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Executive Summary





Emerging changes in the health care system threaten a number of time-honored traditions in the health professions.  Among them is a common commitment and sense of responsibility toward the underserved and impoverished.  To counteract – and even perhaps to shape and guide – the influences of a market-driven system, health professional education must meet the challenges of training and producing socially-conscious, compassionate health professionals.  A key component of meeting the challenge may be the integration of service-learning and community health programs directly into health professional curricula.  Although many health care institutional leaders have acknowledged the value of such programs, student activism and mobilization serve critical functions in the redefinition and reassertion of health professional core values both in the curriculum and in practice.  As an illustrative case, we chronicle the development of the Alliance of Health Professional Students, a recently established student-led consortium of twelve health professional (medical, nursing, pharmacy, dental, allied health, and public health) schools throughout the Washington, D.C., area.  Starting as a small core of student government leaders, the Alliance has grown exponentially in its quest to address the health care needs and quality of life of the District’s medically indigent population.  It has created a model for intersectoral leadership and has been effective in developing sound strategies to address the District’s health crisis in a rational, systematic, and collaborative manner.  It has implemented a number of innovative, interdisciplinary, interinstitutional pilot projects and has developed initiatives and the infrastructure necessary to tackle the larger problems of educational reform, health care system reform, and the threat to the “social capital” base that underlies health professional culture.  The Alliance has been characterized by effective partnerships with community-based organizations, effective communications with institutional leaders, and an empowering process for student leadership.  Despite its many early successes, the Alliance appears to hold greatest promise in its ability to catalyze and inspire significant social change within health professional education, within the communities served by the Alliance, and, perhaps most importantly, within the individual members touched by the service-learning dynamic.
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INTRODUCTION





Developing effective strategies for building a more coherent civic culture within America is challenging.  The fragmentation of the modern identity, the inner-directedness of today’s youth, declining social capital within communities, and the inadequacies of our educational system are but some of the barriers that must be addressed.  The expansion and integration of the “national service” movement into existing and/or potentially new service constituencies – such as health professionals, student activists, faith-based groups, armed forces personnel, and others – continues to be a critical step, but a comprehensive strategy likely to bring about real and significant change is difficult to envision and implement.  Within the health professions, there are many individual leaders and emerging initiatives that are already striving to overcome existing barriers, but competing professional responsibilities and a general disparity in the language and core values between health professional groups and national service professionals limit how effectively they are able to come together in a broader, more holistic and coordinated manner.  





Under the auspices of the National Service Fellowship, sponsored by the Corporation for National Service, student leaders within the District of Columbia were able to integrate a number of theoretical principles and empirical benchmarks to conduct an experiment in “expanding social capital within the health professions.”  The following report highlights the elements of the conceptual framework underlying this experiment, the accomplishments over the first year of implementation, and reflections brought forth by this learning experience.  Although the “product” of the National Service Fellowship was the actual formation of a cross-collaborative mobilization of health professional and community activists to address specific health needs within the nation’s capital, this paper seeks to draw lessons that may be useful to others who march forth in the charge to expand national service and improve America.








THE THEORETICAL FRAMEWORK





Encouraging social responsibility and civic development throughout America is essential, but pinning down the intangibles, the unmeasurables, the concepts that define why the task is so important in the context of our reflections about humanity is not so easily articulated.  Too often, we stop at our inclinations to empathize with the needs of the sick child, the hungry man, the poverty-stricken family, or else we get lost in the rhetoric of national service alone and think it sufficient merely to serve and to care.  Defining the need to build a new civic culture in clear and compelling terms is far more challenging.  One could argue that meeting the thresholds for “clear” and “compelling” within different segments of society is the pre-requisite for the successful expansion of the national service movement; hence, it is useful to consider arguments that attempt to establish this need.   





Habits of the Heart, Social Capital, and Their Critical Functions In Society





Alexis de Tocqueville argued that civic education is necessary to nurture and sustain our constitutional democracy.  Democratic self-government requires citizen participation based on informed, critical reflection and a conscious fostering of the knowledge, skills, commitments, and character traits necessary to build and sustain common ground.   Nurturing “habits of the heart” is a vital function of our educational processes and of our interactions within the community.  





Robert Putnam, in a comparative study of northern and southern Italian society, demonstrated that social capital in the form of horizontal and vertical interactions among community members was associated with increased economic prosperity, cultural development, and political stability.  The sense of community trust and community participation that springs from higher levels of social capital improve the lives of all segments of a society. 





A more intuitive rationale for fostering a stronger civic culture lays in the fact that values such as benevolence, empathy, caring, generosity, service, altruism, and love for others appeal to our inner moral sense and seem worthy of encouragement throughout society.  Antoine Etzioni, Charles Taylor, and other communitarians have provided many philosophical and practical justifications for expanding the community spirit, and for many of us it is compelling enough. 





Bowling Alone In Our Self-absorbed and Disconnected World





An explicit national strategy to promote social capital and raise social consciousness could also be justified as a necessary counter-balance to negative societal trends.  Putnam in “Bowling Alone:  Declining Social Capital in America” conducted a comparative analysis between post-World War II American society and more recent times.  He found that social capital, as measured through participation in civic, fraternal, and social community activities (for example, group bowling leagues), has declined significantly in modern times.  Many point to the rise of television, the alienation caused by the threat of nuclear holocaust, changing economic dynamics, disillusionment with political structures and leaders, and a greater awareness of racial and economic disparities in America as possible causes for the decline in social capital.  Allan Bloom in The Closing of the American Mind argues that failures within our educational system have led to students being more self-absorbed and disconnected from a sense of moral responsibility or commitment.  Over the past twenty years, much has been written about the decline of social responsibility and human compassion among the educated youth in American society.  





A Balkanized Modern Identity





Perhaps underlying the decline in social capital – or, at least, inextricably linked to it – is the fragmentation of the modern identity.  Alastaire MacIntyre in Sources of the Self describes the current modern identity as a moral wasteland, disjointed and heterogeneous, a product of the inconsistent legacies of a number of philosophical developments and failures of the past.  Whereas societies in the past often had some moral commonalities with which one could identify, the modern moral topography has elements of the Judeo-Christian tradition, the instrumental rationality of the Enlightenment philosophers (and the modern cost-benefit analysts), the rugged individualism of frontier America, the chivalry, honor and masculinity of the warrior ethic, the alienation and distrust of the nuclear age, and the emotivism and moral relativism of those who look out upon their existence and find confusion and ambiguity.  Often, there is no rhyme or reason as to why people believe the things they do and, quite significantly, it is difficult to reach a consensus on community goals and standards.  MacIntyre harkens back to the Aristotelian ethic, where society as a whole is somehow able to share conceptions of “man[or woman]-as-he-ought-to-be” and of “man[or woman]-as-he-is” and generally to agree upon an identifiable realm of “virtues” able to elevate most of us from the latter toward the former.   That is perhaps one of the goals of the “national service” movement and one of reasons why building a commonality in service is so important for American society.





Society’s Need for a Safety Net





Another argument often used to justify national service is the role of the independent and voluntary sector in acting as society’s safety net.  The non-profit sector has traditionally played a significant role in providing a safety net for those who have been disenfranchised or left vulnerable by public and/or private societal institutions.  With such political developments as the “reform” and devolution of the United States welfare system, the needs faced by many are quite considerable.  With volunteerism and community service playing such important roles in our society, how professional groups with key functions in the nation’s safety net are educated and how accepting they are of their social responsibilities are important areas for national attention.  Health professionals play a critical role given the inextricable links between health and quality of life among all Americans.  





Crisis in Health Care





Much has been written about the health crisis our nation faces.  Although the dire predictions about the spiraling costs of health care have lessened somewhat in recent years, the forty million Americans without health care (often quoted during President Clinton’s reform efforts) have now grown to at least 43 million, with predictions by the American Hospital Association pointing to 45.6 million uninsured by the year 2002.  The Pew Health Professions Commission has estimated that as many as 1 million more individuals become uninsured each month, with problems especially severe in inner city and rural areas.  A Kaiser/Harvard School of Public Health study found that half of the uninsured adults face serious problems getting or paying for medical care.  Three-fourths of the uninsured “poor” reported having trouble getting the medical care they need, and more than 70 percent of the uninsured postponed getting needed medical care.  Many empirical studies have shown that although overall health status has never been better, the gap between rich and poor has also never been greater.  The Kaiser Commission on the Future of Medicaid has found that the concentration of urban poor in high-poverty areas has significantly increased since 1970, and there seem to be no easy nor politically feasible answers on how to fix the questionable allocation of our nation’s resources.





Competing Pressures, Changing Paradigms, and Training to Meet the Health Care Crisis 





This is not to say that merely focusing on social capital among health professionals is sufficient to overcome this challenge.  Health professionals face their own crises and their own competing pressures.  The rise of corporate medicine, the growing over-supply of health professionals, the consolidation and integration of health organizations, the slow progress on comprehensive tort reform, the eroding influence of “doctor power” (in the face of the “buyer’s revolt” and territoriality and competition among health disciplines), and the great demands for financial and political accountability in health care exert tremendous pressures on not only the behavior and practice patterns of health professionals but on the culture and identity of health professionals as a whole.  The Pew Health Professions Commission has written about changing paradigms in health care -- the new emphasis on community-focused, humanely-balanced, team-based, population-centered, cost-accountable primary and preventive health care services -- but, the shift in paradigm within health professional education, wherein the new generation of health professionals is being nurtured, appears to be far slower than expected.  Although organizations like the Health Professions Schools in Service to the Nation, the Community-Campus Partnerships for Health, and the Pew Health Professions Commission have been advocating for the inclusion of training for the “competencies” and skills necessary to practice in the new health care marketplace, curriculum change and integration has been slow to come.





Pluralistic Nature of Health Care





The health professions are already facing the challenges of a changing environment.  Clinical medicine must now contend with cost-control and shareholder interests, competition and workforce oversupply, the impact of health policies and regulatory initiatives, and the demands of managers and a fickle general public.  Trying to add and integrate a new social consciousness component into the pluralistic nature of health care, in a way that is perhaps unique from the patient-centered and caregiver responsibility that health professionals already consider a part of their professional culture, may be challenging.  If MacIntyre is correct, how will the influences of the modern moral topography impact upon how the professions themselves evolve?  What will the mechanisms for social change be?





The Transformative Impact of Service and Our Parliament of Moral Instincts





Edward J. Eckenfels, in considering the search for social consciousness among medical students, concluded that service-learning and voluntary community service played an important – perhaps, transformative – role in reinforcing and/or teaching the “basic humanness of life” and the “ethic of caring” in the face of negative influences both within and external to the health professions.  Service experiences among students at his medical school “had changed them for life, and they had been forced by circumstances to practice medicine differently from the way they had been trained.”   James Q. Wilson, in Our Moral Sense, asserted that all of us as human beings are born with a “parliament of moral instincts” that on the whole are distributed more toward what we may consider the positive or more human virtues.  The reinforcement of such moral instincts plays a key role in how our moral identity develops throughout life.  A recent survey by the Association of American Medical Colleges reaffirms this idea among health professionals.  When the 1996 class of incoming medical students were asked what the most important factors for choosing medicine as a career, 87% chose “making a difference in people’s lives” whereas reasons like “high income” ranked at 8% and “high status and prestige” at 11%.  Regardless of any expected biases in the survey, it seems plausible that the foundations for reaffirming and building social consciousness among health professionals are present.  In formulating a national strategy, it seems rather intuitive that we must begin with the early educational process for health professionals and find ways in which to reaffirm these values throughout their professional development. 





The Malaise of Modernity and the Need for a Virtue-Based Health Professional Curriculum





Eckenfels makes a compelling case for incorporating service-learning and voluntary community service into health professional curricula as a way to reform medical education.  He uses Charles Taylor’s framework -- the so-called “three malaises of modernity” -- to explore how the modern identity impacts upon a medical student’s perspectives.  First, he argues that the modern propensity to rely on individualism as a fundamental way of achieving meaning in life has led many medical students to view patients, other health professionals (and ancillary personnel), and practice settings as “mere instruments” in their careers.  Second, the over-emphasis on instrumental reasoning -- the maximization of outputs through efficiency and the technicalization of care -- has led to alienation and estrangement from the humanity of care.  Third, the general lack of participation in the political process has led to isolation and fragmentation from the broader social environment.  Further, Eckenfels posits that the predominant methods in medical education are often too “passive, rigid, and hierarchical.”  They fail to help medical students become more mature, humane, and socially competent adults.  Hafferty and Frank have called for more virtue-based health professional curricula and more socially-conscious educational environments, believing that a health professional’s identity has more to do with a “hidden curriculum” of experiences and value-laden contexts than within the formal curriculum itself.





Hence, there are three goals which are inextricably linked.  First, there is a need to increase social consciousness and social capital among health professionals, for both personal and societal reasons.  Second, there is a need for reform of the educational process, both in terms of a more value-based orientation and of training for the competencies and skills needed in the new health care marketplace.  Third, there is a need to create a more community-responsive health care system able to provide greater social equity and social justice across all levels of income.  





The Inertia of Provider Culture and the Incremental Nature of Change





One of the major challenges aside from the pressures of an investor-driven health care marketplace is the inertia of professional culture.  Much has been written about the unique values and power that exists among professional groups.  Sue Dopson and others have written about “doctor power” within the British National Health Service; Eckenfels quotes Sam Bloom writing about the resistance to change among medical schools; and I, too, have written several papers on the inertia of provider culture.  Further, the incremental nature of change has also been written about extensively.  Charles Lindblom, for one, asserts that all policy changes and institutional processes are by their inherent nature incremental.





Mobilization of Professional Bias Within Horizons of Significance





There are more optimistic perspectives as well.  Baumgartner and Jones assert that non-incremental change and overcoming cultural inertia are possible if one can “mobilize bias” or find a compelling enough issue to rally support among some key leaders.  In a heterogeneous, fragmented, and non-committed general public (as MacIntyre asserts), the mobilization process is easier because the public can be more easily swayed.  Mobilization has a tendency to generate a momentum of its own.  An appropriate example is President Clinton’s health care reform efforts – where key stakeholders within the existing health system effectively shifted public opinion away from the obvious need and potential opportunities to reform the health care system.  





Another useful theoretical construct is Taylor’s conception of “horizons of significance,” as explained by Eckenfels.  In his terms, young people are searching for sources of fulfillment.  “To reach their goals, they also need standards of morality to persuade them their efforts are worthwhile.” Hence, when compelling issues that tug at our moral instincts become more tangible, all of us have the potential to be drawn toward these “horizons” which can give more meaning to our lives.  This, of course, is given that we can overcome the barriers or pressures that pull us away from these “horizons.”  The mobilization of professional bias within a complex and pluralistic profession must be centered around those issues which fall within these horizons.  We all can agree that social capital, community service, helping others, serving the nation are all inherently good; whether we choose to actively engage ourselves in these efforts, however, hinges upon the ability to make these areas an important aspect of our lives (which is not to say that all efforts must be beneficial to one’s individual self-interests, as rational being models might suggest).





Thought-Collectives and the Role for “Marginal” People





Ludwik Fleck, in The Genesis and Development of a Scientific Fact, asserts that overcoming the challenge of professional culture is dependent upon key individuals and leaders.  As an epistemologist, Fleck sought out an objective criteria of knowledge.  In so doing, he concluded that language, truth, and our conceptions of value all have a relativistic component.  All truth, in essence, is socio-culturally conditioned in such a manner that those who interact exclusively among a group of people sharing common values (what he terms a “thought-collective”) tend exclusively to have those values reinforced.  A separate thought-collective continues to reinforce their own set of values and conceptions of truth, which in many cases is completely foreign to another thought-collective.  This makes communication and collaboration among separate thought-collectives exceedingly difficult, perhaps analogous to how a large segment of the health professions interacts with non-health related groups.  Fleck insists that, in order for humanity to progress, there must be so-called “marginal men [and women]” who must be able to bridge the gap between various thought-collectives.   Thus, the creation of “marginal men and women” able to work both within and external to the health professions mobilizing those within the profession around specific, compelling issues and creating transformative experiences for those they come into contact is the critical milestone in the expansion of social capital within the health professions. 








PERSPECTIVES FROM OUTSIDE THE THEORETICAL BOX





With many of the theoretical perspectives in mind – and, before the implementation of an experiment in social capital building – the author had an opportunity to further expand his views through an educational work assignment with the World Health Organization.  The author spent two months with the Liverpool Healthy Cities Project conducting an exploratory case study among general practitioners (primary care physicians) within Liverpool and learning about the Liverpool City Health Plan, which was based on the social model of health and formulated in a collaborative effort among the World Health Organization, the Liverpool City Council, and the Health Authorities (British National Health Service).  The direct observations of a separate “thought-collective” proved to be invaluable in the formulation and implementation of a suitable demonstration project focused on building social capital among health professionals within America.





The Social Model of Health





The World Health Organization Healthy Cities Project (WHO HCP), building upon landmark public health developments such as the Alma-Ata Declaration, the Ottawa Charter on Health Promotion, and Agenda 21 of the Rio Conference on Sustainable Development, espouses a social model of health in its support of the WHO strategy of Health For All.  The social model of health asserts that the underlying causes of ill health have much more to do with socio-economic and environmental factors such as unemployment, poverty, transportation, housing, etc., than with traditional factors emphasized in the medical model of health often emphasized in health professional curricula (e.g. “bugs and drugs”). 





Three important lessons drawn from the experience would directly impact how the demonstration project was formulated.  First, the social model of health helped to draw the boundaries of the health professions in broader strokes.  Not only did it expand the understanding of health in a more holistic way; it expanded the professional responsibilities of health professionals into a broader, social context.  Second, the implementation of the Liverpool City Health Plan was conditioned upon the successful development of intersectoral collaborative partnerships – not only among health professionals but also among politicians, community organizations, community members, and business groups.  Further, initiatives were launched based on community consultations (direct attempts to measure the desires of the community itself).  Hence, the problem of health and the approach to solving complex societal problems was based on a comprehensive partnership model, with a greater recognition of the importance of democratic decision-making.  The third lesson dealt with how health professionals within the British health care system responded to the initiative.   An exploratory case study, based on in-depth interviews with a random selection of a number of General Practitioners (primary care physicians), found that there was indeed a cultural gap between the values and language of physicians and the values and assumptions of governmental and community leaders pushing for the City Health Plan.    





Hearing the Nightingale’s Song





The social model of health is not foreign to the American health care system.  In fact, some of the most respected voices in health professional leadership (e.g., Phillip Lee, Donna Shalala, David Kessler, C. Everitt Koop) often make mention of the “broad” or “true” determinants of health-related problems and have advocated for collaborative national approaches to health issues.   In our search for social capital within the health professions, the nexus where social consciousness, civic responsibility, and professional culture come together can be seen in the social model of health and in the broadened scope of professional responsibilities that is inherent in the social model of health.   Further, the concept of intersectoral collaboration – more often referred to in the United States as interdisciplinary collaboration (in a more narrow sense within the health professions) or cross-stream collaboration (among certain national service groups) – is supported by a large body of literature offering benchmarks, models, and best practice strategies.  





With regard to resistance among health professionals, Fleck’s model of thought-collectives and the role for marginal people rings true.  Health professionals and social planners often have different priorities and conceptions.  It is not sufficient for governmental and public health planners to simply determine and dictate what is important.  In Liverpool, the “mobilization of bias” amongst general practitioners (GPs) failed to occur in significant ways for a number of reasons.  The issues were too intangible; the GPs largely felt powerless to make a change; there were competing demands on GP practices that more often than not superseded their general agreement in principle with the Liverpool City Health Plan; and the leaders outside the GP profession had difficulty making real connections with the actual GPs (the most successful were public health officials within the Health Authorities).  The role for “marginal people” to bridge the gap and make social goals and strategies more relevant to professional groups is, in fact, a critical one.    





Models and Best Practices





The last few years have seen a number of exciting developments within the health professions.  The implementation of the Health of the Public (HOP) program, the Health Professions Schools in Service to the Nation (HPSISN), and the Community-Campus Partnerships for Health (CCPH) have all been experimenting with initiatives related to social capital, curriculum reform, community-responsive health care, and partnership approaches to community health.  Several organizations including the Corporation for National Service, the Robert Wood Johnson Foundation, W.K. Kellogg Foundation, and the Pew Charitable Trusts have sponsored a number of important programs.  The HOP initiatives have attempted to integrate population and clinical perspectives into all aspects of education, research, and service programs at 33 academic health centers.  HPSISN has experimented with various forms of service-learning programs integrated into health professional curricula in order to address unmet community health needs, instill a sense of social responsibility among health professional students, and nurture the community-oriented competencies that have been advocated as being necessary to practice in the new health care system.  CCPH has been fostering partnerships between educational institutions and communities to improve the overall health of communities and to promote social responsibility.  





At the local level in the District of Columbia, several faculty-led, community-led, government-led and student-led groups including the D.C. Primary Care Association, the Consortium of Academic Health Centers, the Association of Non-Profit Clinics, the Public Benefit Corporation, neighborhood Collaboratives and Task Forces, the Corporation for National Service, many community-based organizations and countless others – are all playing some role in community health, civic development, partnership-building, and the many areas linked with health professional social capital.  








AN EXPERIMENT IN BUILDING SOCIAL CAPITAL





Putting together theoretical constructs and empirical observations, one can develop a conceptual framework for how a national strategy for building social capital within new service constituencies might work.  In our case, we began to develop a model for building social capital among health professional students.  The rationale was straight-forward.  First, students are future health professionals that will define how paradigm shifts and professional priorities are defined and reflected in professional behavior.  Students have less professional resistance (“provider inertia”) and, generally, less competing demands.  Students have some measure of input into how health professional curricula are developed (demand-side pressures).  Lastly, a rapid mobilization of bias or a demonstrable shift in professional priorities is facilitated by the existing leadership and social networks that exist within the student population.  These were important considerations in designing an experiment that had to be implemented within a short period of time (i.e. within the constraints of a one-year fellowship).  The selection of the District of Columbia for the experiment site was also straight-forward.  The District has a well-established health crisis and a recognizable medically indigent population which could serve as a rallying issue.  There are over 5,000 students among the many health professional schools within the District.  Finally, there is an existing infrastructure of social organizations, community resources, community activists, and public institutions that could serve as a foundation for student mobilization.  Although the experiment would not necessarily be generalizable to other populations, we believed that the mobilization model implemented now might offer some insights into which approaches and strategies might be successful in expanding the national service movement into professional groups.





Theoretical Rationale





Increasing social capital within the health professions is a multi-faceted enterprise.  The primary assumption is that health professionals, like all human beings, have an inherent moral tendency toward social responsibility and civic involvement.  However, obstacles exist which often present barriers for further development of these tendencies.  A fragmented and often conflicting modern identity, a rigid educational process, and competing professional responsibilities and cultural influences must be counter-balanced by direct reinforcement of values that foster civic development.  Simply introducing another voice (or an academic course) espousing the virtues of social consciousness are not likely to be sufficient.  However, direct involvement in community service is likely to have a transformative impact, if the involvement is able to provide a sufficient “horizon of significance.”  In other words, the service goal must be important enough to overshadow competing pressures and influences, and their direct involvement must provide some expectation of being able to make a tangible and significant difference.  Further, leaders able to mobilize and generate enthusiasm among health professionals play a critical role in pulling those deeply embedded within the provider culture (unable to see beyond their immediate goals) into the community and into greater social interaction with those around them.  





Compelling Issues for the Mobilization of Bias





Social inequalities involving health-related problems provide an ideal medium to increase social capital.  Because health-related problems fall within the purview of all health professional responsibilities and because social justice tugs at our moral sense, expanded definitions of health care and an acceptance of the fact that community-oriented and population-focused care are necessary competencies for health professionals give us compelling reasons to be drawn into the “transformative” service opportunities.  Given the constraints faced by educational institutions in the modern health care marketplace, student leadership has the potential in the short-term to play a pivotal role in bringing about curriculum reform, advocating for greater community involvement, and counter-balancing any professional inertia that resists change.  However, students cannot work without the support of leaders within the faculty and among the institutional leadership, without the support of partners within the community, or without a permanent, supporting organization able to sustain student initiative and energy.  





Formulating the Conceptual Model





The conceptual model requires the formation of an alliance of health professional student leaders, able to mobilize “bias” or support among a wider and larger audience of students.  In order to increase the impact of such an alliance, the student mobilization must occur across all possible institutions and health disciplines (medicine, nursing, public health, allied health, dentistry, pharmacy, etc.).  This alliance must establish networks and outreach among community partners, institutional partners, and governmental resources.  The student alliance must work toward establishment of a permanent, support organization that can provide consistency and autonomy to the development of a “student movement.”  Involvement in the alliance must allow students to exercise leadership and must develop reinforcement mechanisms to nurture these student activists.  The alliance must simultaneously allow students greater involvement in community service, service-learning, and competency training, as well as fight for institutional changes in health professional curricula.  





Ultimately, the process of bringing together the various pieces of the puzzle (all of those involved in fighting for health and social equity and those fighting for paradigm shifts in health professional curricula) cannot fall on the shoulders of a student alliance.  However, the empowerment and involvement of student leaders in the process is the means through which “marginal” men and women working to increase social capital within the health professions are born, and their contributions to bringing about curriculum reform and more community responsive health care in their surrounding communities cannot be underestimated.  Hence, the older model of students as passive observers waiting for civic virtues to be taught or for selected faculty members to pull them into service projects must be supplemented or supplanted with a model of effective and sustainable student leadership and direct student involvement.  





The Conceptual Framework
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A Piece of the Puzzle:  The Alliance of Health Professional Students





The demonstration project was organized within the District of Columbia.  During the first year of implementation, twelve health professional schools were targeted for the creation of an empowered student “movement.”  These included Catholic University School of Nursing; Georgetown University School of Medicine and School of Nursing; George Washington University School of Medicine and Health Sciences, School of Public Health and Health Services, and the Physician Assistant Program; Howard University College of Allied Health Sciences, College of Dentistry, College of Medicine, College of Nursing, and College of Pharmacy; and the Uniformed Services University of the Health Sciences.  





The alliance would consist of established student government leaders (i.e. student council leaders, class officers, club officers, etc.) in order to utilize existing and established communication and leadership channels.  The alliance would build upon its inter-institutional and interdisciplinary leadership structure to formulate strategies for wider student mobilization around the issue of the medically indigent within the District of Columbia.  The health care problems within the District were well-established and the large numbers of health professional students studying within the District had often been cited as a possible solution (although students themselves were not actively mobilized).  





Once commitment was built among alliance members, internal policies and training would prepare student leaders to implement more comprehensive outreach strategies.  Outreach strategies would involve reaching out to community-based organizations and community leaders, institutional leaders and faculty, and wider networks of students and student organizations.  Simultaneously, efforts would be started to establish a sustainability organization able to provide administrative support and consistency from year to year, to maintain and nurture the momentum and autonomy for a “student movement.”  





When mobilization of enough students throughout the various health professional programs was sufficient in size, a number of targeted pilot service programs would be implemented in a geographically-defined community, to help establish and build mechanisms for effective interdisciplinary, inter-institutional student community involvement.  Partnerships with existing community organizations and institutionally-backed initiatives would be aggressively sought out to avoid replication of efforts.  As the alliance gained organizational stability and financial sustainability, the service programs would become more comprehensive and involve larger populations of students.  Linkages with institutional programs and community partners would be formalized and more clearly defined, and outreach among students and among student leaders would be expanded. 





The final stages of the demonstration project would involve sustainability issues.  The creation of a permanent support organization with the ability to provide technical assistance and training from year to year, administrative and communications support, financial resources, and partnership stability would be essential.  Finally, the later stages would involve advocacy for institutional support among health professional institutions and for curriculum reform.  





Although the conceptual framework emphasized a number of pieces of the puzzle coming together in collaborative partnerships working toward common goals, a specific piece of the puzzle had to come together and develop its internal mechanisms for mobilization and its own capacity to affect change.  Hence, the framework was refined and developed from the perspective health professional students.
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STAGES OF DEVELOPMENT:  MOBILIZATION AS AN EFFECTIVE STRATEGY





The pursuit of the three goals identified in the conceptual framework would be dependent upon two crucial elements: 


First, a strong and committed student alliance leadership and structure and, second, effective partnerships between the student alliance and key stakeholders involved in each of the areas.  Although the project framework, in many respects, seems idealistic and perhaps naive in its expectations of comprehensive success, the key aspects lay in its focus on effective strategies for “mobilization of bias” among students and on the “transformative” experience for involved student leaders and participants.  The mechanics of specific services or pilot project implementation and on sustainability-building or community-organizing were still outside our areas of expertise, but we believed that these things would come with time and experience.  Hence, the demonstration project was formally kicked off in January 1998, after some preliminary meetings of a planning team during the previous month. 





January 1998:  A Modest Beginning





Student leaders from the various health professional schools within the District of Columbia were invited to attend a joint meeting of student government representatives.  Although twelve health professional programs were initially targeted, contact was made with six programs by January.  Of the contacted programs, five were able to send representatives totaling twelve individual members for the first planning meeting. 





The demonstration project framework and the issue of indigent care within the District were introduced to the planning committee, initially named the Joint Student Council Alliance (JSCA).  The goals of creating a more community-responsive system of health care, of encouraging social responsibility among students, and of reforming health professional education were all discussed, but it was determined that the underlying issue around which a massive student mobilization effort could be built would be indigent care.  Further, the notion of creating an inter-institutional, interdisciplinary leadership structure among health professional students appealed to the student leaders and presented a promise that the efforts of students could be significant on a grand scale.





Three strategic objectives were drafted based on this initial discussion.  The first strategic objective was to expand community-based care.  Through the direct provision of health education and health promotion programs, mobilization of large numbers of students could have an immediate impact.  With faculty support, services could be expanded to clinical health services in the form of traveling clinics (e.g. to homeless shelters or community centers) and community-based indigent care clinics.  Utilizing the network of existing community-based clinics could also serve as a way to expand community-based care and to provide community-based health professional training.  Critical to the pursuit of this objective would be the establishment of partnerships with community-based organizations and a wider mobilization of support for the social model of health among health professional students.  The second strategic objective was to empower student leaders.  In the present system, student involvement in the community is often erratic and piece-meal.  Many students with an initial impetus to get involved often find their experiences unsatisfying, either because their involvement seems to have little overall impact upon the community or because the learning curve for community involvement often demands too much in the face of competing demands.  Coordination of student activism at a macro-level, not only at the level of student government but at the level of a regional inter-institutional structure, held the potential for a more comprehensive and effective strategy to meet the health needs of the community.  Further, creating an empowered student leadership structure could bring student views and concerns to the table and assist in the community organizing or community health planning process.  Lastly, an empowered student leadership could more effectively communicate with and mobilize large numbers of students around specific service strategies or goals.  The last strategic objective was to advocate for reform within health professional education.  The need to support more value-laden personal development, to provide sufficient preparation in population-based perspectives and a more thorough understanding of the health care marketplace, and to provide opportunities to develop community-based “competencies” and skills could be more effectively advocated through the mobilization of a student “movement” in support of these objectives.





The bulk of the month focused on four general areas:  recruitment of student leadership, development of organizational competence, collection of essential knowledge resources and community-based contacts, and development of strategies for massive student mobilization.  Key student government leaders within all twelve of the health professional programs were contacted and brought into the leadership “team.”  Communication channels through direct-mail (school post office box stuffing), electronic listservs, and class or student government meetings were established.  Volunteers for staffing and administrative support of a joint student leadership structure were solicited, along with a community-based temporary office (an initial community-based partner offered a portion of its office as a contribution in-kind).  Several volunteers began to collect essential information about health care needs within the District along with national models and benchmarks, and many of the student leaders began to conduct initial outreach among community-based partners (often, simply making appointments with community leaders or attending community meetings and beginning to establish personal relationships with key leaders).  New student volunteers began to trickle in through informal social networks, but a more targeted student mobilization strategy was developed for implementation in February.





February 1998:  Critical Milestones





The month kicked off with a community-based meeting.  Although a great deal of preliminary work had been done by the initial group of leaders, a larger network of student leaders were empowered to help develop the strategic vision and operating rules of the JSCA, soon to be renamed the Alliance of Health Professional Students (AHPS).  A larger circle of student government leaders and student activists were invited to an intensive, all-day “Strategic Planning Meeting” held in our newly established community-based headquarters office.





The meeting consisted of approximately forty-five student leaders and activists, representing eight of the twelve health professional programs initially targeted.  Initial research and data on health problems within the District were introduced, to include presentations by community members and partners offering community-based perspectives on health (to include a powerful testimonial on the role of violence as a major health issue in inner city neighborhoods).  Some preliminary assets-mapping data and assets-based community development strategies were introduced.  Bonding exercises among student leaders (many of whom had met for the very first time) and a discussion about the vision and strategic objectives of the current initiative were discussed at length.  Initial policies regarding membership criteria, the election of alliance leadership, the decision-making powers and the selection/implementation of projects and approved service strategies were discussed and adopted.  Standing committees and ad hoc task forces were approved.  An Executive Committee was formed consisting of one representative (Vice Chair) from each health professional school, with an overall chairperson representing all programs.  





A Declaration of Intent was drafted and endorsed by a majority of the participants of the meeting.  The Declaration would serve as a strategic vision document, and all new members of the AHPS would be required to endorse it as a pre-requisite for membership (enclosed as Appendix A).





Each health professional program established guidelines for election of their Vice Chair and for the distribution of members within the committee structure.  The AHPS continued to expand and establish partnerships with other community-based partners, community leaders and groups, faculty and professional organizations, and other student activist groups.  A separate team began developing plans for an autonomous, permanent “enabling” organization that would be able to support the AHPS consistently from year-to-year.  The permanent organization, subsequently to be named “BridgeBuilders, Inc.”, would provide administrative support, solicit for financial resources, maintain and nurture partnership relationships with community and institutional leaders, and preserve autonomy for the AHPS leadership.  Hence, the mobilization of student support around the issue of indigent care would be done concurrently with the establishment of the sustainability mechanisms required to support the mobilization beyond its initial stages.  





March 1998:  Capacity Building and the Initial Mobilization Effort  





By March, work continued in a number of areas:  outreach among community-based organizations, internal organization-building, internal leadership training, and further development of strategic objectives and specific pilot projects to support these strategies.  Word of mouth began to spread among students and, at a meeting called for the Executive Committee (of Vice Chairs representing each health professional program) and for Committee Coordinators (representing each of the standing committees or task forces set up to support the AHPS), over eighty (80) student leaders and activists representing ten of the twelve health professional programs arrived to a packed meeting room.  Relationships with several new community partners expanded the scope of our expected project activities; the AHPS leadership continued to develop internal operating policies and continued its push for sustainability (to include a non-profit IRS application and the submission of our first grant application with a non-profit pass-through of funds approved through community partner organizations); AHPS leaders were also pushing to acquire more essential knowledge about health status within the District, about national and local models and benchmarks for community organizing and community-oriented health care delivery, and for a better determination of assets and key stakeholders in community health.  The leadership spent a great deal of time reaching consensus on the strategic objectives -- the desire for a broad and comprehensive approach despite the limited financial resources and still newly developing partnership relationships throughout the community -- and a number of specific projects and programs were developed as pilot projects to be implemented in the short term while the AHPS leadership structure could continue to build.   A new committee structure began to develop plans in specific areas.  





The AHPS faced two unexpected challenges at this point.  The first was the rapid growth and development of a student mobilization that outpaced the preparedness or expertise as student leaders.  As we were drafting and endorsing internal policies, learning to work together and reach consensus on goals, strategies, and plans, interest among students was already rising.  Most students wanted to perhaps see the big picture, but they also wanted to get directly involved in actual service delivery.  The process of outreach and advocacy which we had adopted as our initial strategy moved slower than the natural mobilization of student interest.  As a result, some of the students who were initially mobilized would in subsequent months be lost until a more tangible implementation strategy could be developed.  The second unexpected challenge dealt with faculty support.  Our initial expectation was that faculty members would be whole-heartedly supportive of all aspects of the ongoing student mobilization.  After all, the objectives and paradigms that many faculty members had been advocating for were embedded in the goals and plans of the AHPS.  In fact, our knowledge base had been heavily influenced by our interaction with faculty members.  Nonetheless, some faculty members were either antagonistic of the AHPS’s efforts or ambivalent, although a large number showed a great deal of enthusiasm as well.  Surprisingly, some of the greatest critics were those faculty members most deeply involved in community health issues.  Rather than being seen as the great community resource (which, of course, we tended to see ourselves) some faculty members appeared to see student leadership as a form of competition and/or as an inexperienced “wrench” in the “politics” of community-organizing.





Nonetheless, outreach among institutional and community organizations continued.  A specific student mobilization effort was mounted using student governmental channels and a direct mailbox stuffing campaign (which theoretically was to reach each and every health professional student studying within the District).  Over five thousand packets introducing the AHPS, its goals, its opportunities for student involvement, and announcements about a meeting in April were distributed through various channels.  Finalizing our plans for implementation of pilot projects, preparations for the general AHPS meeting, continuing outreach within the community, and sustainability planning consumed most of the month and underscored the great need for a permanent organization able to provide administrative support.





April 1998:  Rallying the Masses





The general meeting of the AHPS was held at the largest auditorium available to us, a large lecture hall at George Washington University.  Expecting a large number of students to attend, we were unable to use our community-based headquarters office or to find an adequate space within the community.  Nonetheless, the general meeting was a huge success.  The AHPS had now grown to almost two hundred individual members with all twelve health professional programs represented.  The meeting was really a “rally” of sorts, building consensus among a large number of students toward a common vision of student activism with regard to indigent care within the District.  The successes to date and a clarification of the strategic vision -- to include an opportunity for Community Coordinators to recruit directly into their committee structure -- capped off a multi-media presentation by the Executive Committee.





Further work in terms of outreach among community-based organizations and advocacy among all stakeholders continued, as specific pilot programs became more clearly defined.  With the intent of creating a number of integrated “one-stop access points” for health, educational, and social services, the AHPS began to develop partnerships not only in terms of community-based organizations, but also with other “provider” groups.  Hence, faith-based organizations -- who have traditionally been involved in health and quality of life issues within the community -- began to be mobilized under an Alliance for Faith-Based Community Development, which interfaced with the AHPS through the emerging BridgeBuilders, Inc. structure.  The BridgeBuilders, Inc., model was adapted to create clusters or alliances of naturally occuring partnerships and communication channels who could all be coordinated in an integrated and comprehensive manner to optimize opportunities to work together and improve the health of community residents.  Students began to develop models for alliance-building among law students, among policy students, and among social work and education students.  Students began to explore how existing national service groups, such as AmeriCorps NCCC or AmeriCorps Learn and Serve, might be integrated into AHPS efforts.  The BridgeBuilder model was adapted to become a nexus of communication channels and coordination controls for a variety of mobilization efforts and, further, to become the source of financial and administrative support for the inter-connected networks.  Each hub was empowered with its own leadership and mobilization capabilities, but the technical, financial, and administrative support necessary to sustain these networks would be coordinated through BridgeBuilders, Inc.  





May 1998:  Testing the Waters Through Project Implementation  





Two major pushes occurred in May.  The first was planning for specific pilot projects.  Participation by AHPS members in several existing community health fairs, the implementation of several health education programs (e.g. cancer prevention, senior citizens health issues rotating regularly among low-income senior citizen housing areas, etc.), support for a number of social services provided by several community-based organizations (e.g. an anti-violence “Walk for Peace,” a micro-enterprise initiative, etc.), and a number of limited clinical health services (e.g. school physicals, PAP smears, health screenings with diagnostic tests, etc.) were all deemed important initial steps to get AHPS members involved in interdisciplinary, inter-institutional community service.  In a sense, the AHPS membership became broken up into two distinct populations.  The first included the key leaders and the project directors who were intricately involved in the planning process and in the coordinations within the leadership structure.  The second population included those less willing to commit too much time and effort but that was willing to volunteer time in the actual delivery of services or in the participation in specific committees. 





The second push was for training among senior leaders.  A team of AHPS and BridgeBuilders, Inc., volunteers and leaders participated in a number of local training seminars and national conferences to acquire and then share important technical information among all AHPS leaders.  Information about organizational building skills, about national service-learning and public health initiatives involving social justice issues, skill-building among community development specialists, and a number of other essential knowledge areas were targeted.  Believing that the continued growth and expansion of the AHPS and of the other alliances under the BridgeBuilder structure would require organizational skills that we currently did not possess, we sent our “headquarters” staff and volunteers to begin acquiring those skills.  It was acknowledged that, when we were able to develop sustainability funding, it would be necessary to hire organizational experts to support our needs.





The last major event for the month was notification that the AHPS and BridgeBuilders, Inc., had not been selected for the grant they submitted in March.  This required some major revisions in summer planning, which had been conditioned on an expectation that the grant application would be selected for funding, but several new funding possibilities and support channels began to be explored.    





June 1998:  Crossroads and the Leadership Transition





The month began with a leadership transition.  Two new AHPS Alliance Co-Chairs were elected, and the official year two of the AHPS (based on an academic calendar year) began.  The continued evolution of the AHPS over the coming years will be interesting to examine the extent of impact in all three areas originally targeted.  Will community health, especially indigent health care, be improved as a result of these efforts; will health professional curricula change through the advocacy efforts of its students; how successful will the AHPS be in sustaining their “student movement,” especially given their quick and hurried initial growth; and, finally, will the experience of leadership or the experience of participation have the “transformative” impact we envisioned?  Does empowerment and direct, voluntary involvement in service increase social consciousness?  If and when curricular reforms come to health professions education, how will service-learning and community-based training experiences compare with voluntary student leadership and mobilization?  These will be interesting questions to explore in our search for effective strategies in improving social capital within the health professions.





Considerations During Project Implementation





The underlying goal of the demonstration project was to develop a means through which the nurturing of social capital within the health professions could be fashioned in a viable and meaningful manner.  However, theoretical considerations suggested that there would be considerable professional inertia that resisted change and, moreover, given the competing demands on health professionals in the modern healthcare marketplace, one could expect that abstract discussions about social consciousness would have little impact upon individual members of the health professions.  As Hafferty and Frank warn, the addition of another ethics class or population-based health course would not be nearly sufficient to bring about real and lasting change.  As Taylor alluded to, we needed to establish “horizons of significance” within the context of the “hidden curriculum” of health professionals, and we needed to do so on a large scale.  





Hence, it was necessary to find a compelling rallying point to structure a plan in support of our underlying goal.  In our case, the cause of indigent and uninsured populations within the District of Columbia provided the perfect issue.  Often quoted statistics provided the vision:  100,000 uninsured in the District, over 18,000 uninsured children, 148,000 Medicaid enrollees, a third of the District’s population classified as “indigent” or in need of public assistance, health indices for infant mortality, cancer, substance use, heart disease among the worst in the nation, violent crime, Health Professional Shortage Areas.  The challenge, then, was to create a plan whereby the issue could permeate into each health professional’s “hidden curriculum” in a truly significant way.  Health professionals, if one can generalize at all, often demand tangible outcomes and processes that enter into their “horizons of significance.”  Initial qualitative studies about general practitioners (GPs) within the British National Health Service and their acceptance and support for “idealistic” plans (e.g. the Liverpool City Health Plan) often hinges upon whether they see some realistic and significant outcomes arising from such plans.  We can all agree that the world should be perfect, but at least two conditions must be met in most cases for individuals to rally behind a specific cause:  first, the plan must appeal to our inner moral self and, second, our involvement must seem essential enough to bring about tangible and significant outcomes.  The cause of indigent health care met the first condition -- as Wilson predicted, for the majority of us, our “parliament of moral instincts” tends to include compassion for the needy and a desire to help.  The second condition could only be built around a thoughtful and structured mobilization effort.  





Role of Student Leadership





Whereas many service-learning approaches within the health professions begin with small numbers of faculty members (often, in many institutions, a very small, select number of community-oriented, activist faculty) or, as in the case of Health of the Public and Health Professions Schools in Service to the Nation, is somewhat institutionally-driven, we believed that having student leadership drive the push for social action the critical component.  First, the environment within academic health centers in a fiercely competitive health care marketplace often forced service-learning and social consciousness raising activities to necessarily fall lower on the institutional priority list; students, unlike faculty, do not operate in such an environment.  Second, as Eckenfels noted, the voluntary nature of student-led community service and the actual experience of community leadership has a transformative nature upon those who are involved.  Through student leadership, there is a greater potential to create the social activists and the “marginal men and women” required to push for a culture- or paradigm shift within the health professions.  Third, a truly energized mobilization effort is often necessarily grass-roots driven; a top-down mobilization effort is difficult, especially when the top-level leaders are financially or institutionally constrained.  





The Process of Alliance Building





How would we pull together a large number of individuals, organizations, and groups (in the community, among students, and within educational institutions) to pursue the three related goals identified above.  Several theoretical constructs for alliance-building provided some guidance.  Alter and Hage have noted that alliances engaged in “interorganizational cooperation” gain resources, share costs, develop opportunities to learn and adapt new competencies, enhance the ability to manage uncertainty and solve complex problems, gain mutual support and group synergy, and strengthen their competitive position.  The costs include losing technical superiority, sharing the costs of failure, losing some measure of autonomy and control, and experiencing problems due to coordination delays and conflicts over domain, goals, and methods.  





Zuckerman, Kaluzny, and Ricketts categorize alliances into two types.  The “service alliance” brings together similar types of organizations with similar needs trying to achieve “economies of scale, enhanced access to scarce resources, and increased collective power.”  The “integrative alliance” is more like a systemic network, much like the chaebol or kereitsu business conglomerates of Asia or like horizontally and vertically integrated health systems now found across the United States.  Obviously, the first step in our mobilization efforts would need to involve more lateral “service” alliance-building before moving on to more integrative strategies.  Kanter describes the stages of development in an alliance life-cycle:  “Courtship,” “engagement,” “setting up house-keeping,” “learning to collaborate,” and “changing within.”  The initial stages require a basic consensus on goals and objectives.  The middle stages require building mechanisms to bridge gaps and overcome problems posed by coordination difficulties, cultural differences, dissimilarities in operating styles, and disagreements about strategies and policies.  The later stages involve internal changes focused on building sustainability over time.  Moreover, Kanter suggests that alliances tend to be fragile and constantly changing over time; hence, alliances are more appropriately thought of as commitment models.  They require constant reinforcement of a common purpose, realistic expectations by alliance members, and clearly defined scope and domain for joint activities.  Zuckerman et al., posit that alliances that are sustainable over time share several key themes.  First, appropriate partners are selected, those that are compatible and complementary.  Second, trust and commitment must be constantly nurtured among alliance members.  Third, the terms, operating rules, and expectations must be explicit, mutually understood, and agreed upon.  Fourth, partners must learn from and be strengthened by the alliance.  Finally, a key to success is the ability to institutionalize or provide a stable and consistent support network for alliance-building.  Due to the dynamic and fragile nature of alliances, long-term sustainability is impossible without a permanent, “enabling” structure.





To make use of the principles of interdisciplinary or intersectoral collaboration, we chose to recruit the entire health professional student population (medicine, nursing, allied health, dentistry, pharmacy, public health, etc.).  In Kanter’s formulation of alliance-building stages, our “selection or courtship” phase targeted existing student leadership exclusively.  Before we could be receptive to all forms of student involvement, we wanted the student leadership structure to include the existing leadership structure of each element of the alliance.  The initial meetings of the Alliance consisted solely of student government leaders, knowing that if we could build consensus among this group, their potential to mobilize larger masses of students and to deal effectively with institutional leaders would be greater facilitated.





In Kanter’s “engagement” stage, many student leaders were instantly committed to the cause of indigent care, where others were either non-committal or clearly disinterested.  The argument was fairly simple:  The District had a significant health crisis; there were significant numbers of health professional students studying within the District; collective leadership and collaboration among all of the health professional students could potentially bring about significant change.  Building the core leadership, however, required several layers of constant attention.  First, interpersonal -- a handful of student leaders began to aggressively push for joint participation by all student leaders.  Social outings, frequent (and, often, “pesky”) phone calls, “peer pressure,” inclusion in mailings and progress reports even if not yet committed to the cause, .... Second, organizational -- ensuring that the leadership structure seemed viable to pull off a mobilization effort.  The election of specific “Vice Chairs” from each health professional program, as well as an overall “Alliance Chair” to lend some structure and accountability to the leadership structure; the creation of specific Committees and the appointment of “Committee Coordinators;” the development of a regular meeting schedule, and ....  Third, operational, establishing specific standard operating procedures, specific pilot programs, communication channels (e.g. address lists, electronic listservs, group mailings), and more formalized partnership relationships with community and faculty partners.  Fourth, strategic -- the development of specific mobilization or marketing efforts directed at students, faculty, and the community-based partners, and a timeline of specific implementation goals (testing out pilot projects, expanding scope, expanding services, expanding geographic coverage areas, expanding partnership networks), and establishing means for sustainability.  





Community Competence and Outreach Strategies





To help us further understand the complex web of institutional and community partners we began to encounter, we considered, among others, a conception of community empowerment based on an “ecological framework.”  Although written about by many others, Eng, Salmon, and Mullan provided a succinct summary.  The basic understanding was that “important determinants of health-related behavior change are embedded in the relationships that tie individuals to organizations, neighborhoods, families, and friends in their communities....[Control] over health solutions cannot be the exclusive prerogative of the health professions, but must be shared with a community.”  The improvement of community health, then, was improvement of the “community competence” whereby the health capabilities and “action potentials” of a community were improved.  Mobilizing interaction and exchange across several social networks -- among individuals, social support functions, and institutional services and policies -- is then seen as a community-organizing strategy for increasing community competence and the means of improving the health of community members.  Thus, the theoretical basis for social change in an ecological framework is through health care, defined in a broad sense; or, conversely, the theoretical basis for health care improvement within the social model of health is social and community empowerment (improving interaction among social networks, increasing social capital, nurturing community organizing).  Thus, they recommend a paradigm shift toward the inclusion of community in the conception of primary health care, the more active engagement of health professionals within the community, the inclusion of a broader definition of health providers, the teaching of new skills, and the changing of institutional practices which set them apart from the community.  Whether health professional institutions are prepared or willing to move in this direction is debatable; however, movement toward greater interaction and engagement within the community, with its resultant impacts both within the community and among health professional participants, seems like a desirable first step, especially among students entering the health professional “thought-collective.”  





Challenges During Project Implementation





Although the pace of mobilization far exceeded our initial expectations, the Alliance faced a number of significant challenges.  First, student leaders new to community activism and non-profit management lacked the expertise to capitalize on all of the momentum generated by the mobilization.  Financial constraints were a tremendous limitation, in that the Alliance headquarters relied purely on volunteers and all of the initial projects had to be scaled down to small, pilot projects.  The transition in senior leadership creates new challenges as the Alliance begins its second academic year.  Finally, the Alliance continues to seek financial resources and stable partnership arrangements to ensure long-term sustainability.








REFLECTIONS OF A MARGINAL MAN





A more formal evaluation of the Alliance of Health Professional Students and its impacts upon its members, its partners, and the community it has tried to serve is not yet possible, at such an early stage of development.  Nonetheless, one can reflect upon the experience in a number of ways that may be useful.  





Self-discovery in the Context of Professionals-in-Training





Coles states that “service is a means of putting to use what we have learned – to connect moral ideals to the lived life.”  Inherent in all of us is a natural inclination to care about others and a desire to live up to one’s principles.   How the educational process facilitates this self-discovery and allows its further development is critical to how health professionals – and others – will evolve in years to come.  





Unfortunately, a program for nurturing our moral instincts is more easily discussed than implemented.  There is a role for curricular integration of courses centered on moral development and civic education.  Encouraging participation in community service projects and volunteering time may also be helpful.  However, all of these approaches are far too passive to bring about significant shifts in how a profession learns and practices its core values.





There is a special role for voluntary service, especially leadership in voluntary service.  From our experience with the Alliance, it was clear that all of the leaders experienced some form of Eckenfels transformation through voluntary activism.  Learning to serve and developing the habits of healthy civic life are important by-products of voluntary service.  Thus, a path to increasing social capital within the health professions is the wide-spread recruitment of health professionals into actual participation in service experiences and leadership.





Involvement in impoverished communities is also an important component.  Eckenfels considers it a form of political activism where students, who may have previously been sheltered within the walls and labs of their academic institution, now become critical of the injustices they see.  These experiences reinforce our moral instincts and enliven a part of us that may lay hidden.  A further benefit is that studies have shown that health professional training in impoverished communities result in a greater number of them remaining to practice in those communities.





Overcoming Barriers to Service





How does one go about expanding service participation?  The demands of health professional education, the limits on time, the impatience with service participation that does not lead to quick returns, and a host of other competing pressures makes participation in community service difficult.  The first steps must focus on overcoming the barriers to community service participation.





First, the service opportunities made available to health professionals must be able to expand the “horizons of significance” of individuals who must deal with significant competing pressures.  Hence, service projects which center around the performance of tasks which do not meet a threshold level of usefulness and appropriateness tend to alienate volunteers.  In other words, tasks that require the exercise of leadership skills or the performance of unique professional skills, coupled with a direct population with measurable improvements and outcomes, tend to have the longest longevity in terms of volunteer interest.  Too often, service opportunities are too disorganized or too insignificant to maintain the interest of health professionals.  This was seen both in the Liverpool Healthy Cities Project and within the Alliance of Health Professional Students.





Second, an improved system of rewards need to be implemented for community service participation.  Despite arguments that service conditioned on rewards is not “pure” service, one has to recognize that for most health professionals, participation in service projects has opportunity costs.  The clinic hours which could be compensated for, the research projects that could be completed, the articles that could be written, the continuing education that could be accomplished are all direct opportunity costs to those who choose to volunteer their time.  Many health professionals would still choose to do so.  However, for all of those to whom the opportunity costs are too high, the benefits of the transformative impact of service pass by, leaving gaps in the cultural fabric of the health professional identity.  Continuing Medical Education (CME) credits for service, inclusion of community service in performance evaluation standards and professional responsibilities, structured voluntary activities for entire departments or clinics or health care teams, individual or institutional awards, a larger number of grants and funding for service-related research, and other incentive systems need to be a recognized part of social capital expansion in the health professions.





Third, there is a special role for the small but growing number of health professionals with a specific interest in community health and social entrepreneurship.  Not only are they capable of serving as the “marginal” people bridging the gap between national service and health professional “thought collectives” together, they can help spark broader mobilization efforts to inspire larger segments of the health professions.   Financial support and academic recognition for these health professionals are important features of a national strategy to expand social capital.   In many academic institutions, those at the leading edge of community activism seem to be somewhat marginalized and unable to significantly influence institutional decisions.   In the case of the Alliance of Health Professional Students, student leaders made significant commitments to broaden and sustain a mobilization effort focused at least in part on the expansion of social capital, but the lack of long-term sustainability funding and the absence of any specific incentive system threatens the long-term effectiveness of such a mobilization effort.  Like many student activist projects in the past, the Alliance may simply peak and fade out.  However, support that is able to capitalize on student energy, that can help sustain the interdisciplinary and inter-institutional partnership structures and direct service projects, that can provide technical training and guidance, and  that can help student leaders develop a long-term funding stream may help sustain an effective and widespread mobilization effort.





Fourth, there needs to be an organizational focus for leadership.  Individual health professionals and those in training often do not have the time nor the resources to bring about significant change, no matter what their natural human proclivities may be.  An organization able to advocate for greater community responsiveness, faster reform of outdated curricula in health professional education, and able to expand the network of partnerships and community outreach necessary to affect significant change must be coordinated at the national level.  The Alliance for Health Professional Students was able to bring the student leadership together within all of the health professional schools in one city, and BridgeBuilders, Inc., promises to expand the coordinated action to a broader network within the District; however, a national health professional organization that reaches beyond the student population and that can communicate effectively with all segments of the health care system must be the focus of leadership.  Federal agencies like the Agency for Health Care Policy and Research, the Centers for Disease Control and Prevention, the National Institutes of Health, and the various bureaus and administrations of the Health and Human Services Department must be included in a national strategy to improve social capital.  Organizations like the American Medical Association, the American Hospital Association, the various other health professional associations, and the specialty boards must be included.  Community organizations and social service organizations must be linked in.  With the need for such broad-based coordinated strategies among a large number of stakeholders, the value of an independent national organization is clear.  Just as the Alliance was not bound by institutional priorities or specific funding streams, the value of such an organization would be in its being able to advocate and have an impact upon all of the players.  This would, of course, necessitate a need for such an organization to have the resources and influence to affect the priorities of all of these players.





Fifth, one must recognize that different segments of society have different values and a different language.  Often, what may seem like professional inertia or resistance to change may simply be a failure to communicate concerns and to frame issues within the context of a particular culture.  While Fleck’s “marginal” people work to bridge the gaps and increase productive communications between health professionals and national service groups, one must find ways in which to speak the language and concerns of those outside their traditional realms.  Thus, one must be careful not to build a national strategy that fails to have significance for those who are at the center of the target population.      





Rallying the Masses





Social capital, the number of bowling leagues, civic responsibility, social justice – for most people, these are nebulous concepts with little direct impact upon their lives or work.  As Baumgartner and Jones assert, the mobilization of public bias must be around specific, compelling issues.  National service strategies must be rallied around a number of issues that are significant for health professionals.  In the case of the Alliance, medically indigent health care for uninsured and vulnerable populations was selected as the rallying issue.  There is direct relevance to health professionals; there are opportunities to make significant impacts; and there is an established need within the District of Columbia.  





When one deals with health professional institutions, however, the rallying issue may need to be shifted.  When an academic health center faces severe financial constraints, when federal funding decreases, when more and more patients receive their care through outpatient clinics, when an investor-driven health care system forces mergers and integration on the one hand while the threat of federal regulation limits the profitability on the other, indigent community health and social capital are not highest on the institutional agenda.  Hence, the rallying issue may need to be re-thought.  As with individuals and organizations, institutions require new incentives and a mobilization effort of its own in order to give these issues a greater credibility and importance.  One can take the supply-side approach of conditioning federal funding for institutions on curricular reform and community service participation, or perhaps facilitate a demand-side strategy through support for student mobilizations like the Alliance.  Whatever the issue, one must ensure that it has a clear and compelling significance for those affected.  A national service strategy that fails to recognize this is doomed to failure.  





Helping Sisyphus Overcome





National service aims to build a civic society.   Addressing complex societal problems, amid the complexities of professional dynamics, the forces of a newly emerging health care marketplace, and the competing demands of professional responsibilities, the national service movement is making inroads into the health professions.  





Many would point to the many programs and initiatives across the country and say that the American health care system has been successful in introducing a social consciousness component to the training and practice of medicine.  Others would argue that the initiatives are far too incremental, that few within the health professions are actually impacted by these efforts given the tremendous pressures inherent in the health professions today.  It is difficult to say either way, based on our limited experiences with our experiment in social capital building.  





A faculty member, in evaluating the first few months of the Alliance’s development, warned that a student mobilization effort would be futile given the ebb and flow of student interest.  Like Sisyphus and his rock, he warned that student efforts without institutional and financial support would ultimately lead back to a valley.   I tend to agree that institutional backing and financial support are the foundations for long-term sustainability.  However, I look at the student leaders who made and who continue to make a deep commitment to building and broadening the Alliance, and I do not see MacIntyre’s fragmented modern identity or Taylor’s malaise of modernity or Putnam’s lonely bowlers.   There are enough “marginal” people within the health professions – with a sincere desire to serve their communities both in the context of their professional responsibilities and as political activists learning to fight for social justice – and it is only a matter of time before the national service movement and a stronger social consciousness will take hold within the health professions.  





�
Declaration of Intent





The Alliance of Health Professional Students of the District of Columbia is a consortium of health professional student leaders concerned about health and social welfare amongst the residents of the District of Columbia.  Motivated by a sense of social responsibility, the Alliance resolves to act.  We intend to address the needs of our community through voluntary service and through advocacy for  humane and equitable care for all people.  





The Crisis At Hand


The District of Columbia is plagued by a health crisis.  Over one-third of the District of Columbia’s population has been described as indigent, or in need of publicly supported health care services.�  The health indices for infant mortality, cancer, substance use, and heart disease for the District are among the worst in the nation.2  Additionally, surveillance findings indicate that many areas suffer from a shortage of primary care providers.�  In fact, those in urban poverty areas and in urban Health Professional Shortage Areas continue to have significant problems despite previous and current initiatives to improve access to health care.�,� 





Our Response


We recognize the need to increase the availability of health care professionals practicing in underserved areas.�,�  Training health professionals in community-based settings will help recruit and maintain health care providers in marginalized urban communities.�  However, we know that simply increasing the overall supply of providers is insufficient to expand access.�,�  In order to solve the problems faced by the District of Columbia, we need to forge partnerships that link health professional education with community-based training and service-learning models.  By nurturing these relationships, we will foster the equitable exchange of knowledge and ideas between our communities and our educational institutions.�





Our Principles


We believe that we have responsibilities to contribute to the community.   Through voluntary and curriculum-based service and health care initiatives,  we can build positive relationships within the community and help address the needs of underserved populations.





We believe in the social model of health.  Health strategies must consider and address the underlying causes of ill health – such as poverty, housing, education, unemployment, crime, and the environment – and we understand that there are roles for us beyond the provision of health care services.�,�





We believe in collaborative efforts that are inclusive.  Collaborative relationships, both within the health professions and across traditional boundaries, are necessary to address complex societal problems.  Bringing together communities, organizations, institutions, and people allows us to build upon the strengths and capabilities of each partner.�   





We believe in the value of prevention and health education.  Health promotion and health information should be inherently linked into all appropriate health and social services available to community members.�,�,�  





We believe that social capital can be further nurtured amongst health professionals.  Health professionals will increase their appreciation for community responsibilities through participation in voluntary and curriculum-based service initiatives.�  We believe that an increase in social capital amongst health professionals is necessary to achieve a more rational and just health care system.





We believe that we have the power to make a difference.  Student energy and initiative can add much to the current strategies to improve health and social welfare amongst the residents of the District of Columbia.  





Our Goals and Objectives


Promote healthy lifestyles and improve the health outcomes of all populations served by helping community members become more aware and responsible for their own health.





Enhance access to quality primary health care, educational opportunities, and related social services to all who are underserved, are disadvantaged, or have special needs.





Establish intersectoral collaborative partnerships that ensure greater coordination within the delivery system.  Integrate a range of services across professional, disciplinary, and institutional boundaries and foster a team-oriented approach.





Provide leadership in building and strengthening community-based systems of care.  Advocate for more community-responsive health professions education and for improved access to community-based training for health professional students.





Build positive relationships and trust between health professional schools and community members.  





Health professional students are unique assets to the District of Columbia. We have the means and motivation to benefit underserved populations while enhancing our skills and competencies, and we are an untapped resource for empowering our community.�  The health professional students within the District of Columbia, as represented by the Alliance of Health Professional Students, are ready to learn and to serve.
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