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EXECUTIVE SUMMARY:

The science of physics implies there are relationships in the universe. For example, a principal tenet of quantum theory rests on the premise of relationships and interconnectedness of the “universe.” As such, “relationships are not just interesting; to many physicists they are all there is to reality.” (Wheatley 2006). Other physicists have described these quantum relationships between particles as “in essence, a set of relationships that reach outward to other things.” (Capra 1983, 81)

Even in the present world, we can observe the network of relationships essential to the work we do, the interconnectedness required by our technological advances in consumer electronics and telecommunications. However, even as we enjoy and indulge ourselves in these conveniences offered by the 21st Century, it is the human “relationship and interconnectedness” that have suffered, thus not allowing us the pleasure of understanding to the extent we can.

For example, nowhere is the importance of developing relationships and interconnectedness more profound than in the field of environmental public health (EPH). The term "environmental public health," represents those services managed by public health agencies that deal with environmental public health issues. As stated by Larry Gordon, former president of the American Public Health Association, "environmental public health practitioners are involved not only in inspections, but perhaps more importantly in surveillance, warnings, permitting, grading, developing compliance schedules and variances, risk assessment, risk communication, public information, exposure evaluation, seeking injunctions and other legal remedies, embargoing, sampling for analyses, education, consultation, community networking, problem prioritization, policy development, marketing the values and benefits of environmental public health, plan and design review and approval, and epidemiology.
(A National Strategy to Revitalize Environmental Public Health Services, CDC, NCEH; http://www.cdc.gov/nceh/ehs/Docs/nationalstrategy2003.pdf )
Most services follow the traditional pathway of artistry through regulatory oversight, implementation of standards, enunciation of prohibitions, and most recently, communication that is distant and detached from the communities served. The science of EPH has “traditionally been grounded in medicine, epidemiology, toxicology, chemistry, ecology, and physics with the aforementioned focus on protection through regulation and standards (Institute of Medicine 2001; Parkes, Panelli & Weinstein, 2003). The efficacy of these efforts has been questioned by critics mainly because of the narrowness of its application, thus may not be “sustainable” in face of 21st Century EPH complexities. 

The World Health Organization (WHO) definition of environmental public health takes a broader viewpoint of the field as “the theory and practice of assessing and controlling factors in the environment that can potentially affect adversely the health of present and future generations (WHO, 1993, p.18).

Coupled with the increasing synergy of “social factors” as a causal pathway that have a direct relationship on the status of health, as evidenced by an increasing array of literature on the topic, it is important professionally and as individual engaged in EPH to understand the connections that exist.

Obviously, as based on initiatives to describe the issue, such as The National Association of County & City Health Officials (NACCHO) book titled “Tackling Health Inequities Through Public Health Practice: Handbook for Action,” and many other likeminded initiatives, (i.e., one of the goals of “Healthy People 2010” is the elimination of racial and ethnic disparities in health) addressing these connections is vital to the health of all our communities. 

These efforts attempt to bring attention to the fact that our social environments, economic stability and political representation are related in some fashion to environmental public health factors present in the communities we serve. It is the premise of this report, that as EPH professionals the need to address these EPH factors is evident. However, to do so requires, in a methodological fashion, that we become acquainted not only with the health inequities caused by environmental public health factors, but become engaged in those communities within our jurisdictions where such inequities exist. Only through cultural competency efforts designed to prepare the EPH profession, can we begin the journey of identifying, assessing, monitoring, validating, and conducting surveillance of conditions endemic in many of our racial and ethnic communities. It is then we also begin the journey of expanding the field thereby becoming vital contributors to the improved health status of all communities.

INTRODUCTION/BACKGROUND:

Oregon’s largest populated cities are Portland, Eugene, and Salem. In 2005 Oregon population ranked 27th in population in the US with an estimated total of 3,521,515 in 2002, an increase of 2.9% since 2000. 
	
	
	*1990
	*2000
	*2005

	White Alone
	
	92.70%
	89.20%
	89.40%

	Black/African American Alone
	
	1.62%
	1.67%
	1.68%

	American Indian/Alaskan Native Alone
	
	1.35%
	1.36%
	1.38%

	Asian 
	
	2.43%
	3.00%
	3.62%

	Native Pacific Islander 
	
	
	0.20%
	0.19%

	Hispanic/Latino Any Race
	
	3.96%
	8.30%
	10.23%


*Between 1990 and 2000, Oregon's population grew from 2,842,321 to 3,421,399, an increase of 20.4%, making it one of the fastest-growing states in the nation. The population is projected to reach 3,613,000 by 2007 and 4.3 million by 2025. In 2005, it is estimated that 65,539 Blacks were living in Oregon up from 46,178 in 1990; in 2005, Hispanics, and Latinos numbered about 360,464 or 9.9% up from 112,707 in 1990. 

During the same period, the American Indian/Alaskan Native population was 50,974 (up from 38,496); Asian or Pacific Islander population is 134,718 (up from 69,269). (*Taken from the US Census Bureau American Community Survey (2000& 2005 data) & American Factfinder (1990 data). Method of counting racial and ethnic populations changed dramatically between the 1990 and 2005 census. Census 2000 race data are not directly comparable with data from 1990 and previous censuses).
The environmental public health workforce in many jurisdictions throughout the nation and more specifically, in Oregon, have not been introduced to cultural competency (CC) in a way that allows them to engage racial and ethnic communities using a multidisciplinary, multifaceted approach. An approach where awareness of social determinants of health in our communities is relevant to programs and in which environmental public health paradigms go beyond traditional environmental public health practice and research.

Cultural Competency (National Center for Cultural Competency taken from Cross et.al, 1969) is a developmental process in which organizations or individuals gain a defined set of values and principles, and demonstrate behaviors, attitudes, policies, and structures that enable them to work effectively cross-culturally. In so doing, organizations or individuals have the capacity to (1) value diversity, (2) conduct self-assessment, (3) manage the dynamics of difference, (4) acquire and institutionalize cultural knowledge and (5) adapt to diversity and the cultural contexts of the communities they serve. Culture as the underlying premise in this project is an integrated pattern of human behavior which includes but is not limited to thought, communication, languages, beliefs, values, practices, customs, courtesies, rituals, manners of interacting, roles relationships, and expected behaviors of racial and ethnic groups; the ability to transmit the above to succeeding generations; and dynamic in nature.

A Report on the Findings National Survey of Public Perceptions of Environmental Health Risks Prepared by Princeton Survey Research Associates for Health-Track, a project supported by The Pew Charitable Trusts through a grant to Georgetown University found that most registered voters believe that environmental problems pose a risk to our health. Nearly all voters (90%) say that environmental factors like pollution, waste, and chemicals are at least somewhat important contributors to diseases. And more than half (53%) believe environmental factors are very important in causing diseases.
	Concerned That Environmental Factor Has Harmed Their Health

	Very Concerned Responses
	Total
	White
	Black

	
	
	
	

	Lived in a Community
with Air Pollution
	37%
	34%
	58%

	
	
	
	

	Lived in Community with
Water Pollution
	43%
	39%
	66%

	
	
	
	

	Lived in a Community
Where Water was Not
Safe to Drink
	44%
	35%
	69%


The following report will attempt to outline a process (recipe) for incorporating cultural competency in environmental public health practice and related research. 
Initially, it is important to make clear that developing cultural competency within any program, much less environmental public health programs, is a multi-year endeavor. 
To become proficient one must first be culturally aware; develop cultural knowledge and skill within their respective programs. This project will concentrate on the development of cultural competency awareness. 

Before beginning, it is important to outline a rationale for this project. In so doing, we shall articulate as best we can the confluence of events that lead to developing this particular approach to improving cultural competency in environmental public health practice and related research.

Late 2004, a cultural competency initiative was launched. 

The initial cultural competency team consisted of staff members from two organizationally separate offices. After several meetings, the team in one office developed a survey. The survey was distributed during an all staff meeting. The survey was designed to assess three areas as suggested by a communication professional. 

They were:

–Individual Attitudes
–Organizational Culture

–Policy and Management Issues
Approximately 45% of the staff participated in the survey.
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The Baseline Survey Conclusions were that:

· Most people are confident of their own cultural competence.
· There is less confidence that the organizational culture promotes cultural

       competence.

· There is little confidence that policies and management issues contribute to

      cultural competence.

An October 2005 collaborative assessment undertaken by the Northwest Center for Public Health Practice, Group Health Community Foundation, Oregon Department of Human Services, regarding the status of cultural competency in the Public Health Division indicated the following:

“There were consistent patterns in the analysis of the sixteen questions that addressed cultural competency and working with diverse populations. In this area, without exception, almost three fourths of the public health population indicated that they did not know 1) the health care beliefs, (2) the health seeking behavior, or (3) the traditional view of health among minority populations in Oregon. Similar numbers of public health staff reported not attending workshops or collaborating with others to improve health and health services that targeted the identified minority groups: African Americans, Asian Americans, Hispanics, or Native Americans.”

Problem Statement: 

To eliminate racial and ethnic environmental health disparities, what is required is a multidisciplinary, multifaceted approach that takes into account complex socioeconomic factors and environmental public health paradigms that goes beyond traditional environmental public health practices.

Build A Strong Container For Change:

The challenge in this project is to persuade both staff and management, through the program plan and logic model, the efficacy of such a project to the goal of eliminating health disparities in racial & ethnic communities, and the relevancy to their programs. This will require change on their part as it relates to how they perceive the relationship of such a process to their respective responsibilities.

Margaret Wheatly in her seminal book, Leadership and the New Science: Discovering Order in a Chaotic World (Wheatly 2006) stated, “the standard approach to organizational change is to find a simple, singular cause for our woes. We sift through all the possible causes of failure, searching for that one broken part – a bad manager, a dysfunctional team, a poor business unit. To repair the organization, all we need to do is replace the faulty part and gear back up to operate at predetermined performance levels.

However, when we encounter life’s processes for change, we enter a new world. We move from billiard balls banging into one another to effect change, to networks that change because of information they find meaningful. We stop dealing with mass and work with energy. We discard mechanistic practices, and learn from the behavior of living systems. New change dynamics become evident. We have to be mindful that people change when there is a “meaning” to change.” Ms. Wheatly goes further by stating that the desire within a group must be to learn who they are, what self they are referencing. We can never learn by listening to self-reports, or taking the word of a few people. We discover who they are by noticing what is meaningful to them as they are engaged in their work. What issues and behaviors get their attention? What topics generate the most energy, positive and negative?

To create change within an organization, the leader must create alignment around a focus of meaning for a future state. Thus, individuals within the organization will become energized by building a shared meaning for the work they do.

The purpose of container building is to build discomfort and safety so that people are ready for change (Goodman 2004). Container building steps include:

· Identify key stakeholders

· Develop an initial statement of the vision: what people want to create

· Clarify the level of felt need, including the costs of not changing

· Tests for preconditions of change

Identify Key Stakeholders

	Stakeholder
	Current

Support

(-3 to +3)
	Desired Support

(-3 to +3)
	Stakeholders Motivation
	What You Can Do

	State Health Senior Management
	+1
	+3
	Provide resources needed to effectuate the process
	Provide plan that articulates the need

	Oregon Environmental Health Association
	0
	+2
	Provide necessary incentive through training and marketing. Improve visibility in communities
	Introduce the process as a method of improving the practice of EPH

	Community Leaders
	+1
	+3
	Improved visibility, greater awareness of environmental public health programs

Relationship building
	Liaison between communities and State Health

	State Health Staff
	+1
	+3
	Benefit from developing relationships with communities

Increased visibility
	Articulate benefits from engaging in awareness training


Initial Statement of Vision:

All EH programs will understand environmental public health disparities in racial and ethnic communities that impact the ability to become a “Healthy Community” as envisioned by “Healthy People 2010. 
To do this requires implementing a re-examination of the modalities used to conduct surveillance, monitoring, measurement of disease burden and tracking of racial and ethnic communities that will include a broader analysis of the effect of social conditions on health. 

This shall lead toward an appreciation of relevant social processes of these communities applicable to environmental public health practice that enables a broader environmental public health perspective of what constitutes “environmental public health disparity” in racial and ethnic communities. 
Test For Preconditions of Change/Do The Pre-conditions For Change Exist?

Evidence that the pre-conditions for change exist:

· Health Resources and Services Administration (HRSA) Cultural Competency Project

· Department of Health & Human Services Office of Minority Health, granted funded campaign title” A Multicultural Action Plan to Achieve Health Parity, Out of Many, One Multicultural Coalition Campaign to Eliminate Racial & Health Disparities in Health, March 2005

· Multnomah County Oregon Cultural Competency Project: Racial & Ethnic Health Disparities in Multnomah County: 1990-2004.

· Northwest Center for Public Health Practice, Group Health Community Foundation, Oregon Department of Human Services October 2005 “Assessment of Emergency Response in Oregon: State Employees, 2005. p. 13 – 16.

· August 2006 MMWR featured article “Health Disparities Experienced by Black or African Americans – United States

Costs & Benefits (the “readiness” for change)

	1a. Benefits of Changing:

· Address 2010 Healthy People Goal

· Improved service delivery of EPH services

· Improved health status of all communities

· Improved workforce competency
	2a. Benefits of Not Changing:

· No need to develop new skills

· Maintain comfort level using existing modalities

	1b. Costs of Changing:

· Possible alienation of segments of the EPH workforce

· Finding available resources

· Increased expectations by racial & ethnic communities

· Effect on existing programs
	2b. Cost of Not Changing:

· Criticism by racial & ethnic communities

· Loss of workforce capacity and competency

· Possible reduction in federal grants that target Health People 2010 goals.


Causal Loop Diagrams and Applicable Archetypes
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Cultural Competency Initiative

Available resources to sustain effort

Graphical Representation of Limits to Success


As the above “limits to success” graph illustrate the initial initiative fizzled.

Possible reasons why this initiative fizzled had more to do with:

· The failure of leaders to make the program relevant to staff  

· To a certain degree senior management inattention and lack of necessary

      resources that initiative leaders requested. 

Additionally, this initiative was perceived as an organizational development project with little relevancy to improving staff and management awareness as to how to deal with clients in a cross-cultural manner.                                                                                                        
Current State of Affairs:

What became evident during the research portion of this project, (which includes discussions with pertinent staff in the programs of interest and literature review), is:

· The lack of cultural competency awareness and

· The level of staff and management’s knowledge regarding environmental public
      health’s potential role in reducing health disparities in racial and ethnic  

            communities is poor.
The “limits to success” diagram below depicts in a real sense the confluence of events from the initial cultural competency effort and the rationale for developing a different approach. 
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The approach articulated through this project is depicted on the right side of the diagram, whereas the current effort is on the left. It is important to note that the circularity of the diagram outlines the challenges projected for the revised approach. 

The development of goals in this instance (R) was the direct result of the hard work of staff dedicated to making this effort work. Resources (S) was available but limited due to the fact most resources utilized for this effort came at the expense of staff, although for office –wide activities, such as office wide staff meetings in which cultural competency was a point of emphasis, assistance was provided. 

Section managers at this point became disillusioned with the effort because of the toll it was taking on staff resulting from time commitments and the requirements they faced to become more engaged in other agency wide initiatives, notably, emergency preparedness. 

There came a time when staff begin to request greater accountability regarding resources for the effort. Staff was lead to believe this would be possible thus, the lag toward burnout and frustration on the part of cultural competency leaders developed. 

Limiting Process: Mental Models 
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These events became the initiative needed to search for a different approach.

The new approach demanded development of new goals. The new goal became developing a framework “recipe” designed upon cultural competency approaches that allow relationships to be created, developed, and sustained. It was obvious in the beginning; the initiative would have the political will because of the nature of the effort. However the depth of the political will is a limiting factor (S) as well as the fact many staff and section managers did not see the applicability to their work because they did not work with these communities on a routine or periodic basis. 

Project Relevancy To The 10 Essential Environmental Health Services 

If specific Essential Services were chosen, this project would most directly address:

#1 Monitor Health Status to Identify Community Health Problems.

#3 Inform, Educate, and Empower People about Health Issues

#4 Mobilize Community Partnerships to Identify and Solve Health Problems

Upon entry into a cultural competency awareness process, EPH professionals will be equip to:

· Assess statewide health status and its determinants, including the identification of health threats and the determination of health service needs, in racial and ethnic communities with confidence.

This in turn would allow for the improvement of EPH information, education, and promotion activities designed to reduce EPH risk and promote better health. 

As EPH professionals engage themselves in EPH education and promotion program partnerships, with schools, faith communities, work sites, and others will develop needed to implement and reinforce EPH promotion programs and messages specific for these communities.

These activities would lead toward the ability of the organization and leadership to convene, facilitate, and collaborate with statewide partners to identify EPH priorities and create effective solutions to solve state and local EPH problems. 

National Goals Supported

CDC Health Protection Goals/Healthy People 2010

This project emphasis on developing the cultural competence of the EPH profession has a direct relationship to the national goals of health protection and Health People 2010.By developing awareness of culture which includes but is not limited to thought, communication, languages, beliefs, values, practices, customs, courtesies, rituals, manners of interacting, roles relationships, and expected behaviors of racial and ethnic groups inherent in the cultural competency developmental process, EPH professionals will work toward assuring:

· CDC Health Protection Goal of ensuring “Healthy People in Every Stage of Life—All people, and especially those at greater risk of health disparities, will achieve their optimal lifespan with the best possible quality of health in every stage of life”

· CDC Health Protection Goal of “Healthy People in Healthy Places—The places where people live, work, learn, and play will protect and promote their health and safety, especially those at greater risk of health disparities.”
· Healthy People 2010 goal of “eliminating health disparities in racial and ethnic communities.”

National Strategy to Revitalize Environmental Public Health Services

 As stated in the document in support of Goal IV Support Research, the field

of environmental public health and the breadth of problems related to environmental public health require an expanded research agenda to explain the relation among the environment, livability, and incidence of disease. An understanding of this

relationship is essential to improve prevention approaches and elimination of health disparities in racial and ethnic communities. Exposure to factors responsible for EPH disparities should lead toward research that infuses the art and science of EPH with the social determinants of health.
Environmental Health Competency Project: Recommendations for Core Competencies for Local Health Practitioners.

The competency that is align with this project is ‘Communication” Developing the capacity to effectively communicate risk and exchange information with racial & ethnic communities is a plus. The capacity to facilitate the resolution of conflicts with the community and the capacity to articulate basic concepts of EPH and convey an understanding of their value and importance to the community increases EPH value and visibility in ways that can only enhance the need to sustain EPH programs in times of scarce and dwindling resources.
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 Project Objectives/Description/Deliverables:

Program Goal:

Improve cultural competency awareness within Environmental Public Health.

Health Problem:

Research has shown and numerous publications have made clear that health disparities are associated with an individual's race and ethnicity. A health disparity is a gap in the health status of different groups of people, in which one group is healthier than the other group or groups.
Outcome Objective:

Reduction in environmental public health disparities (i.e., asthma, respiratory, level of foodborne illnesses, lead, pesticide related illnesses, etc.,) in racial and ethnic populations is the ultimate outcome desired from this project. 

Determinant:

Short Term Determinant: Number of culturally competent staff and/or management in the selected program (foodborne illness prevention and environmental occupational epidemiology) as determined by training and assessment of programs by Office of Multicultural Health. 
Long-term determinant: Percent of public health programs utilizing culturally competency approaches in their work.

Impact Objective:

By January 2009, design an organic cultural competency program based on (1) baseline information resulting from internal cultural competency survey and performance standards identified in the Essential Public Health Services and Environmental Health Ten Essential Services, (2) assessment of perception of communication effectiveness vis-à-vis racial and ethnic communities and (3) Identification of cultural competency assets, resources, and strengths. 
Contributing Factors:

· Lack of understanding of environmental health disparities of racial, ethnic communities  

·  Inability to recognize the failure of a “one shoe fits all” approach in addressing
        environmental health disparities of racial and ethnic communities.  
·  Complacency relating to the applicability of cultural competency to programs at the state

        level.

· Racial and ethnic communities perceive a lack of commitment on the part of state public
        health and public health programs regarding addressing health disparities. 
· No consensus on the importance of cultural competence because the concern is not people but

       is largely environment.

· Most staff do not work with racial and ethnic communities so their cross-cultural skill sets are

        relatively unimportant. 

· Few staff members have been informed enough to see culture in a neutral let alone a positive

        light 

· From an organizational perspective, the issue of cost may be viewed as prohibitive.

Project Process Objectives;

· May 2006, conduct literature review on cultural competency and environmental public

        health.

· July 2006, meet with senior management and State Public Health Officer to

        discuss and outline program objectives and projected process.

· December 2006, obtain status of EPHLI fellows and environmental public health

        programs nationwide on the level of cultural competency efforts in their communities. 

METHODOLOGY

Events:

A survey to assess environmental public health programs was conducted during November - December 2006. The goal was to identify organizational and staff strengths as well as weaknesses when working cross culturally or with otherwise diverse communities. Approval from the Multnomah County Department of Human Services Intuitional Review Board (IRB) was required in order to conduct the survey. All participants were required to read the consent form sent to them before taking the survey. Questions reflected areas of knowledge and skill associated with improving environmental public health services for an ever-diversifying society. 

Activities:

Participant Population: Individuals that received the survey were engaged in the practice of environmental public health at the county, state, federal level of government in addition to private entities engaged in environmental public health work.  

Methods of Selection: CDC Sponsored Environmental Public Health Leadership Institute (EPHLI) Fellows from Class I & II, Illinois State University Environmental Health Alumni Listserve and all participants in the CDC Environmental Health Listserve was invited to participate. 

Methods and Procedures: DHS-OIS Policy and Planning Group forwarded the survey tool to participants via the Department of Human Services (DHS) Secure On-Line Network. A timeline of three (3) weeks was given for return of the survey. Instructions for survey participants accompany the survey instrument. 
.

Results:

Parameters regarding the length of this report prevent the inclusion of all results from the survey. However, results from the survey included in this report reflect what is considered the substantive information that can be included within the parameters given. Data cleaning was not performed, therefore what is reported are crude frequencies from respondents.

A total of seventy-two (n=72) responses were received. Forty-two males (58.33%), twenty-nine females (40.28%) responded to the survey. There was one (1) no response to this question. Greater percent of “White Alone not Hispanic” participated in the study. 
Race:

American Indian & Alaskan Native Alone
2
2.78 %

Asian Alone




1
1.39 %


              
Black or African American Alone

5
6.94 %


                 
Hispanic or Latino of any Race

2
2.78 %


                  
White Alone not Hispanic


60
83.33 %


                   
Mixed Race




1
1.39 %


                 
Some Other Race



1
1.39 %


Total Responses



72
100
%


· When asked, “How often does your agency conduct environmental, public health program planning targeted at racial or ethnic populations?” A majority indicated sometimes they conduct program-planning target at these communities.

· When asked, “How often does your agency communicate regularly with racial or ethnic communities about their environmental public health issues?” 44.44% indicated sometimes they communicate with these communities.

· When asked: Which racial group do you work with most often,” 25% indicated White Alone, Not Hispanic, 22% stated Black African American; 22% indicated Hispanic. When asked, “Which racial/ethnic group are you more knowledgeable?” 25% indicated they had more knowledge regarding African-American than White Alone, Not Hispanic (18%), and Hispanic (16%).

· When asked, “Which racial/ethnic group do you have greater social contact with?” 28% stated White Alone Not Hispanic, 25% Hispanic, 22% Black African-American.

· When asked “How many cultural awareness/competence workshops or conferences have you attended since 1986?” 47% indicated 1-3, 19% 4-6, 15% none, 8% 7-9, and 7% >10.

Next Steps:

· Data cleaning of survey results then revise survey based on ambiguities in the

      survey.

· March 2007 develop and conduct internal cultural competency survey. 
· June 2006, assess perception of environmental health program effectiveness vis-à-vis
              with communities of color and other ethnic special or underserved populations.
· September 2007 collect and analyze data from assessment of communities of color.
· December 2007 collect and analyze survey data from internal and external surveys.
· March 2008, develop matrix of range of competencies needed for cultural competency

       awareness.

· June 2008, review baseline information and design steps to enhance cultural competency
              within selected programs in EPH.
· September 2008, identify cultural competency assets, resources, and strengths within
       selected EPH programs.
· December 2008 determine level of cultural competency enhancements or interventions and desired  
       goals and outcomes.
Leadership Development Opportunities:

James C. Mack

October 2000 was an important and what I consider a momentous time in my growth as an EPH professional and as an individual. It was at that time, as part of a burgeoning effort (Environmental, Health Specialist Network – EHS-Net) on the part of the National Center for Environmental Health, CDC that I was introduced to the concept of “system thinking. Although I had always prided myself on my understanding of EPH, it was not until this moment in time that I realized how little I had actually understood. Therefore, I came into the EPHLI experience with an increasing desire to delve ever deeper into the “abyss” of system dynamics. In that respect, EPHLI has more than afforded me the opportunity to do just that. 

Two program elements – the self-assessments and system thinking exercises – were by far the most influential components of the EPHLI experience. The benefit of these tools to my growth cannot be measured by mere words. My coach, Sherry Immediato, Managing Director of the Society for Organizational Learning was instrumental in allowing me to be free with my thoughts. W.Lee Fielstad, Vice-President, The Verbal Judo Institute, Inc., presentation on tactical communication strategies gave light to what constitute “real” strength. 

Last but most certainly not least, was the experience of interacting with the many professionals in the field of environmental public health. The camaraderie, the opportunity to view through the prism of observation varied perspectives. I am grateful and thankful for the chance to go through this experience, for it shall forever be a moment on a journey to places yet uncharted, that has equip me to become a better person, professional and yes, a leader.

About The EPHLI Fellow:

James C. Mack holds a Bachelor of Science in Environmental Health from Illinois State University in Normal, Illinois and a Masters of Public Administration from the University of Illinois – Springfield, Springfield Illinois. Mr. Mack has held public sector positions at the county, state, and federal level of government. Additionally, Mr. Mack was a collaborating partner in a private sector enterprise focusing on the care of children.

During the past year, Mr. Mack was the Oregon Public Health Division Environmental Health Emergency Preparedness Specialist. Recently, Mr. Mack returned to his love of system dynamics and research through a cooperative agreement with NCEH/CDC as the Oregon EHS-Net Site Coordinator and Foodborne Disease Outbreak Investigator.

Mr. Mack has served as the Secretary of Illinois Environmental Health Association,

President of Oregon Environmental Health Association, President of Cultural Festival Inc, (an enterprise involving children and young adults in the arts), and is presently a member of the Clackamas County, Oregon Diversity Leadership Council. 

During his spare time, Mr. Mack travels extensively in the Greater Northwest enjoying hiking, camping, photography, reading, collecting information on terrorism, intelligence gathering, and system theory, spending time with his family and enjoying his 7-month old grandson.
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Behavior
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Learning Individual Goals
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		Question		Very True		Somewhat True		Not True		No Answer

		Individual Attitudes

		true response desirable		Very True		Somewhat True		Not True		No Answer

		1.  I am at ease with people who have different backgrounds.		42		24		2		0		68

				61.8%		35.3%		2.9%		0.0%

		4.  In general, I find change stimulating, exciting, and challenging.		32		30		7		0		69

				46.4%		43.5%		10.1%		0.0%

		7.  I know about the cultural norms of different groups we serve.		7		35		24		3		69

				10.1%		50.7%		34.8%		4.3%

		12. I know where my attitudes, beliefs, and values about people who are different from me came from.		28		35		6

				40.6%		50.7%		8.7%		0.0%

		13. I feel there is more than one right way to do things.		28		35		6				69

				40.6%		50.7%		8.7%		0.0%

		16. *Diverse viewpoints make for creativity.		53		13		1		2

				76.8%		18.8%		1.4%		2.9%

		19. I am aware of my own assumptions and stereotypes.		22		43		3

				32.4%		63.2%		4.4%		0.0%

		24. *Multicultural work teams function well.		13		35		1		19

				19.1%		51.5%		1.5%		27.9%

				43		17		5		4

				268.0		267.0		55.0		28.0

				Very True		Somewhat True		Not True		No Answer

		not true response desirable

		10. I am afraid to disagree with members of other groups for fear of being called prejudice.		5		17		43		4

				7.2%		24.6%		62.3%		5.8%

				Very True		Somewhat True		Not True		No Answer				Positive		Neutral		Negative		No Answer

		Mean desirable response percent		43.3%		43.2%		8.9%		4.6%		Individual Attitudes		43.3%		43.2%		8.9%		4.6%

		standard deviation		13.9								Organizational Culture		26.2%		34.2%		8.3%		14.6%

		MEAN		29.8								Policy and Management Issues		13.6%		38.8%		23.8%		23.8%

		MEDIAN		28.0

		the range +-1 standard deviation is 11.5 - 44.1

		Organizational Culture

		True response desireable

		8.  It is OK to ask for help with cultural issues that may arise.		50		13		2		4

				72.5%		18.8%		2.9%		5.8%

		14. Members of the non-dominant group feel they belong in OPHS.		6		19		8		36		69

				8.7%		27.5%		11.6%		52.2%

		20. Policies are flexible enough to accommodate everyone.		9		34		16		8		67

				13.4%		50.7%		23.9%		11.9%

		22. There is enough common ground to hold staff together.		15		42		4		7		68		Very True		Somewhat True		Not True		No Answer

				22.1%		61.8%		5.9%		10.3%				0.4800843043		0.3937198068		0.0806573837		0.0455385053

		25. Staff members spend their lunch and breaks in mixed groups.		8		25		19		16				0.2620513163		0.3421076629		0.0834213417		0.1457530124

		not true response desirable												0.1360441546		0.3878534242		0.2383393381		0.2377630831

		5.  Racial, ethnic, poverty, and gender jokes are tolerated in an informal environment.		4		32		28		5

				5.8%		46.4%		40.6%		7.2%

				110.0		165.0		57.0		76.0

				Very True		Somewhat True		Not True		No Answer

		Mean desirable response percent		26.2%		34.2%		8.3%		14.6%

		standard deviation		15.9

		MEDIAN		9.0

		AVERAGE		16.6

		RANGE +- 1 STANDARD DEVIATION		0-32

		Policy and Management Issues

		2.  There is diverse staff at all levels.		5		37		24		3

				7.2%		53.6%		34.8%		4.3%

		3.  Managers have a track record of hiring and promoting diverse employees.		6		34		14		15

				8.7%		49.3%		20.3%		21.7%

		6.  Managers hold all people equally accountable.		18		24		25		2

				26.1%		34.8%		36.2%		2.9%

		9.  Managers are flexible, structuring benefits and rules that work for everyone.		8		43		12		6

				11.6%		62.3%		17.4%		8.7%

		11. There is a mentoring program that identifies and prepares people from poverty backgrounds, women, and people from minority groups for promotion.				9		30		30

				0.0%		13.0%		43.5%		43.5%

		15. One criterion of a manager’s performance review is developing the diversity of her/his staff.		19		18		11		21

				27.5%		26.1%		15.9%		30.4%

		18. Managers give feedback and evaluate performance so employees don’t “lose face.”		7		32		15		14

				10.3%		47.1%		22.1%		20.6%

		21. Managers get active participation from all employees in meetings.		7		33		25		3

				10.3%		48.5%		36.8%		4.4%

		23. Staff members ensure that all service performed in a manner that is compatible with the beliefs and practices of those they work with and for.		8		31		11		18

				11.8%		45.6%		16.2%		26.5%

		26. Money and time are spent on diversity training and development.		5		17		25		20

				7.5%		25.4%		37.3%		29.9%

		27. Managers effectively use problem-solving skills to deal with language/cultural differences.		1		27		14		26

				1.5%		39.7%		20.6%		38.2%

		28. Top management values diversity with action.		23		23		4		18

				33.8%		33.8%		5.9%		26.5%

		not true response desirable

				121.0		345.0		212.0		211.0

		17.There is high turnover among people who are not from middle-class America.		2		17		14		35

				2.9%		25.0%		20.6%		51.5%

				Very True		Somewhat True		Not True		No Answer

		Mean desirable response percent		13.6%		38.8%		23.8%		23.8%

		AVERAGE number of people giving a dersiabale response		9.4166666667

		median		7

		standard deviation		7.0410502689

		range +- 1 standard deviation 0-14 or 0-20%

		interesting tidbits

		again some of these might be testable.  11, does such a group exist?  Would it be desirable? 17 what is the turnover rate for non-middle class amerians? Is it different from middle class americans?  Is the fact of turnover rate different from the impressi

		Questions 14 stands out.  Maybe 52% of the people were in the dominant group and did not feel qualified to speak for the others?

		Some questions don't seem related directly to cultcomp.  "I find change stimulating…13 I feel there is more than one right way to do things… (what about arithmetic?)

		Some of the opinion answers may be testable.  IE Multicultural teams work better.  Maybe we can measure this.

		The individual attitudes seem to get more positive response thatn the Org culture or policy issues.  Maybe employees feel they are doing better than the group as a whole.
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		Anova: Single Factor

		SUMMARY

		Groups		Count		Sum		Average		Variance

		Very True		3		0.8781797752		0.2927265917		0.0302966355

		Somewhat True		3		1.1236808938		0.3745602979		0.0007984838

		Not True		3		0.4024180636		0.1341393545		0.0081451373

		No Answer		3		0.4290546008		0.1430182003		0.0092431815

		ANOVA

		Source of Variation		SS		df		MS		F		P-value		F crit

		Between Groups		0.1243140575		3		0.0414380192		3.4187360323		0.0730224699		4.0661802814

		Within Groups		0.0969668761		8		0.0121208595

		Total		0.2212809337		11





		






