize individual and community preparedness. 
Rationale: Research suggests that the appropriate, targeted use of incentives can encour-

age and sustain behavior change (Sutherland, Christianson, & Leatherman, 2008). 
Key leaders: Federal government, state and local government, NGOs, and researchers.
Potential steps: To encourage actions by individuals and communities regarding per-

sonal and community preparedness, governments, NGOs, and research institutions should 
work together to determine and evaluate what incentive structure (e.g., monetary, other) could 
be used to motivate proactive, self-sufficient behaviors (e.g., storing water) and the movement 
toward community preparedness. Once there is an evidence base to inform this incentive 
structure, funding can be allocated for community-level interventions. 

Conduct and/or sponsor research on the utility and appropriate composition of 
Medkits. Disseminate research to local jurisdictions, NGOs, and individuals to inform 
individual-level preparedness activities, including the stockpiling of supplies. 

Rationale: Resilient communities are prepared for temporary disruptions in vital ser-
vices, such as electricity and water, and for limited availability of critical supplies such as food 
and medicine. Although official messages often stress the importance of purchasing disaster 
kits or stockpiling critical supplies, and various organizations have experimented with provid-
ing disaster kits to low-income populations, there is little evidence to suggest these activities 
result in enhanced individual-level preparedness. 

Key leaders: Federal government.
Potential steps: The federal government should support research regarding the appropri-

ate composition of disaster kits/supplies for various types of hazards.
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Element 2: Activities to Encourage Civic Responsibility

This element includes an activity to foster civic engagement and responsibility.
Develop and disseminate messages that foster a sense of civic responsibility in 

responding to a disaster (e.g., public benefits of vaccination). Emphasize positive mes-
saging as opposed to the negative consequences of inaction. 

Rationale: Framing messages to emphasize the connections between individual and 
community preparedness helps motivate community members to take preparedness measures. 

Key leaders: Federal, state, and local governments and NGOs.
Potential steps: Governments, in partnership with nongovernmental organizations such 

as businesses, should develop these positive messages, test them to ensure they resonate with 
community members and promote the value of individual and civic responsibility for a com-
munity’s well-being, and then disseminate them broadly to community members in a variety 
of formats (radio, newspaper, TV, etc.). The federal government can also begin to provide tem-
plates for how to emphasize this connection between individual and community preparedness. 

Element 3: Activities to Promote Effective Bystander Responses

Develop and promote programs that recognize the vital role citizens can and must 
play as “first responders” to help their own families and neighbors in the first hours to 
days of a major disaster. 

Rationale: A productive bystander response can greatly reduce the impacts of an inci-
dent, and citizens who are prepared to make such a response can support the efforts of tradi-
tional first responders (Hesloot & Ruitenberg, 2004). Also, having realistic expectations for 
external support (i.e., help may not arrive for hours to days) will limit certain negative mental 
health impacts. 

Key leaders: Federal, state, and local governments and NGOs.
Potential steps: Government as well as NGOs should develop, evaluate, and imple-

ment programs to support the role of the citizens as first responders (i.e., provide necessary 
knowledge, skills, and tools). 

Element 4: Activities to Foster Self- and Community Reliance

These activities center on creating a sense of personal and community reliance and responsibil-
ity for preparedness. 

Ask for and provide informational, instrumental, and emotional support to/from 
neighbors, friends, and family. 

Rationale: Research has suggested that communities with many social connections can 
more quickly mobilize needed resources through local residents (Baker & Refsgaard, 2007; 
Magsino, 2009). Research has suggested the decentralized and flexible structure of these local 
social networks allowed them to respond quickly—and that a centralized, rigid emergency 
response takes longer to mobilize and can delay the distribution of needed resources, ulti-
mately reducing community resiliency (Haines, Hurlbert, & Beggs, 1996). 

Key leaders: Local NGOs and community members.
Potential steps: Local community organizations should facilitate this resource sharing 

and reinforce social networks that can provide crucial community assets during disasters, while 
serving as key sources of emotional support to enhance recovery. Individuals should become 
educated about their civic responsibility and ask for/offer support as needed.
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Emphasize a community “call to action” in which individual responsibility is 
stressed. 

Rationale: Mobilizing communities around individual responsibility serves to increase 
resilience; in addition, community members will build social connections in the process of 
mobilization.  

Key leaders: Federal, state, and local governments and NGOs.
Potential steps: Governmental and nongovernmental organizations should use social 

marketing techniques to mobilize and educate community members around individual respon-
sibility and self-reliance—continuing to emphasize, however, that self-reliance can coexist with 
willingness to follow official guidance and messaging (e.g., to evacuate a given jurisdiction).
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CHAPTER EIGHT

Partnership: Develop Strong Partnerships Within and Between 
Government and Other Organizations

Developing the capacity of a community to prevent, withstand, and mitigate the stress of 
a health incident is a fundamental element of community resilience. Because much of this 
capacity may currently exist across a loosely associated system of groups, networks, and orga-
nizations, the importance of forming robust partnerships within communities and across gov-
ernment and civil society is a central concern for building community resilience. Researchers 
have argued that building community resilience entails a process of linking a set of networked 
adaptive capacities, and that organizational linkages help build collective resilience (Norris 
et al., 2008). By developing effective partnerships across government and local organizations, 
communities increase both the volume of resources (by pooling them) and the diversity of 
resources (via greater amount of variation) (Norris et al., 2008). Resources can come in the 
form of personnel, land resources, or other forms of in-kind assets.  

The National Health Security Strategy (HHS, 2009) asserts that achieving national 
health security requires an “enterprise”’ approach, one that harnesses the full range of govern-
ment and nongovernmental organizations, communities, and individuals and calls for a high 
level of integration and coordination among a wide range of organizations. Establishing part-
nerships between governmental and nongovernmental organizations confers a number of ben-
efits that enhance community resilience. For instance, greater integration of organizations can 
increase trust and knowledge among community members and help maximize participation in 
emergency preparedness activities, thus contributing to the ability of communities to enhance 
plans and speed recovery. In addition, involving new partners in public-private partnerships 
can increase critical infrastructure through memorandums of understanding prior to a disaster 
and can thus improve the ability of a community to recover from a disaster. Moreover, engag-
ing local groups and organizations in disaster efforts creates a “unified effort” that could be 
stronger under distress and result in increased community resiliency. Developing such part-
nerships can also substantially improve disaster planning for at-risk individuals by engaging 
the organizations that have the greatest sense of their needs. Last, integration of organizations 
can enhance nondisaster collaboration, which improves community resilience and well-being. 
Ultimately, promoting more extensive partnership throughout community and governmental 
organizations ensures that preparation, response, and recovery activities have a wider reach, 
with stronger ties to the community and increased knowledge and capacity for support services.

Key elements of effective community partnerships are shown in Table 8.1.
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Activities Related to Effective Community Partnerships

Suggested activities relating to each of these elements are discussed in detail below.

Element 1: Activities to Establish Pre-Event Memorandums of Understanding That 
Delineate Clear Roles and Responsibilities Among Partners

These activities are designed to promote formalized agreements among potential partners in 
advance of a health incident, and entail outreach and collaboration between government and 
nongovernmental organizations to designate effective pre-incident partnerships.

Build regional healthcare coalitions to ensure that health systems have adequate 
capacity during response and recovery. 

Rationale: The strength of the existing public health system will determine its ability 
to meet heightened demand during a large health-related incident. Building regional health-
care coalitions can strengthen coordination and communication among multiple stakehold-
ers across regions. Stronger coalitions also help harness a greater pool of human and technical 
resources that can serve as vital assets during the response phase of a disaster. 

Key leaders: Federal and state governments.
Potential steps: Officials at federal and state levels can convene strong working commit-

tees composed of members from the public and private sectors, providing opportunities for 
networking, information sharing, and pre-event coordination. 

Engage established and local organizations (e.g., cultural, civic, and faith-based 
groups; schools; and businesses) and social networks to develop and disseminate pre-
paredness information and supplies (e.g., response kits with food provisions).

Rationale: Integrating local organizations that have not been part of disaster planning 
in the past can engage new partners into health security and increase capacity. In addition, 

Table 8.1
Key Elements of Effective Community Partnerships

Element Description
Activities for State and  

Local Entities

1. Establish pre-event 
memorandums of understanding 
that delineate clear roles and 
responsibilities among partners.

This helps to establish “ownership” 
of critical tasks among stakeholders 
and prevents redundancy and 
confusion among collaborating 
organizations during the response 
and recovery phases of a disaster.

Convene working committees 
composed of members from the 
public and private sectors.

Identify outcomes and measures 
of community resilience, as well as 
local vulnerabilities.

2. When possible, partnership 
agreements should be supported 
by a dedicated workforce 
to implement agreed-upon 
activities.

Generally, organizations must work 
to ensure that partnerships are 
sustainable over time and result 
in the development of ongoing 
working relationships.

Identify strategies to build the 
capacity of NGOs as partners in 
health security.

3. Assess the extent of existing 
networks and social routines 
among community members and 
organizations, with attention 
to identifying strategies to 
reinforce them.

Organizations should also explore 
effective ways of activating social 
networks during a disaster.

Determine what social networks 
exist and how to activate them 
during a disaster.

Conduct vulnerability assessments 
prior to health incidents.
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faith-based organizations and other NGOs can have strong knowledge and ties to the local 
community. 

Key leaders: State and local governments. 
Potential steps: Approach local nongovernmental organizations, such as those that tra-

ditionally work with at-risk individuals, working with them to improve planning and response 
efforts for addressing their needs. Leaders should seek to identify trusted sources of informa-
tion, and encourage public involvement and open communication among all residents during 
and after a crisis. Moreover, local organizations can be engaged to help train community-
based messengers in risk communication principles and engage them to deliver health mes-
sages during and after a crisis.

Establish partnerships between colleges/universities and employers to offer health 
security–related courses and learning opportunities for practitioners and volunteers to 
further their education.

Rationale: Health systems rely on the knowledge and skills of the workforce. Work-
ers in health security must receive strong initial training as well as further skill-building 
opportunities.

Key leaders: Federal and state governments. 
Potential steps: Promote partnerships with institutions of higher education that are 

designed to develop a broad training framework that articulates professional roles and com-
petencies for health security and offers training and career development paths that will help 
ensure that current and future workers are prepared to meet the challenges ahead.

Involve private hospitals, laboratories, and other industries in national, state, ter-
ritorial, tribal, and local planning efforts to develop integrated situational awareness 
systems, encouraging use of these systems as they become available. 

Rationale: A fundamental challenge to addressing health incidents is the number and 
diversity of individuals, agencies, and organizations engaged in both routine and incident-
related situational awareness. Each stakeholder possesses a different combination of skills, ter-
minology, goals, understanding of responsibilities, and expectations.

Key leaders: Federal and state governments. 
Potential steps: Officials should engage a broad array of healthcare institutions in order 

to foster effective coordination across sectors, and should promote a collaborative environment 
for sharing situational awareness information through consideration of funding mechanisms, 
memorandums of understanding, and addressing the business case for hospital/clinical par-
ticipation in situational-awareness systems. Effective coordination should build upon a set of 
common or core guidance and tools, established nationally with appropriate room for local 
flexibility. These integrated systems would make use of near-real-time information about the 
characteristics of the evolving health incident itself and the available resources available to 
respond to the incident. 

Enhance coordination regarding roles and responsibilities and strengthen relation-
ships across levels of government and with NGOs.

Rationale: During and after an incident, the skills and assets of both public and private 
sectors can benefit the general public and increase resiliency throughout critical supply chains 
in the community.

Key leaders: Federal, state, and local governments. 
Potential steps: Leaders should seek to coordinate with state, tribal, territorial, and local 

entities to improve communication, set funding priorities, and identify lead agencies for activi-
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ties relating to preparedness, response, and recovery. All levels of government should work 
together in partnership with employers, faith-based organizations, and NGOs to augment the 
availability of critical services and facilities during disasters, using preexisting social networks 
and modern social media as tools to augment these linkages. Partnerships can be used to iden-
tify outcomes and measures of community resilience as well as local vulnerabilities. Public-
private partnerships to increase critical infrastructure can also be developed through memo-
randums of understanding or contracts of agreement constructed prior to a disaster. 

Involve state and local public health officials in planning at the regional level. 
Rationale: Local governments have primary responsibility for disaster response and 

recovery in their communities and often serve as sources of innovation and best practices in 
improving preparedness at the community level. 

Key leaders: The federal government.
Potential steps: Guidance from the federal level may delineate the desired level of pre-

paredness for state and local governments and ensure that state and local planners are equipped 
to manage response and recovery efforts. All levels of government can work to strengthen 
emergency preparedness and improve emergency response coordination between public health, 
law enforcement, corrections, and the judiciary.

Continue coordination of systems and programs to improve and enhance capabili-
ties for repatriation of patients to their original communities following large-scale medi-
cal evacuation. 

Rationale: Evacuations due to health threats can create large disruptions in local com-
munities, especially for medically vulnerable populations. After the acute stages of disaster, 
local governments struggle to assist patients and family members in returning to their original 
communities or care facilities. 

Key leaders: The federal government.
Potential steps: Officials could coordinate with state and local governments to strengthen 

programs to repatriate medically vulnerable individuals and ensure continuity of care in the 
transition from response to recovery.

Element 2: Activities to Support Partnership Agreements with a Dedicated Workforce to 
Implement Agreed-Upon Activities

The activities below entail efforts that would augment the amount of personnel available to 
support health security at the state and local levels; they aim to ensure that the health security 
workforce is culturally competent to address the needs of local communities.

Partner with institutions serving culturally diverse populations to recruit a diverse 
workforce into health security –related fields. 

Rationale: Understanding and respect for the diversity within communities and the 
underlying factors that influence hearth are critical to the performance of health security 
capabilities.

Key leaders: Federal, state, and local governments. 
Potential steps: All stakeholders should focus on ensuring that the national health secu-

rity workforce is linguistically, culturally, developmentally (e.g., serving children), and eco-
nomically sensitive to the communities it serves.

Develop guidance on best practices on the health security workforce, which includes 
the active involvement of government and NGOs. 
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Rationale: Local communities can benefit from guidance on engaging stakeholders in 
effective partnerships.

Key leaders: The federal government.
Potential steps: Officials can work in partnership with local communities to develop 

guidance on expectations for stakeholder involvement, with information on how to assess 
effective partnerships and how to maximize the roles and benefits of government and nongov-
ernmental leaders on these planning groups or committees. Such practices may include finan-
cial incentives (e.g., challenge grants) provided by federal, state, and local authorities to build 
the capacity of NGOs as partners in health security, or incentives to attract businesses to more 
resilient communities. 

Element 3: Activities to Assess the Extent of Existing Networks and Social Routines Among 
Community Members and Organizations

The activities within this element entail state and local officials engaging in efforts to examine 
the networks and supporting social structures currently in place within their communities, 
which will facilitate greater coordination and improved ability to leverage these resources in 
the case of an event.

Assess the location and robustness of social networks, with attention to which com-
munity organizations will serve as lead agencies in disseminating risk information and 
resources to constituents for response and recovery. Designate a user-friendly methodol-
ogy for assessment that can be used by diverse communities.

Rationale: Knowing who interacts with whom can be critical for promoting situational 
awareness and developing coordinated emergency response plans before a disaster occurs. 

Key leaders: State and local governments, and nongovernmental organizations.
Potential steps: Emergency planners can involve local community members in response 

planning to determine what social networks exist and how to activate them during a disaster. 
Local organizations should take steps to identify existing social routines in the communities 
they serve and prioritize efforts to reinforce and restore these routines.

Local government entities should partner with NGOs and private organizations to 
conduct pre-event vulnerability assessments.

Rationale: Conducting pre-event vulnerability assessments in partnership with local 
community-based organizations can be particularly useful as local government may have 
insufficient resources and staff to do so alone.

Key leaders: Local governments and nongovernmental organizations. 
Potential steps: Develop partnerships to conduct vulnerability assessments prior to health 

incidents. Formal or informal partnerships involving businesses can identify important supply 
chains to support critical infrastructure and preservation of key resources during an incident.

Establish a consortium of state, territorial, tribal, and local health departments to 
compile, implement, and evaluate a suite of low-cost, easy-to-implement innovative prac-
tices that allow public health authorities to collect and analyze data relevant to national 
health security. 

Rationale: Near-real-time awareness of a health incident and available resources, in turn, 
rely on low- and high-technology systems for sharing situational awareness information; these 
systems must be interoperable, redundant, and reliable.

Key leaders: The federal government.
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Potential steps: Leaders can work to ensure coordination at both the conceptual and 
technological levels, while ensuring participation and buy-in from a broad range of stake-
holders. Federal guidance may establish minimum expectations, keeping in mind the burden 
that might be imposed on various stakeholders from a resource standpoint. Practices may be 
grouped into modules, potentially including health status of the community, inventory and 
readiness status of local response assets, detection of potential and emerging incidents, threat-
specific surge in active surveillance, and peri- and post-event situation reports.
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CHAPTER NINE

Quality: Collect, Analyze, and Utilize Data to Monitor and 
Evaluate Progress on Building Community Resilience

This chapter offers suggestions for how federal, state, and local organizations that are imple-
menting the community resilience–building activities described in Chapters Three through 
Eight can monitor and evaluate progress. A community’s ability to collect, analyze, and utilize 
data is a critical lever needed to monitor and evaluate progress on building community resil-
ience. If a community cannot adequately monitor disease incidence and the quality and con-
tinuity of care over the course of response, then its ability to recover quickly is compromised 
(Williams, 2008). Understanding of the pre- and post-disaster physical health state of the 
community (e.g., the percentage of community members with chronic conditions requiring 
home care) can inform preparedness plans as well as expectations for the length of a specific 
community’s recovery period (Chandra & Acosta, 2009). 

Over time, monitoring and evaluation of community health can help to build the evi-
dence base for and improve community resilience (Brownson, Fielding, & Maylahn, 2009). 
In previous chapters, we have described numerous gaps in the evidence base associated with 
community resilience (e.g., limited empirical evidence about the critical subcomponents of 
resilience). More research and evaluation can help to answer key questions (e.g., what are the 
most cost-effective and impactful ways to build community resilience) and will inform com-
munities’ decisionmaking and resource allocation. Monitoring of staff performance and com-
petency is important to build resilience in the public health system, which depends upon the 
ability of people to successfully employ the operational capabilities and accomplish the key 
activities that support resilience (Chandra et al., 2010). 

As the evidence base is developed, these data can be used for continuous quality improve-
ment (CQI) to improve plans and provide lessons that can be applied to improve future efforts. 
For example, data on population vulnerabilities can help improve mitigation strategies before 
a disaster (Lindsay, 2003). Social network data could be used to determine which networks are 
in place, which need to be built, and how these can be used for communications during and 
after an incident. Tracking a set of relationship indicators (e.g., membership, network inter-
action, role of the health department, strategic value of partners, trust, reciprocity) over time 
will provide communities with information that can be used to evaluate current networks and 
provide guidance to support adjustments to improve collaborative partnerships (Varda et al., 
2008).

A strong quality improvement system will require some effort at the federal level for 
design, data collection, and aggregation of lessons learned for use by communities. Therefore 
this chapter outlines activities for both federal and local entities.

Key elements of quality are shown in Table 9.1.
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Activities Related to Quality

Suggested activities relating to each of these elements are discussed in detail below.

Element 1: Activities to Monitor Continuity/Quality of Care and Long-Term Health Effects 
After a Health Incident

These activities pertain to health quality before, during, and after a health security incident. 
Ensure that all disaster plans have identified common data elements (e.g., bench-

marks for disaster operations, relevant data from response) to facilitate seamless moni-
toring and evaluation of health, behavioral health, and social services before, during, 
and after an incident, and begin developing tools to support state and local recovery 
planning groups’ integration of these elements into their disaster plans. 

Rationale: Seamless monitoring and evaluation of health, behavioral health, and social 
services is critical to ensure that individuals receiving services have continuity of care and that 
disjointed care does not disrupt healing. Providing disjointed or disconnected services before, 
during, and after an incident can incur additional costs and compound negative impacts on 
quality of life.

Key leaders: Federal government, and state and local public health departments.
Potential steps: Federal, state, and local decisionmakers should define the common core 

elements of health, behavioral health, and social recovery as well as the key data elements that 
should be included in all community disaster plans. Tools are needed to help state and local 
recovery groups integrate these indicators into their disaster plans.

Build the capacity of local communities to better utilize existing data on health, 
behavioral health, and social services from FEMA and other state and local sources. 

Rationale: Up-to-date information is critical to communities that are planning for ade-
quate physical and psychological healthcare to help mitigate impacts of disaster. Plans should 
be developed based on an understanding of the current health and health needs of the popu-

Table 9.1
Key Elements of Monitoring and Evaluating Progress in Building Community Resilience

Element Description
Activities for State and Local  

Entities

1. Monitor continuity/quality 
of care and long-term health 
effects before, during, and after 
a health incident.

This includes the regular 
monitoring of health indicators 
and health services.

Integrate core data elements relating 
to health, behavioral health, and social 
recovery into disaster plans.

Partner with universities to identify 
local sources of data that could inform 
response and recovery planning and 
integrate them into a single database.

2. Regularly conduct research 
and evaluation to advance 
science and practice associated 
with community resilience.

Research and evaluation should 
address gaps in the evidence 
base, inform decisionmaking and 
resource allocation, and help 
determine staff performance and 
competency.

Regularly collect community resilience 
measures to determine baseline levels 
of community resilience and any 
improvement that occurs.

3. Use monitoring, research, and 
evaluation data for CQI.

Data can be used to inform plans, 
expectations for the length of 
a specific community’s recovery 
period, and future response and 
recovery.

Share resilience and recovery-related 
lessons within and across communities.

Utilize CQI programs, tools, and 
techniques to improve community 
resilience–building activities.
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lation, the location of vulnerable populations, and potential psychological risks (e.g., social 
isolation). 

Key leaders: Federal government and local health departments.
Potential steps: At the federal level, HHS and federal partners should review federal 

databases to identify additional data that need to be linked to the National Emergency Man-
agement Information System (NEMIS). Plans need to be developed to link shared data con-
cerning recovery assessments, services provided during the response (e.g., to NEMIS), and 
recovery outcomes (e.g., the data linked with recovery plans). At the local level, the health 
department should partner with universities to identify local sources of data that could inform 
response and recovery planning and integrate them into a single database.

Element 2: Activities to Conduct Research and Evaluation

Activities to address this element include enhancing efforts concerning research and evaluation. 
Convene representatives from national and local NGOs along with cross-sector fed-

eral entities to identify key outcomes for and measures of community resilience. 
Rationale: Community resilience is an outcome of community engagement and should 

be embraced across the federal government. Integrating the ideas of representatives from vari-
ous national and local NGOs and cross-sector federal entities can lead to better planning 
around the relatively unknown area of community resilience. 

Key leaders: Federal government, national, and local nongovernmental organizations.
Potential steps: To facilitate this process, the federal government across all agencies 

should hire professional staff to encourage, support, and inform resilience-building activities. 
The federal government should convene representatives in focus groups, webinars, and other 
stakeholder formats to elicit ideas and identify key outcomes to measure resilience. 

Pilot test proposed community resilience metrics. 
Rationale: There are currently no validated metrics of community resilience. Establish-

ing a set of core metrics for community resilience is a necessary next step to inform systematic 
evaluation of community resilience–building activities and research studies on community 
resilience. 

Key leaders: Federal and local government.
Potential steps: Included in this document in Chapter Eleven are proposed measures of 

community resilience. The local government, with guidance from federal government, should 
regularly collect these measures (or a subset of these measures) to determine baseline levels of 
community resilience and any improvement that occur. These measures can also be used to 
develop future research studies about community resilience. Potential directions for future 
research are discussed in Chapter Twelve.

Element 3: Activities to Use Monitoring, Research, and Evaluation Data for Continuous 
Quality Improvement

These activities principally focus on developing a system for ongoing monitoring and evalua-
tion of community resilience–building activities. 

Develop a centralized and accessible system to aggregate the resilience- and  
recovery-related lessons learned from local communities (e.g., after-action reports) and 
disseminate these lessons to communities with accompanying tools/supports and incen-
tives to use them.
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Rationale: A key component of resilience is the ability to incorporate lessons learned 
back into practice as part of a CQI framework (Chandra et al., 2010). Establishing a national 
system (e.g., a web-based portal) that not only aggregates these lessons at a community level 
but also allows communities to share lessons learned is integral to continuous improvement of 
the quality of resilience-building activities. The llis.gov system is used by many communities, 
but stakeholders shared that it is not organized to provide the concrete or operational informa-
tion they may need for resilience-building specifically. Many communities are already imple-
menting community resilience–building activities and learning about what works. Having an 
accessible system is particularly important because the evidence base for community resilience 
is evolving, so there are few “best practices” currently available (Cutter et al., 2008). This 
system will contribute to the identification of these best practices.

Key leaders: Federal government.
Potential next steps: The federal government should partner with national, state, and 

local nongovernmental organizations to develop and pilot a system to capture lessons learned. 
This could include a web-based component, and the accompanying tools/supports could uti-
lize the social networking software (e.g., Facebook) that allows groups to share real-time infor-
mation in a virtual environment. 

Review existing CQI programs and tools/techniques and, if needed, identify and 
support development of new tools. 

Rationale: Quality improvement programs and tools/techniques can help to maximize 
communities’ learning from past events by ensuring that lessons learned are continuously 
applied to future efforts. Being able to incorporate lessons learned and continuously improve 
on activities that are being implemented is critical in a nascent field like community resilience 
where effective strategies and activities are still in the process of being tested and validated.

Key leaders: Federal government (HHS and partners). 
Potential next steps: HHS and federal partners should conduct a review to identify 

existing tools that incorporate CQI and have demonstrated success. These tools will then be 
distributed to local communities to apply to their community resilience–building activities.

Disseminate and incorporate CQI training and tools into community resilience 
grant guidance and education/training programs. 

Rationale: Communities need appropriate supports, such as training and tools, to learn 
how to fully engage in CQI. Funders and educators can ensure that community leaders have 
access to these important opportunities by including them in grant guidance and education/
training programs.

Key leaders: HHS, foundations, and other funders.
Potential next steps: Where consistent with relevant statutes and regulations, HHS 

should encourage all agencies and other entities funding community resilience–building to 
require grantees to demonstrate the use of CQI processes or tools as a condition of funding. 
HHS should convene professional associations to identify opportunities to embed CQI prin-
ciples and tools into their grant and educational programs and to encourage these organiza-
tions to develop recognition programs to highlight exemplary CQI practices in community 
resilience–building.
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CHAPTER TEN

Efficiency: Leverage Existing Community Resources for Maximum 
Use and Effectiveness

A focus on community resilience will require not only a new level of engagement from a 
diverse set of community stakeholders but also an investment—of time, money, and person-
nel resources—in supporting and bolstering resilience. Monetary and other investments in 
community resilience must be made efficiently. In a resource-limited environment, such as 
that facing communities across the nation at the time of this writing, it is necessary to identify 
activities, partnerships, and resources with dual benefit to improve both health security plan-
ning as well as other community health priorities (Baezconde-Garbati et al., 2006; Pant et al.,  
2008). In addition, an emphasis on efficiency can motivate creativity and partnerships as gov-
ernmental and nongovernmental organizations collaborate to identify and build on existing 
resources (Varda et al., 2008). Developing sustainable processes and resilience-strengthening 
activities requires an integration of any new efforts within the foundation already established 
by existing organizations. The lever of efficiency is an important one to consider when develop-
ing a community resilience strategy; in short, determining the best ways to leverage resources 
is critical across the other levers described in this roadmap. The considerations in this chapter 
are important for local, state, and federal planners and should serve as an underpinning of all 
community resilience–building efforts. As denoted in Figure 2.2, both quality and efficiency 
are reflected throughout the entire resilience-building process. 

Greater efficiency is particularly needed in the processes involved in recovery from a 
health incident because significant human and financial costs can be incurred as a result of 
gaps in services or unnecessary redundancies (Chandra & Acosta, 2009). There is also a need 
for a national framework to leverage resources for recovery. At the time of this writing, there is 
an effort under way to develop this framework with the White House Disaster Recovery Ini-
tiative. This may include preestablished contracts and/or memorandums of understanding for 
services to transition from response to recovery. Established contracts could encourage a more 
efficient, timely, and coordinated local response. Communities need to assess which organi-
zations will be reliable for response, although national criteria need to be developed for this 
assessment. In addition, in light of economic stressors and limited resources, guidance on how 
to leverage existing assets is needed. 

Key elements of efficiency are shown in Table 10.1.

Activities Related to Efficiency

Suggested activities relating to each of these elements are discussed in detail below.
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Element 1: Activities to Support Clear Delineation of Transition and Funding Processes for 
Response and Recovery 

These activities primarily focus on guidance in recovery planning, but similar principles about 
clarifying organizational roles and responsibilities apply across the preparedness spectrum.

Develop national guidance for transition to recovery planning in the initial phases 
of any disaster response. 

Rationale: Appropriate planning for long-term recovery of health and social functioning 
helps to mitigate delays in reconstruction. The planning can also address unmet physical and 
psychological health needs that may grow into serious issues when left unattended. 

Key leaders: Federal government with state and local government and nongovernmental 
partners.

Potential next steps: Guidance should outline when and how state and local government 
and nongovernmental organizations should assume roles and responsibilities for providing citi-
zen services, especially when federal and state government involvement recedes. This includes 
a coordinated plan for transition to recovery that identifies appropriate resources needed for

• long-term recovery 
• priorities for health infrastructure relocation and replacement
• processes to monitor compounding disaster consequences 
• recovery strategies that promote long-term social and economic recovery.

In addition to outlining the responsibility hand-off between federal/state and local orga-
nizations, this transition to recovery planning should also include processes for engaging local 
residents in recovery as relief workers and outside contractors leave. Communities also need 
to work with federal and state governments to develop transition plans to streamline disburse-
ment of funds and transition roles for long-term recovery, particularly to ensure seamless tran-
sition between acute incident response periods, longer-term recovery, and return to routine 
community functioning.

Provide funding to NGOs to include health security as part of their effort to improve 
community resilience and to develop disaster plans.

Table 10.1
Key Elements of Efficiency

Element Description
Activities for State and Local  

Entities

1. Clearly delineate 
transition and funding 
processes for response and 
recovery.

This includes procedures and 
funding plans for nongovernmental 
organizations, particularly in terms 
of how funds are distributed from 
federal and state government to 
local entities.

Develop national guidance for transition 
to recovery planning in the initial phases 
of any disaster response.

Provide funding to NGOs to include 
health security as part of their effort to 
improve community resilience and to 
develop disaster plans. 

Develop policies for effective donation 
management.

2. Develop monitoring 
systems to determine 
where resources are 
needed.

This capability will allow communities 
to marshal resources appropriately 
to areas of community and not to 
expend assets unnecessarily.

Develop plans to assess community 
needs for resource allocation at the 
onset of an incident to activate funding 
plans quickly.
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Rationale: Local NGOs connect community members with key services and resources, 
helping to restore social routines following disasters. NGOs are also able to tailor resilience-
building activities to local needs using their regional knowledge and connection with the com-
munity. Federal and state funding is needed to help communities build the capacity to par-
ticipate or lead these efforts, while ensuring that communities determine their own priority 
activities. 

Key leaders: Local NGOs, local government with state and federal support.
Potential next steps: Although planning before a disaster must be started at the commu-

nity level, many disasters overwhelm the capabilities of local government. Using a “bottom-up” 
approach, communities can identify NGOs able to offer additional capacity. State and federal 
governments should support capacity-building efforts at the local level.

Develop policies for effective donation management and provide the public with 
clear guidance on donations (i.e., what the public should donate to the recovery effort 
and why), particularly to support health and social recovery. 

Rationale: In the period following major disasters, heightened public interest often leads 
to substantial flows of cash and in-kind donations, such as clothing and other equipment, to 
local and national NGOs involved in response and recovery efforts, . Although most NGO 
operations rely largely on donations on a day-to-day basis, having clear strategies and guide-
lines for managing a large influx of donations provides a critical framework for resource alloca-
tion during disasters. 

Key leaders: Federal government and local and national NGOs.
Potential next steps: The federal government should work with national and 

community-level NGOs to develop streamlined systems to identify needed resources for health 
and social services and to channel donations efficiently to response and recovery activities. In 
addition, NGOs should communicate clear guidelines to donors and the general public on the 
most effective and efficient means of donating resources and in-kind support, while ensuring 
transparency on how such resources are managed. This process could also describe protections 
against misuse of funds. 

Continue to develop and publish materials that enhance preparedness for emer-
gency response and the transition to health and social service recovery (including alert, 
activation, deployment, and deactivation/demobilization). 

Rationale: Traditional emergency planning has not clearly articulated the time point or 
“triggers” for transition from response to recovery, the roles and responsibilities during transi-
tion, or the operational processes needed to ensure a smooth and efficient transition. Federal 
guidance (in the form of Assistant Secretary for Preparedness and Response/Office of Prepared-
ness and Emergency Operations playbooks) can help clarify the transition from response to 
recovery process, including the timing of the “responsibility transition points” among federal, 
state, and local governments as well as nongovernmental partners. This is particularly critical 
for health and social service provision, to avoid gaps in services that leave unmet physical and 
psychological health needs that can develop into serious issues when unattended. 

Key leaders: Federal government.
Potential next steps: The federal government could develop protocols that facilitate this 

transition by
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• identifying appropriate resources needed for long-term human recovery, particularly 
health and social services, and determine how these resources will be provided to state 
and local governments 

• identifying priorities for health infrastructure relocation and replacement 
• developing processes to monitor the compounding consequences of a disaster 
• inventorying recovery strategies that promote long-term health and social recovery.

Element 2: Activities to Develop Monitoring Systems to Determine Where Assets Are 
Needed 

It is also important for communities to strengthen systems that identify and locate assets, not 
only for effective response but to appropriately deploy resources where they are most needed. 

Develop plans to assess community needs for resource allocation at the onset of an 
incident to activate funding plans quickly. 

Rationale: While it is important to develop plans for transition processes, a key activ-
ity to support greater efficiency at the community level is to determine which “hot spots” in a 
community need resources and when. This ability will allow for quicker response and acceler-
ated recovery. 

Key leaders: Local government and NGOs.
Potential next steps: This activity could begin with the creation of local government 

and NGO partnerships (or could build on existing partnerships) to identify processes for des-
ignating response-reliable agencies that address the needs of the population, including at-risk 
individuals. In addition, by developing and relying on preestablished contracts or some type 
of predetermined agreement, federal and state agencies can work with local health, behavioral 
health, and social service providers to more effectively manage response and recovery. 
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CHAPTER ELEVEN

Future Directions: Implementation, Measurement, and Next Steps

In this chapter, we describe some of the critical questions to consider when developing a local 
community resilience plan. As communities review this roadmap, it is important to determine 
an approach to implementation, including monitoring and evaluating implementation and 
determining the effectiveness of particular activities. The chapter also includes a brief summary 
of the questions that remain unanswered for the field of community resilience and national 
health security. 

Implementation of Community Resilience–Building Activities

Once a community plan is developed or modified based on this roadmap, it is essential that 
communities answer these questions:

1.  How will we know if these activities are working? There is limited evidence about what 
works to build community resilience (Chandra et al., 2010). Therefore, the suggested activities 
proposed here should be monitored to determine their impact on communities. Determining 
which activities result in productive outcomes can help refine individual community efforts—
and efforts nationwide—over time. Although measures of community resilience are currently 
limited, we provide some potential measures associated with each lever in Table 11.1, which 
will be discussed below. 

2. What capacities are needed for communities to implement community resilience–building 
activities? Communities must implement activities within the existing public health system, 
which has significant resource and capacity limitations (Salinsky, 2010). Later in this chapter, 
we describe some issues involving the public health system that might be potential challenges 
to community resilience–building. 

3. How long will it take communities to achieve full implementation of community 
resilience–building activities? Implementing community resilience activities takes time. In order 
to appropriately gauge expectations, a richer understanding of the process of implementation is 
needed. In this chapter, we describe a model for implementation that is intended to help poli-
cymakers and decisionmakers develop appropriate expectations for the length of time it will 
take for implementation (Simpson, 2002). 

In the remainder of this chapter, we discuss these three questions in more detail.

How Will We Know If Community Resilience–Building Activities Are Working?

Measurement of community resilience is essential for the operationalization and implemen-
tation of community resilience. First, measurement will allow communities, states, and the 
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nation as a whole to assess hypothesized links between inputs into the community resilience 
process from Figure 2.2 (e.g., community partnerships and education of community members) 
and outcomes (e.g., greater resilience). Second, measurement is critical to track progress in 
building community resilience at the local level. 

Any proposed measures of community resilience will be developmental. Although this 
report attempts to outline the inputs into the community resilience process and to define the 
outputs/outcomes, this framework has not been tested empirically. Most of the literature sum-
marized to describe community resilience—including the definition, attributes, and related 
activities—is conceptual or theoretically based.  

Table 11.1 summarizes some potential areas of measurement for community resilience. 
Note that this list is intended not to be exhaustive but merely to highlight relevant examples. 
These areas are organized according to the eight levers of community resilience described in 
this report, and they include baseline/vulnerability measures as well as measures of health 
department activities and actions. These measurement areas were derived from the literature 
review and focus group discussion. While these resources uncovered many candidate mea-
sures, Table 11.1 includes only those measures that were clear, had face validity, and for which 
data could be feasibly collected. Appendix D includes the precise wording of proposed mea-
sures, as well as potential data sources.

Testing of these measures will be needed to develop the evidence base, refine the mea-
sures, and inform the next generation of measures. Developing a clear understanding of the 
inputs and outputs in the community resilience–building process will assist in selecting and 
prioritizing community resilience measures. 

What Capacities Are Needed for Communities to Implement Community Resilience–
Building Activities?

Much as in traditional public health practice, implementing community resilience–building 
activities requires the capacity to build and maintain strong and reliable partnerships (the part-
nership lever); mobilize community members (the engagement lever); and use data and infor-
mation for evaluation, monitoring, and decisionmaking (the quality lever). 

As discussed in Chapter Six, strong and reliable partnerships involving a diverse array of 
public, private, governmental, and nongovernmental organizations (e.g., academic institutions, 
healthcare providers, advocacy groups, media outlets, businesses) are needed to build commu-
nity resilience. Lessons learned from traditional public health have shown that collaborative 
models have benefits, but less is known about how roles and responsibilities can best be dis-
tributed among the organizations involved in implementing community resilience–building 
activities. In addition, the strength of collaborative relationships varies widely based on the size 
of the community and type of partnering organization (Salinsky, 2010). Therefore, in building 
partnerships, communities will have to consider questions such as the following: 

• Who should take the lead in establishing partnerships (e.g., between colleges/universities 
and employers, regional healthcare coalitions) for a specific community resilience 
building–activity?

• How should community resilience–building activities vary across and within communi-
ties with different characteristics (e.g., size, exposure to disaster)?
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Engagement and self-sufficiency also require the capacity to mobilize partnerships. Models 
such as Mobilizing for Action through Planning and Partnership (MAPP),1 a community-wide 
assessment and strategic planning tool for improving health, have been developed to sup-
port community mobilization efforts (Mays, 2010). However, engagement and self-sufficiency 
require dedicated and sustainable resources, committed leadership, and sophisticated commu-
nication skills (Salinsky, 2010). When planning to implement community resilience–building 
activities, communities should consider which organizations have the time and resources to 
create and sustain partnerships needed for engagement and self-sufficiency. 

Finally, state and local health agencies are increasingly utilizing performance standards, 
measures, monitoring, and quality improvement processes. A 2005 assessment showed that 
55 percent of local health agencies engage in some kind of formal performance assessment 
(Padgett et al., 2005). However, the most common type of data collected was customer satis-
faction surveys. Further capacity-building is needed to ensure that local health agencies can 
use data to identify internal capacity development needs and monitor the causes of diseases, 
the magnitude of risk factors, and the relative impact of specific interventions (Salinsky, 2010). 
All these tasks are critical for moving toward more evidence-based and effective practice and 

1 The MAPP process provides communities with a framework for four health assessments that help build their capacity to (1) collect and 
analyze health data, (2) identify and prioritize community health issues, and (3) develop and implement action plans that address defined 
needs.

Table 11.1
Levers and Proposed Measurement Areas

Lever Proposed Measurement Area

Wellness Disability status

Poverty level

Health status of the population

Access Health insurance coverage

Availability of healthcare providers in medically underserved areas

Education Level of health literacy in the population

Communication vulnerability/non-English-speaking households

Dissemination of risk information and subsequent uptake or use of information

Engagement Identification of at-risk individuals through governmental and nongovernmental engagement

Health department identification of at-risk population “hot spots”

Health department identification of organizations that can serve at-risk population “hot spots”

Social connectedness of general population for disaster response and recovery

Voting behavior

Self-Sufficiency Health department education with at-risk populations

Public’s ability to act upon official messages/vulnerability

Level of citizen preparedness and sense of self-reliance

Partnership Local Emergency Planning Committee (LEPC) composition

Role of NGOs in community response and recovery plans

Quality Time to new normalcy (post-incident)

Community’s ability to integrate lessons learned from previous incidents

Efficiency Use of public health dollars for dual benefit (public health promotion activities and community 
resilience–building activities) 
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ultimately toward building a more resilient community (Brownson, Fielding, & Maylahn, 
2009). 

How Long Will It Take for Communities to Achieve Full Implementation of Community 
Resilience–Building Activities?

To gauge expectations for community resilience–building efforts, it is helpful to draw guid-
ance from a model of implementation that outlines the stages that a community must pass 
through before full implementation is achieved (Simpson, 2002). Full implementation in this 
context is meant to describe the evolution of community resilience–building activities start-
ing small with a core group of individuals in a community (e.g., public health department 
staff) and spreading out to be an activity around which the full community is mobilized (e.g., 
multiple sectors are involved, including community members). Full implementation will take 
varying amount of time depending on the baseline levels of mobilization in a community. 
Determining baseline levels of mobilization in one’s community means answering such ques-
tions as the following: Do members of my community know what activities are needed to 
build community resilience? Do they have the capacities needed to implement activities from 
the other chapters of this document? 

When planning a timeline for full implementation, planners can utilize the stages from 
the Simpson Transfer Model—in which diffusion happens in four stages: exposure, adoption, 
implementation, and practice (Simpson, 2002)—as possible steps needed for each community 
resilience–building activity in their plan. First, communities must be exposed to an activ-
ity (e.g., through presentation, forum, media). Second, communities will need to build the 
capacity to adopt activities to build resilience. For example, during this stage a capacity assess-
ment would help determine whether a community has the capacities needed to implement 
the community resilience–building activities planners have selected. Once organizations have 
the capacity to implement community resilience–building activities, they begin early imple-
mentation. Planners should build in activities that focus on CQI during this stage, which will 
aid communities still identifying what works best for their community. Finally, communities 
should consider how to institutionalize the most effective activities. Evaluation is an important 
part of this stage and can help planners prioritize activities. Movement through such a model 
takes time, and communities, as well as state and federal organizations, need to take these steps 
into account. Appropriate monitoring and evaluation, using the measures described above, 
can help communities assess what stage of implementation they are in and gauge outcomes 
accordingly. 

Future Research Directions

The existing research has identified ways of strengthening community resilience, including 
options for strengthening ongoing efforts and planning. But further research is needed to 
address gaps in existing knowledge. Clarification in these areas, organized around the key 
levers, should identify best practices in community resilience–building and should measure the 
overall effect of increasing community resilience. For example, based on identified knowledge 
gaps in the literature review and stakeholder meetings, the following questions are arranged 
by lever:
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Wellness and Access: What are the best ways to frame preparedness in the context of 
wellness messaging? How should communities convey the connection between individual/
family and community preparedness?

Education: How do we link better risk communication with improved community 
resilience?

Engagement: How can we use advanced technologies, including new social media, to 
inform the public, facilitate the social reengagement of people following disasters, and promote 
social connectedness?

Self-Sufficiency: What are the best means to incentivize individual and community pre-
paredness? What policies, including financial and other incentives, will work?

Partnership: What is the best way to integrate nongovernmental organizations in plan-
ning, and what is the most effective way to assess the capacities and capabilities of specific 
NGO partners?

Quality and Efficiency: What are the best metrics for monitoring and evaluating 
resilience-building activities? Which baseline data are most critical for assessing key commu-
nity resilience components and elements? 

Conclusion

This study represents an important step forward in identifying the critical elements of com-
munity resilience to support national health security and offers a practical list of potential 
activities for building resilience before a disaster. Our analysis provides an operational defini-
tion upon which progress toward community resilience development can be tracked and a list 
of strategies intended to bolster the requisite set of capacities and capabilities that communities 
need to respond to and recover from a health security incident.

The study also suggests several areas in which the evidence base for community resilience 
needs to be strengthened. Although existing literature provides critical insight into the factors 
necessary for building community resilience, much of the work is either conceptual or theoreti-
cal in nature, and there are far fewer empirical studies. The few studies that assess these topics 
tend to be retrospective and do not allow for comparative analysis. There is also the challenge 
of further defining and prioritizing the critical subcomponents of resilience in the context of 
health security. Analyses are needed to identify and test activities that will help communities 
strengthen their resilience. Given the ongoing issue of limited resources, crystallizing these 
priority activities is the next step to moving communities toward this NHSS resilience goal.

The existing research has identified ways of strengthening community resilience, includ-
ing options for strengthening ongoing efforts and planning. Further research is needed to 
address gaps in existing knowledge. Clarification in these areas, organized around the key 
levers, should identify best practices in community resilience–building and should measure 
the overall effect of increasing community resilience. 
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APPENDIX A

Literature Review and Abstraction

Table A.1 outlines the search strategy used to identify the peer-reviewed and “gray” literature 
and the relevant regulations and statutes. It also describes the inclusion criteria used in our 
analysis. 

Of the more than 464 citations identified by our search strategy, 144 met criterion A. 
These citations represented the broad literature on community aspects pertaining to social con-
nectedness, social integration, physical and psychological health, risk communication, miti-
gation of health risk, and social and economic equity. To identify which of these specifically 
addressed community resilience or factors of community resilience and disaster preparedness, 
the review team conducted a second, more thorough, abstract review of these 144 citations. 
Eighty-six were determined to substantially address community resilience or one of the six 
components thought to enhance resilience and represented the final literature sample for full 
review.

The citations that met criteria A and B were reviewed further for information about 
components thought to enhance community resilience and working definitions of commu-
nity resilience. Of the 86 citations, 13 contained information about social connectedness, 12 
contained information about social integration, 48 contained information about physical or 
psychological health of the community, 15 contained information about risk communication, 
7 contained information about social and economic equity, and 3 contained information about 
mitigating neighborhood health risk. Sixteen citations contained additional information about 

Table A.1
Literature Review and Abstraction

Search and/or Abstraction Criteria Number of  
Items

Initial search [community OR neighborhood] AND [resilience OR social capital OR collective 
efficacy OR social cohesion OR connectedness OR community networks 
OR assets OR strengths-based OR teamwork OR supportive leadership OR 
measurements OR health literacy OR health competence] AND [preparedness 
OR emergency OR disaster OR mitigation]

464

Criterion A Does the article provide a definition of community resilience? OR Does the 
article provide information on one of the following factors of community 
resilience: social connectedness, level of social integration, health of 
community, effective risk communication, mitigation of health risk, or social 
and economic equity?

144

Criterion B Does the article provide a definition of community resilience or provide 
empirical or conceptual information that links resilience factors to community 
preparedness?

86
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community resilience that did not pertain specifically to one of the key components of com-
munity resilience. Seventeen citations contained a definition of community resilience. 

After identifying factors associated with community resilience (see Chandra et al., 2010 
for more thorough review of data abstraction processes), we conducted a more narrow review 
of the literature to identify strategies, tools, and indicators that could be used to measure com-
munity resilience. We reviewed more than 30 community resilience–related articles and web-
sites that included a discussion of measurement and then identified and reviewed measurement 
literature related to the individual core components (e.g., risk communication). All measures 
referenced in the literature—whether regularly used in a national survey or simply suggested 
in a conceptual paper—were included in a measures databank that classified each measure by 
core component. 
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APPENDIX B

Community Resilience Definitions: Findings from Literature Review

The following pages contain capability-based and capacity-based definitions from our litera-
ture review.



62    B
u

ild
in

g
 C

o
m

m
u

n
ity R

esilien
ce to

 D
isasters: A

 W
ay Fo

rw
ard

 to
 En

h
an

ce N
atio

n
al H

ealth
 Secu

rity

Table B.1
Capability-Based Definitions  

Source Capability Definition

Element 1:
Ability to 

absorb/resist a 
disaster

Element 2:
Ability to 

maintain basic 
functions 
during a 
disaster

Element 3:
Ability to 
respond

Element 4:
Ability to recover, 
including ability to 
engage in positive 
change and move 
on after disaster

Element 5:
Ability to mitigate 

threats

Berke & 
Campanella,  
2006

Achieving resiliency in a disaster context means 
the ability to survive future natural disasters with 
minimum loss of life and property, as well as the 
ability to create a greater sense of place among 
residents; a stronger, more diverse economy; 
and a more economically integrated and diverse 
population.

x

Bonanno,  
2004

Resilience reflects the ability to maintain a stable 
equilibrium.

x

Community and 
Regional  
Resilience  
Institute, n.d.

The capability to anticipate risk, limit impact, 
and bounce back rapidly through survival, 
adaptability, evolution, and growth in the face of 
turbulent change.

x x x x

Community and 
Regional  
Resilience,  
Institute. n.d.

When a community is truly resilient, it should 
be able to avoid the cascading system failures 
to help minimize any disaster’s disruption to 
everyday life and the local economy. A resilient 
community is not only prepared to help prevent 
or minimize the loss or damage to life, property 
and the environment, but also it has the ability 
to quickly return citizens to work, reopen 
businesses, and restore other essential services 
needed for a full and swift economic recovery.

x x x

Dawes, Cresswell,  
& Cahan, 2004

The capacity of a human community, whether 
a city, a region, or some other collectivity, to 
sustain itself through crises that challenge its 
physical environment and social fabric.

x
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Source Capability Definition

Element 1:
Ability to 

absorb/resist a 
disaster

Element 2:
Ability to 

maintain basic 
functions 
during a 
disaster

Element 3
Ability to 
respond

Element 4:
Ability to recover, 
including ability to 
engage in positive 
change and move 
on after disaster

Element 5:
Ability to mitigate 

threats

Gilbert, 2008 Resilience is capacity to find solutions, resist 
hardship, care, restore function, learn new skills, 
change, and survive.

x x x

Keim, 2008 Vulnerability to natural disasters has two sides: 
the degree of exposure to dangerous hazards 
(susceptibility) and the capacity to cope with 
or recover from the consequences of disasters 
(resilience). Disaster resilience is composed of (1) 
the absorbing capacity, (2) the buffering capacity, 
and (3) response to the event and recovery from 
the damage sustained.

x x x x

Manyena, 2006 [D]isaster resilience could be viewed as the 
intrinsic capacity of a system, community or 
society predisposed to a shock or stress to 
adapt and survive by changing its non-essential 
attributes and rebuilding itself.

x x

Masten & 
Obradovic,  
2008

In ecology, resilience [refers to] “the capacity of 
a system to absorb disturbance and reorganize 
and yet persist in a similar state.” This definition 
emphasizes persistence or recovery to a similar 
state.

x x x

National  
Research  
Council, 2006

Resilience can be understood as a response to 
stress and can be considered as (1) a theory that 
guides the understanding of stress response 
dynamics; (2) a set of adaptive capacities that 
call attention to the resources that promote 
successful adaptation in the face of adversity; 
and (3) a strategy for disaster readiness against 
unpredictable and difficult to prepare for 
dangers.

x

Table B.1—Continued
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Source Capability Definition

Element 1:
Ability to 

absorb/resist a 
disaster

Element 2:
Ability to 

maintain basic 
functions 
during a 
disaster

Element 3:
Ability to 
respond

Element 4:
Ability to recover, 
including ability to 
engage in positive 
change and move 
on after disaster

Element 5:
Ability to mitigate 

threats

Pfefferbaum et al., 
2008

Resilience refers to the ability to adapt 
successfully to adversity, trauma, and threat. 
It involves attitudes, behaviors, and skills that 
can be cultivated, taught, and practiced . . . It 
is not the absence of adversity and distress that 
characterizes resilience; rather, it is the ability 
to recover and progress that is its hallmark. 
Resilience is not an end state but a dynamic 
process of interdependent forces—at the 
individual, family, group, and community levels—
that continually shape and reshape the organism. 
Community resilience [is] the ability of social units 
to mitigate the effects of hazards and to initiate 
recovery activities that limit social disruption and 
the effects of future events. More than individual 
coping, community resilience involves interaction 
as a collective unit . . . consists of both reactive 
and proactive elements that join recovery from 
adversity with individual and group efforts to 
transform their environments to mitigate future 
problems or events . . . implies a potential to 
grow from adversity that derives, in part, from 
deliberate, meaningful cooperation and action. 
. . . in some situations, failure to change could 
represent a lack of resilience

x x

Schoch-Spana,  
2008

is refined to mean the ability to survive and 
cope with a disaster with minimum impact and 
damage. It incorporates the capacity to reduce 
or avoid losses, contain effects of disasters, and 
recover with minimal social disruptions.

Community resilience is the ability of a 
community to rebound from a disaster with a 
new focus on recovery and mitigation and a 
renewed sense of trust in government and other 
community leadership.

x x

Table B.1—Continued
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Source Capability Definition

Element 1:
Ability to 

absorb/resist a 
disaster

Element 2:
Ability to 

maintain basic 
functions 
during a 
disaster

Element 3:
Ability to 
respond

Element 4:
Ability to recover, 
including ability to 
engage in positive 
change and move 
on after disaster

Element 5:
Ability to mitigate 

threats

Steinberg & 
Ritzmann, 1990

Whereas resistance refers to the capacity of a 
system to maintain homeostasis, resilience refers 
to the capacity to implement early effective 
adjustment processes to alleviate strain and to 
return to homeostasis.

x x x

Twigg, 2007 The capacity to absorb stress or destructive forces 
through resistance or adaptation; to manage or 
maintain certain basic functions and structures 
during disastrous events; and to recover or 
“bounce back” after an event.

x x x

Table B.1—Continued
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Table B.2
Capacity-Based Definitions

Source Capacity Definitions

Element 1:
Level of 

community 
knowledge about 

threats

Element 2:
Level of community 

engagement/ 
empowerment to 

address risks

Element 3:
Existence of 

social networks 
for response and 

recovery

Element 4:
Existence of trust 
in government or 

public health

Berke & 
Campanella, 
2006

Achieving resiliency in a disaster context means the ability to 
survive future natural disasters with minimum loss of life and 
property, as well as the ability to create a greater sense of place 
among residents; a stronger, more diverse economy; and a more 
economically integrated and diverse population. Resiliency also 
applies to the process of recovery planning in which all affected 
stakeholders—rather than just a powerful few—have a voice in how 
their community is to be rebuilt.

x

Pfefferbaum  
et al., 2007 

Community resilience is grounded in the ability of community 
members to take meaningful, deliberate, collective action to 
remedy the effect of a problem, including the ability to interpret 
the environment, intervene, and move on. Community resilience–
building is a population-based prevention approach with 
implications for individuals and groups within the community.

x x

Schoch-Spana, 
2008

Where local civic leaders, citizens and families are educated 
regarding threats and are empowered to mitigate their own risk, 
where they are practiced in responding to events, where they 
have social networks to fall back upon, and where they have 
familiarity with local public health and medical systems, there 
will be community resilience that will significantly attenuate the 
requirement for additional assistance.

x x x

Schoch-Spana, 
2008

Community resilience is the ability of a community to rebound from a 
disaster with a new focus on recovery and mitigation and a renewed 
sense of trust in government and other community leadership. 

x
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APPENDIX C

Community Prioritization Tool—Example

This tool can be used by community planning groups as they review the roadmap. It can be 
organized by lever and element. An example with sample response options is provided below. 
Please note that response options should be further specified based on community needs and 
context.

Lever = Wellness   
Element = Promote public understanding of health and wellness

What are we doing to address this 
element?

Are there gaps in what we are  
doing? (y/n)

  Yes
  No

If yes, what kind of gaps?    We aren’t reaching the populations we
             need to.

    We need to do more on a routine basis.
    We have not tested what we are doing.

If yes, what activities could we be 
doing or enhancing (see lever  
chapter for ideas)?

Activity 1 = __________________________________
Activity 2 = __________________________________

If yes, is it feasible to do this  
activity? (y/n)

 Yes
 No

What would make it easier?  
(partnerships, building on some-
thing we are already  
doing)

 We need other partnerships.
 We can build on a program we already have.
 We can only do this with more funding.

How important is this element to 
our overall plans?

1 = very important.
2 = somewhat important. 
3 = not as critical right now.

Note: Once you are done with this exercise, consider 
      plans for the #1 elements first.
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APPENDIX D

Examples of Sample Community Resilience Measures

This appendix summarizes a sample of measures that could be used to assess progress on each 
of the community resilience–building levers. This includes the possible metric and potential 
data source. See Chapter Eleven for introductory information. 

Wellness: Promote pre- and post-incident population health, including behavioral health.

Subject Measure Data Source

Disability status % of population with a disability (and subset % that is 
homebound) 

Census data

Poverty % of population below the poverty line Census data

Health status % of population with good self-reported physical and 
mental health 

BRFSS (Behavioral Risk 
Factor Surveillance 
System)

Access: Ensure access to high-quality health, behavioral health, and social services.

Subject Measure Data Source

Health insurance % of the population that has health insurance BRFSS

Education: Ensure ongoing information to the public about preparedness, risks, and resources 
before, during, and after a disaster.

Subject Measure Data Source

Communication vulnerability % of households that are non-English-speaking Census data

Health literacy % of population with high school education or above Census data

Health literacy % of population with intermediate or proficient 
health literacy 

Requires new data 
collection

Engagement: Promote participatory decisionmaking in planning, response, and recovery activities.

Subject Measure Data Source

Identification of at-
risk individuals through 
governmental and 
nongovernmental  
engagement

The local health department/health district has 
worked with organizations serving at-risk individuals 
to determine the number and location of at-risk 
individuals in the jurisdiction who are likely to be 
isolated during a disaster. (yes/no)

Requires new data 
collection

Identification of at-risk 
population “hot spots”

The local health department/health district has 
worked with organizations serving at-risk individuals 
to determine the number and location of at-risk 
individuals in the jurisdiction who are likely to be 
isolated during a disaster. (yes/no) 

Requires new data 
collection
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Identification of  
organizations that can  
serve “hot spots”

The health department/health district has identified 
an organization that can serve as a broker of 
communications, services (e.g., transportation), and 
other resources in a disaster for each unique “hot 
spot” (yes/no) 

Requires new data 
collection

Connectedness of general 
population

% of population that is affiliated with a community-
based organization (e.g., church, volunteer 
organization) that they can rely on in an incident 

Requires new data 
collection

Connectedness of general 
population

% of population that reports getting social support 
that they need. “How often do you get the social and 
emotional support you need?” 

BRFSS

Voting behavior % of eligible voters that voted in the last presidential 
election

Census data

Self-Sufficiency: Enable and support individuals and communities to assume responsibility for their 
preparedness.

Subject Measure Data Source

Education with at-
risk populations

% of at-risk population segments 
(represented by individuals or identified 
organizations that serve them) with 
which the health department has tested 
a risk communication message in the 
past year. 

Requires 
new data 
collection

Ability to act upon 
official messages/ 
vulnerability

% of population that is willing/able to 
evacuate under a mandatory evacuation 
order 

BRFSS

Citizen 
preparedness

% of population that has an emergency 
plan. % of population that has 
stockpiled supplies for use in a disaster

FEMA Citizen Corps 
survey and various local 
surveys

Partnership: Develop strong partnerships within and between government and nongovernmental 
organizations.

Subject Measure Data Source

Local Emergency Planning 
Committee (LEPC)  
composition 

Nongovernmental organizations are available to 
serve the HHS-defined at-risk population segments 
represented within the local emergency planning 
committee. (yes/no) 

Requires new data 
collection

Role of NGOs in community 
response and recovery plans

% of nongovernmental local emergency planning 
committee members representing HHS-defined 
at-risk population segments with at least one 
acknowledged, defined, and measurable role in 
community disaster response and/or recovery plans 

Requires new data 
collection

Quality and Efficiency: Collect, analyze, and utilize data to monitor and evaluate progress on 
building community resilience; leverage existing community resources for maximum effectiveness.

Subject Measure Data Source

Time to new normalcy Time for the community to return to pre-incident 
levels of functioning in the areas of human recovery, 
infrastructure recovery, and economic recovery 

Requires new data 
collection

Integrating lessons learned % of after-action report items addressed in 
subsequent planning activities 

Requires new data 
collection
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