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INTRODUCTION 

The importance of community and other stakeholder participation for improv~ 
iog the quality and relevance of research has long been acknowledged.1- 4 With the 
growing interest in closing the "chasm"s between research and practice and more 
effectively eliminating health disparities, the potential benefits of participatory 
approaches for dissemination and implementation of research findings are increas­
ingly being be considered. In particular, Community-Based Participatory Research 
(CBPR), with its commitment to action as part of the research process, holds great 
potential not only for improving the relevance of research to communities and 
stakeholders but also for ensuring that research results are effectively dissemi­
nated and translated into programs and policies to promote health. This partner­
ship orientation to research has become recognized as an important means through 
which the distance between research and action might be more effectively bridged.6 

Indeed, as Horowitz and her colleagues point out, "CBPR may be the ultimate form 
of translational research ... moving discoveries bidirectionally from bench to bed­
side to el barrio (the community) to organizations and policy makers."7 Although 
CBPR is not possible or applicable in all research contexts, when it is appropriate, 
much value can be added to the research process and subsequent dissemination and 
implementation of findings through high-level community and other stakeholder 
participation. As discussed below, the level of community engagement in research 
takes place along a continuum, from limited consultation on specific aspects of the 
study, through high-level co-collaboration at every step in the process, 

For readers unfamiliar with CBPR, this chapter seeks to demonstrate the value 
added from community participation to the research process itself, It also shows 
how CBPR methods are useful in the dissemination and implementation (D&I) of 
research findings and some of the lessons from CBPR for D&I research. There is a 
large and growing literature on CBPR that cannot be covered in a single chapter, 
so entry points into this body of writing are provided. After briefly describing a 
continuum of such participation, the discussion is focused, in particular, on CBPR. 
Challenges that can play out in participatory research are discussed, followed by 
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a more detailed examination of the specific ways in which a CBPR approach can 
enhance the D&I of research findin gs through collaborative design, analysis, dis· 
semi nation, and research translation.Acase study of a community-university-health 
department CBPR project, in which both authors were involved, that endeavored 
to study and improve the health and working condit ions of restau rant workers in 
San Francisco's Chinatown Distr ict is presented. Then, some of the methods used 
to involve all partners in study deSign, data analysis, and translation of findings 
into action, as well as some of the benefits of doing so, are discussed. Finally, key 
lessons learned, through th is and other CBPR efforts, are shared, and their implica· 
tions for improving the breadth and effectiveness of the critical disseminat ion and 
implementation phases of research are summarized. 

Continuum of Participation in Research 

Community and other stakeholder par tiCipation in research can be seen as occur­
ring along a continuum, with benefits accruing at each stage, and the most substan· 
tial value added often occurring at the farthest end of the continuum. Over two 
decades ago, Biggs developed a continuum of community involvement in research, 
which remains frequently cited in the field.s H e described the levels of participa. 
tion as (1) contractual, in which community and other stakeholders si mply take 
part in researchers' studiesj (2) consultative, in which they are asked their opinions 
as interventions and other research instruments are designed and implemented; 
(3) collaborative, in which researchers and community and other stakeholders work 
together on projects deSigned, initiated, and managed by researchers; and (4) colle~ 
giate, in which all partne rs work as colleagues with differen t skills to offer, and the re 
is mutual learning, and local control over the research pro cess. 

The second, third, and fourth levels in Biggs's model each can be seen as add· 
ing succeSSively greater potential value to research processes and outcomes. 
Consultation with community and other stakeholders, for example, can result in 
higher recruitment rates and lower attrition, as well as fewe r cultural and linguistic 
barriers, which in turn can increase the accuracy of data reporting and the appropri· 
ateness and effectiveness of interventions.9- 11 Investigator-initiated and managed 
studies that emphaSize true collaboration with commun ity and other stakeholders 
can increase still further the relevance and efficacy of research, resulting in greater 
community buy-in and trus t, interventions that are better tailored to the study 
population, and enhanced efficacy in data collection, interpretation, and dissemina­
tion.ll Finally, research that is truly collaborative in nature ensures that the research 
topic itself comes from, or is of substantial importance to, the com munity, and that 
the research process includes high levels participation throughout, including dis­
semination and use of study findings to help address the problem under study. 3 , ]] , ] 2 

Community-Based Participatory Research (CBPR) involves the most intensive 
form of community and stakeholder participation and typically takes place at the col­
laborative leve1. In this chapter, CBPRis used as an umbrella term for an orientation 
to research that goes by many names (among them participatory action research, 
community-partnered research, mutual inquiryand participatory research) and that 
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have in common a comm itment to combining research} participation, education, 
and action. 2,u When feasible and appropriate, CBPRmay be particularly well suited 
to translational research aimed at studying and addressing health disparities. This 
orientation to research adds value at each stage of the research process-from iden­
tification of the problem and of community assets to study design} analysis, and the 
dissemination and use of research findings. Although it also presents substantial 
challenges} including the time- and labor-intensive nature of the work, this ori­
entation to research has achieved growing attention both in North America and 
internationally. 

CBPR Definition and Principles 

Community-Based Participatory Research is conCisely defined by Green and his 
colleagues (1994) as "sys tematic inquiry, with the participation of those alfected by 
the issue being studied} for the purposes of education and taking action or effect­
ing cha nge."! Building on this definition, as well as earlier ,""ark by Israel et al.,l the 
Kellogg Community Health Scholars Program 13 crafted a definition that situates 
CBPR within the context of efforts to study and address health disparities.J,1l In 
its words, CBPR is "A collaborative process that equitably involves all partners in 
the research process and recognizes the unique strengths that each brings. CBPR 
begins with a research topic of importance to the community with the aim of com­
bining knowledge and act ion for social change to improve community health and 
eliminate health disparities."13 

The research dimension of CBPR can involve a wide range of qualitative and 
quantitative methods. Developing and administering community surveys or fo cus 
groupsj conducting walkability assessments or air monitoring; using Geographic 
Information Systems (GIS) mapping; conducting secondary data analysis; and 
using randomized controlled trials (RCTs) to assess intervention effectiveness all 
have been used by as part ofCB PRefforts.!O.l l,14 Regardless of the particular research 
methods used} however, what is unique about this orientation to research is the way 
in which the research is conceptualized and conducted,~ the heavy accent placed on 
genuine community and stakeholder engagement throughout the process, and the 
use offindings to help bring about change. 

CBPR Principles 

Eleven principles ofCBPR (Table 10-1), described below, help to further articulate 
how CBPR differs from more traditional "top-down" approaches to research and is 
consistent with translational research that is indeed "community based," ratherthan 
merely "community placed." Israel and her community and academic colleaguesJ,ls 
developed nine guiding principles of CBPR that are widely used to inform and 
guide the process of CBPR. Two other principles, added subsequently by Minkler 
and Wallersteio, l1 are also critical to this work. Although translational research 
partnerships wishing to utilize CBPRshould adapt these principles (or develop new 
ones), as appropriate, given their own unique contexts, these eleven principles may 
be helpful in providing initial gUidance. 
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T ABL E 10 - 1. CBPRPrillcip/es 

L RecogniLes com mun ity as a un it of identity, whether community is defined in geograph ic, racial/ 
ethni c or other terms. 

2. Builds on strengths and resou rces within the community 
3. Facilitates a coll aborative, equitable partnership in all phases of research, involVing an empowering 

and power-sharing process that attends to so cial inequalities. 
4. Fosters calearning and capac it y· building among all part ners 
5. Integrates and achieves a balance between knowledge generation and in terVentIOn for the mutual 

benefi t of an partners. 
6. Focuses on the local relevance of public health problems and on ecological perspectives that attend 

to the multiple determinants of health. 
7. Involves systems development using a cyclical and iterat ive process 
S. Dissemin ates results to all partners and involves them in the wider dissemina tion of results 
9. IllVolves a long· term process and comm itment to sustainability 

10. Openly address issues of race, ethnicity, racism, and other social div ides, and embody "cultural 
humility

M

I6, recognizing that whi le no one ca n be truly ~compe ten l " in another's culture, we ca n 
demoustrate a com mitment to self· reflection and Critique, working to redress power imbalances and 
to develop authentic partnerships. 

11. Work to assure research rigor and validity bUl also ubroaden the bandwidth and validity"l- to insu re 
that the research question is valid (coming from, or being of importance to the community) and 
that different uways of knowing, • Including community lay knowledge, are valued alongside more 
traditional scientilk sources ofknowledge. l~ 

Source: Israel et al., 1998' and 200S'~; Minkler and Wallerstem, 200811 . 

Following these pri nciples may help strengthen the quality of data and the sta­
tistical power of analysis. Yet as Green and Glasgo\yl8 point out (see Chapter IS), 
although CBPRimproves one facet of external validity-its relevance to "end users" 
of findings in a particular community- CBPR may make it less relevant to other 
communit ies. The more we make a study locally relevant, tailoring it to a particular 
population or community group, the more we make it ungeneralizable beyond that 
setting and population. IS Such research remains important and relevant to others) 
however, in that it was m ade more applicable to typical circumstances, rather than 
settings that are "artifiCially const ructed and controlled" for academic purposes .!S 

We turn now to the more specific ways in which CBPR may add value to 
community-based translational research. 

Benefits of CBPR for Improving 0&1 Research Quality 
and Relevance 

A CBPR orientation to inquiry has the potential to strengthen research quality at 
each step of the process, many of which have direct relevance for study design and 
analysis as well as the dissemination and implementation offindings.Although the re 
are fewer examples of CBPR in D&l research specifically, the strengths of CBPR, 
highlighted below, are increaSingly being pOinted to as a way to remedy the "lack of 
"fit" between an intervention/ research design on the one hand and, on the other hand, 
the realities inherent to target and practice settings, and the information needed by 
policymakers. Such mismatch often leads to "low adopt ion and implementation ."18 

CBPR can help ensure the relevance oj the research topic. When "bench-to-bedside" 
Or "bench-to-curbside" translational research is not seen by patients or communities 
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as holding relevance for their lives and contexts, even the most elegant of research 
designs may fail to achieve their intended effects. Although the far end of the CBPR 
continuum involves comm uni t ies or other stakeholders in identifying the topic to 
be studied, engaging such partners early in the process can help to ensure that even 
invest igator-d riven resea rch is locally relevant and likely to yield useful resul ts. 
Stanford University's Chronic Disease Self-Management Program has been tested 
through numerous peer-reviewed RCTs,19-11 yet whether this program would have 
relevance to Native Americans} who are believed to have the nation's highest rates 
of diabetes/!' was open to question. Working closely with a Community Advisory 
Board of Native Americans with diabetes in Santa Clara County, California} 
Jernigan and her colleagues determined that the program did have relevance but 
would need to be adapted) for example, in beginning each weekly session with a 
blessing and smudging ceremony, increasing session length to allow time for story­
telling) and incorporating the image of a dream catcher into the program's visual of 
the symptom cycleY With these changes, and led by Native American peer educa­
tors} the pilot program had a 100% retention rate, with Significant changes seen in 
a variety of disease symptoms and self-management behaviors. Based on th is suc­
cess, the program was adapted for dissem ination over the InternetH - a medium 
widely used by Native Americans ac ross the United Sta tes since a major, cross-tribal 
newspaper is most easily accessed online. 

CBPR can enhance the quality, validity, sensitivity, and practicality of research 
instruments by involving the local knowledge of community members. Surveys and 
other research instruments that lack cultural sensitivity or that appear naive or ill 
suited to the community being studied can reinforce feelings of disconnection and 
sometimes even be hurtful or insulting. Community inSights into how to rephrase 
questions) or what type of research instrument may be best suited to a given com­
munity (e.g., focus groups versus in-depth interviews) can improve recruitment and 
retention9

-
l2 and) as Cargo and Mercerl l point out, help in "redUcing measurement 

error from survey and interview questions that are not culturally aligned." In the 
Healthy Homes Project in Seattle-Kings County, Washington} Community Health 
Workers administering a standard baseline survey to assess exposure to indoor 
asthma triggers noted that, despite earlier pretesting, questions about whether resi­
dents smoked at home were not sensitive enough to pick up whether or not others 
we re smoking inside the house} and survey modifications resulted. As the study's 
epidemiologists pointed out, "Any loss in the ability to make 'pure' baseline and exit 
comparisons may have been outweighed by the higher qual ity of the exit data" as 
a result of community partner input.15 The integration of different types of info r­
mation and knowledge, through CBPR's inclusion of local knowledge and multiple 
stakeholder perspectives) is particularly relevant to D&I research, which, as Glasgow 
and Emmons (2007) and Green (2001) point out, has largely employed" ... alimited 
and researcher-centered perspective as to what constitute 'evidence.' "6,26 

CBPRcan enhance the likelihood of overcoming the distrust of research by com­
munities that traditionally have been the "subjects" of such research by bringing 
together partners with different skills, knowledge, and expertise to address complex 
problems. Deloria27 coined the term "helicopter research" in reference to the fact 
that in "Indian country," outside researchers often enter to collect their data and 
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then leave, offering nothing in return to local community members. Although such 
an approach has been noted-and criticized-by many communities, it is particu~ 
larly problematic with respect to marginalized groups and populations for whom 
decades and sometimes centuries of oppression, includi ng uneth ical research, at the 
hands of the dominant population have engendered deep distrust.12

,2s 

By increasing the relevance of research interventions, CBPR can increase the likeli­
hood of success, When community input is earnestly sought and valued, interven­
tions may deviate fro m what th e outs ide researchers originally had in mind.29 

Yet such changes may have positive effects for relevance and adaptation, improv­
ing external validity in the process. 28 Furthermore, participation of community 
members, including practitioners and policymakers} can enhance the probability 
of an intervention's adoption, "closing the gap between discovery and delivery." l8 
Community Partners in Care, an RCT to improve the relevance of quality improve­
ment approaches to depression ca re among African Americans, was planned using 
a community-partnered participatory research approach30 and is now being imple­
mented in Los Angeles, California, follOWing these same participatory research 
principles and practicesY The inclusion of multiple stakeholders, among them a 
wide network of agencies, policymakers, and the arts community (since commu­
nity partners felt the arts would provide culturally appropriate avenues for opening 
discussion about the stigma of depression), led to a robus t community engagement 
model whose efficacy compared to more tradition al resources for services models 
andis in the final stages oftesting.3l 

CBPR can improve data analysis and interpretation by enhancing our under­
standing of the meaning of study findi ngs through the contribut ion ofl ay knowledge. 
Although community members often have neither the time for nor the interest in 
being engaged in hands-on data analysis,12,15,32 their help in reviewing and interpret­
ing preliminary findings may add important nuance and deeper understandings of 
study results. 

CBPR can improve the potential for disseminating fi ndings to dive rse audiences 
and translating evidence-based research into sustainable changes in programs, 
practices, and policies. Publication of CBPR translational research studies in peer~ 

reviewed journals is critical, particularly since to date, the number of such publica· 
tions that present their methodological approaches in detail and can demonstrate 
Significant health outcomes, remains small.' I,J) Commun ity and other stakeholder 
par tners, however, can identify additional dissemina tion channels (e.g., ethnic 
media and relevant community events) as well as strategies to more effectively reach 
key community members and decision makers with the findings, A number ofCBPR 
projects also have created workbooks or replication manuals to assist other partner­
ships interested in adapti ng and util izing their approaches, and many of these, along 
With myriad other resources, are now available onli ne through the CommunityTool 
Box (http://ctb.ku.edu) and Community-Campus Partnerships for Health (www. 
ccph.info). 1he combination of community engagement and relevant scientific 
research further can pack substantial political punch, helping to effect policy and 
systems·level changes conducive to more health-promoting environments.H A suc­
cessful CBPReffort in a low-resource San Francisco ne ighborhood with little access 
to fresh fruits and vegetables not only led to the creation of a local "Good Neighbor 
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ProgramH offering incentives to local stores that agreed to stock more fresh fruits 
and vegetables) but it also played a key role in helping secure the passage oflegisla_ 
tion for a statewide demonstration program to help replicate this approach in other 
comrnunities. 34

-
36 Although no funding was allocated after the measure was signed 

into law) a subsequent amendment for a public-private partnership will enable the 
program to be taken to scale. 

Ethical and Methodological Challenges 

Although CBPR can indeed help enhance the quality and relevance of transla. 
tional research, including making substantial contributions to research design and 
analysis, this approach also raises difficult ethical and methodological challenges 
that merit attention.12 ,14.2~ Community and other stakeholders may make recom_ 
mendations that would weaken the rigor of study instruments (e.g., altering vali­
dated scales) or propose changes in study design that may weaken the science) for 
example, when community members object to an ReT or staggered design that 
may be needed to prove whether an intervention had an effect. To avoid such dif­
ficulties) many partnerships now begin by developing memorandums of under­
standing (MOUs) and/or holding colearning workshops where the meaning of 
terms like validity and research rigor are explored from both academic and commu­
nity perspectives, and decisions are made ahead of time about how difficult issues 
will be handled. Par tnerships further have benefited by the development of tools, 
such as Mercer et a1.'s37 reliability-tested guidelines for assessing partnership pro­
cess and progress along multiple dimensions, and tools developed by Israel and her 
colleagues, )8,39 which also have been widely adapted and used. 

When trained community members are engaged in conducting interviews or 
administering surveys, perceptions of bias also may be raised. In communities 
characterized by high levels of distrust borne of years of discriminatory treatment, 
however, as in some rural parts of the Southern United States, involving outside 
researchers in face-to -fa ce data gathering may be unrealistic, especially initially. 
Creative ways of dealing with such problems, such as having residents of neighbor­
ing communities accompany and introduce university researchers in data collec­
tion activities (e.g., door-to-door surveys) may help in building trust and increasing 
participation rates.4 0 

In the data interpretation and dissemination phases of translational research, 
ethical and methodological challenges also may arise if community partners are 
perceived as having an "axe to grind" that could lead them to present findings selec­
tively to furt her the ir community's bes t interests. Addi t ionally, if data emerge that 
could cast the comm unity in an unfavorable light,41 thorny ques tions of commu­
nity ownership and decision-making processes may ensue. As in other stages of 
the research process, colearning sessions and trainings on the importance of accu­
rately collecting, analyzing, and reporting findings, as well as frank discussions 
of community and outside researcher roles and responsibilities in this regard, are 
critical. At the same time} instruments such as Flicker et al.'s~1 recommendations 
fo r Instit utional Review Boards reviewing participatory research may be useful to 
CBPR partnerships in asking hard questions up front, including, fo r example, "What 
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will be done if findings emerge that are unflattering to the community?" As noted 
earlier) process apprai sal instruments that CBPR partnerships can use throughout 
the resea rch process 37

- 39 and careful MOUs between pa rtners can aid in preventing 
or open ly confronting such challenges when they arise. Severa l ethical and meth od· 
ological challenges and how they were dealt with are highlighted in the case study 
that follows. 

iii CBPR CAS E E XAMPLE: THE SAN FRANCISCO 
CHINATOWN RESTAURANT WORKER STUDY 

The Chinatown Res taurant Worker Study is an ongoing CBPR effort to examine and 
address the health and working conditions of restaurant workers in San Francisco's 
Chinatown. Nationwide, workers in the restaurant industry face high rates ofinjury 
and other challenges such as low wages and few benefits, limited opportuni ties for 
upward mobility or wage increases, and other types of occupational injus ticeY -44 
Studying the relationships between restaurant work and worker health is particu­
larly important for immigrant workers who comprise a la rge portion of this work­
force and who may experience disproport ionately greater rates of illness and injury 
due to immigration concerns, language barriers} and lack of awareness of U.S. 
workplace regulations.42 Given tha t restaurants are the largest employer of Chinese 
immigrants,45 one of the la rges t and most rapidly growing immigrant populations in 
the United States research and intervention efforts with Chinese restaurant work­
ers are critical. San Francisco's Chinatown, home to almos t 5,000 people and more 
than 100 res taurants) offered an important setting in which to study and address the 
working conditions and health of this important community. 

Building on strong mutual interest in promoting the health and welfare of 
Chinatown restauran t workers, a partnership was developed in 2007 comprised 
of a community-based organization (the Chinese Progressive Association [CPA]), 
two universi ties (the University of California} Berkeley School of Public Health, 
including UC Berkeley's Labor Occupational Health Program [LOHP], and the 
University of California San Francisco School of Medicine), and a local health 
department (the San Francisco Department of Public Health's Occupational and 
EnVironmen ta l H ea lth Section). Many of the partners had worked previously 
toge ther on other CBPR project s} and the project coord inator (a university partner) 
was a founding member of CPA and a former resident of Chinatown. These exist­
ing relationships grea tly facili tated the establishment of the par tnership as well as 
initia l trus t between par tners . 

The community-university-health department collaborative aimed to follow 
CBPR principles3•L2 and included an ongoing participatory evaluation of partner­
ship process and effectiveness.46 A 12-member Steering Comm ittee, comprised of 
representatives from each partner organization, was formed to serve as the project's 
primary coordinating and decision-making body. A six-member Restauran t Worker 
Leadership Group (RWLG) was es tablished with the goal of facilitating in-depth 
partiCipation from res taurant workers throughout all phases of the project. 

A CBPR grant from the National Institute for Occupational Safety and Health 
(NIOSH) supported partnership development, an ecologic study of Chinatown 
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restaurant worker health and safety, described in more detail below, a participatory 
evaluation of the partnership} and some d issemination activities. In keeping with 
its CBPR orientation, the Chinatown project kept the "fi nal" phases of CBPR_ 
dissemination and translation offindings into action-at the forefront of planning 
from the study's onset. For example} the team sought additional funding early in 
project from a large philanthropic organization} The California Endowment} which 
supports and encourages CBPR and policy~level intervention. This additional fund. 
ing enabled the partnership to more broadly disseminate study findings and trans~ 
late research findings into programs and policies to promote worker health. The 
community partner 's long history and success in organizing and advocacy made 
CPA wel( suited to lead these expanded dissemination and translational activities, 
and it served as the lead agency on the California Endowment grant. 

Participation in Study Design 

Partners' collaboration in study design began during grant writing and intensi­
fied once study funds, the Steering Committee} and the RWLG were all in place. 
Consistent with part ners' values and CBPR principles and recognizing the mult i­
level nature of factors influencing restaurant worker health, the Chinatown study 
employed an ecologic deSign. The study was comprised of a community-based 
cross-sectional survey of Chinatown restaurant workers} conducted by trained 
worker partners. It also included standardized observations of hazards to workers 
in Chinatown restaurants conducted by health department staff during food safety 
inspections. All partners, including RWLG members, actively participated in work­
ing groups to develop data collection protocols and study instruments. Involving 
all partners in study development reqUired significant time and commitment from 
all partners. In addition, considerable resources were needed for critical services 
such as translation of documents into Chinese and English and simultaneous 
interpretation into Cantonese or English at project team meetings. 

To more effectively involve RWLG members} Chinatown restaurant workers 
with no prior research experience, an eight-week training was held at the beginning 
of the study on topicS such as workplace health and safety} workers' rights} research 
goals, and research-related topics such as confidentiality, informed consent} and sur­
vey administration. After the initial training, the RWLG met biweekly to provide 
feedback on study instruments} develop a recruitment plan for the worker survey} 
and prepare to pilot-test the survey instrument. Interactive activities such as risk 
mapping/H9 neighborhood mapping} and mock food inspections in a simulated 
kitchen were used to enhance workers' participation. 

The instruments developed by the collaborative are described below with some 
examples of how the involvement of diverse partners improved their quality, and 
thereby enhanced thei r application and outcomes. 

Worker Survey 

A standardized questionnaire was developed to measure Chinatown restaurant 
workers' health and work experiences. A draft instrument} created with inputs 
from all partners, was reviewed and revised by the RWLG and then finalized after 
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piloting with 15 restaurant workers. The participation of CPA in the development 
of the questionnaire resulted in many additions to the original draft created by uni­
versity partners. These included questions designed to learn more about the broader 
context of workers' lives (e.g.) wages} housing} health and social service utilization} 
and workers' civic engagement}. The RWLG 's participation in survey development 
resulted in some important wording addi tions to standardized scales (e.g.) explain­
ing such idioms as "butterflies in my stomach")} as well as new questions to docu­
ment previously ignored hardships in their work environments such as harassment} 
violence, and wage and tip theft .46 

Procedures for survey recruitment and administration similarly were collab­
oratively developed by all partners. The participation of CPA and the RWLG, in 
particular} was critical for anticipating possible risks to participants (e.g.) worker 
retaliation) and developing a protocol that assuaged participants' fears and safe­
guarded their identities. Members of the RWLG and 17 additional community 
members who were hi red as surveyors went through intensive training in informed 
consent and study procedures prior to their involvement in recruiting partic ipants 
and administering the survey. 

Restaurant Observations 

A 13-item observational survey} the Restaurant Worker Safety Checklist l was devel­
oped to collect restaurant-level information about the presence of required labor 
law postings, occupat ional hazards, and safety measures, equipment} and behav­
iors during regularly scheduled food service inspections. The health department 
partner, SFDPH, took the lead on the development of the checklist, with additional 
inputs from community and academic partners and health department food inspec­
tion staff. RWLG members' recommendations resulted in important improvements 
to the final tool. As they pointed out, fo r example, the checklis t should not only 
assess whether posters detailing Occupational Safety and Health Administration's 
(OSHA) regulations and San Francisco's wage ordinance were present but also 
Whether Chinese language versions were posted. Further, the checklist should not 
just assess whether first aid kits were visible but document whether they were fully 
stocked (82% of res taurants did not have fully stocked kits)," 

SFDPH was solely responsible for the administration of the checklist. However) 
community and university partners shadowed health department staff during 
checklist piloting. This enhanced partners' understanding of the types of challenges 
present in restaurants that affect both data collection and worker health. 

Participation in Data Analysis and Interpretation 

The collaborative was successful in exceeding research targets. Surveys were com­
pleted with 433 restaurant workers) and observational data using the Restaurant 
Worker Safety Checklist were collected by health department staff in 98% of 
fhinatown restaurants that were open for business at the time of data collection 
1 n: 106 of 108 possible restaurants). Once data were collected, the partnership fol­
.Owedan agreed-upon process for preparing and analyzing the findings. This process 
Included all partners and was deSigned to build upon partners' existing skills and 
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expert ise (e.g., data analysis and knowledge of local context) as well as codevelop 
and enhance additional skills necessary for improved interpretation of study results 
(e.g., "outsiders'" understanding of local culture and context and RWLG members' 
knowledge of how to read data tables), 

University partners took the lead in preparing and analyzing the survey data, and 
health department partners did so for the observational restaurant-level data. During 
the analysis period, preliminary results were routinely shared with all par tners through 
e-mail communications and presentations at Steering Committee, RWLG, and other 
project meetings. Acritical component of the analysis phases of the study was the ongo­
ing involvement of restaurant workers in data interpretation. Sixmonthly data i nterpre­
tation workshops were held with the RWLG members at CPA's office in Chinatown. 
These workshops, conducted in Chinese by CPA staff and the project coordinatorwith 
additional support from other university and health department partne rs, employed 
hands-on learning to teach RWLG members to speak "data language" and to facilitate 
thei r participation in the interpretation of checklist and survey findings. 

RWLG members provided many insights into the data no t originally apparent 
to other par tners. For example, when conSidering findings indicating that cooks 
wore long-sleeved sh irts or cook jackets in only 10% of restaurant observations 
conducted,50RWL G members suggested that, in addition to the high kitchen tem­
peratures, this was likely due to Chinese male cooks' viewing of burns and cuts as 
"badges ofhonor."4iS Similarly, RWLG members helped identify and provide context 
for some survey findings that they believed to be Qverreported due to workers' fears 
of employer retaliation or misinterpretation. For example, the RWLG doubted that 
58% of restaurant worker respondents ac tua lly received paid sick days, as reported, 
explaining, "When people ask for a day off, they work another day later ... workers 
often understand this [having to make up a day for taking a sick day] as sick leave," 
Similarly, the RWLG explained that many of the statistics related to health, such 
general health status (SF-36) and work-related inj uries, were likely underestimated 
due to the fact that many workers would only report major problems "like cancer." 
One member summed up this phenomenon, saying that Chinese workers think that 
"unless you're really sick, you're healthy." RWLG members felt that the same phe­
nomenon resulted in an underreporting of abusive treatment at work such as being 
yelled at (reported by 42%), RWLG felt that those responding in the affi rmative 
were probably only those for whom the "yelling had made them cry," explaining tha t 
they are constantly being yelled at by their supervisors. 

1he in-depth participation of all partners in data analysis and interpretation 
resulted in all partners} including restaurant workers themselves, having a detailed 
knowledge of study fi ndings, This greatly enhanced equitable and high-level involve­
ment in dissemination of study results as well as the use of data in the creation of 
t ranslational strategies, discussed below. 

Community and stakeholder participation in disseminating 
and translating results into programs and policies 

In contrast to the research phase of the study, in which the researchers, in many 
ways, took the lead on guiding activities, the community and heal th department 
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partners are leading in the "final phase" of the Chinatown CBPR effort. The part· 
nership's d isseminat ion plan includes sharing st udy findings through both sci­
entific and lay/ ethic media as well as ta rgeted meetings with restaurant workers, 
res taurant owners, and key policy and decision makers. Recognizing that diverse 
purposes and audiences would require different types of communications, the part· 
nership created several diffe rent reports to share findings: (1) a repor t of worker 
survey findings authored by university partnersjSI (2) a report of restaurant obser· 
vatioo findings written by health department partnersj50 and (3) a comprehensive, 
visually appealing, and action-oriented report authored by CPA52 that draws from 
the two previous repor ts to layout a vision for improving working conditions for a 
healthy Chinatown. The collaborative's dissemination activities, like other CBPR 
efforts,53,$4 are guided by agreements regarding publication and presentation estab­
lished early in the study. These gUidelines emphasize coownership of data and coau­
thorship. To date, all partners have participated in presenting study findi ngs and 
have served as coauthors on the peer-reviewed papers published to date. 46,55 

Multiple efforts are currently underway to translate study finding into sustain· 
able improvements for Chinatown restaurant workers. As a resul t of the significant 
lack of labor law posting documented in this study (e.g., only 15% of observed res· 
taurants had posted workers' compensation in English and 8% in Chinesej just 24% 

had the city's sick leave regulation posted in English and 23% in Chinese), and the 
results of a subsequent study to examine compliance with labor law posting in res­
taurants within and beyond Chinatown, SFDPH began requiring proof of workers ' 
compensation insurance coverage for all new and change~of-busjness health 
permits. 'The health department is also taking addi tional steps to assess citywide 
compliance with these policies. For example, as a result of study findings that 50% 

of Chinatown restaurant workers did not receive minimum wage, 52% reported not 
receiving paid sick leave, 40% didn't received mandated work breaks, and 97% did 
not receive the city's required health care coverage, SFDPH sent formal letters to 
regulatory bodies such as the local Office of Labor Standards Enforcement (OSLE) 
to share study findings and request collaboration in improving enforcement of 
these laws. As a result, OLSE and SFDPH are exploring mechanisms to improve 
violator identification and enforcement.55 Additionally, the health department has 
obtained new funding with study partner LOHP to explore feasible ways to involve 
food safety inspectors (who have legal access to restaurant environments) in the 
promotion of workers' heal th. 

CPA is leading a number of efforts to implement or support action interventions 
based on study findings. Educational activit ies with restaurant workers, which began 
early in the project with the RWLG, have been scaled up in number and scope, to 
reflect study findings. Efforts to educate workers are a result of our finding that 64% 
of workers surveyed did not receive any mandated health and safety training at work, 
and documentation, through the study, of wage theft and many other regulatory viola­
tions. OngOing educational efforts include Worker Teas held monthly at CPA, educa­
tional exchanges with other workers and worker rights groups around San Francisco 
and nat ionally (e.g., at a large workers' Social Forum), and others. Since no study of 
this magni tude had previously been conducted with Chinese restaurant workers in 
the United States, and since restaurants remain the largest employer of immigrant 
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Ch inese workers throughout the nation study findi ngs have been cited by worker 
centers and other organizations in New York, Los Angeles, and other major cities. 

Additionally, in consultation with project partners and other stakeholders, and 
based in part on study findings/ CPA has developed a key set of recommend actions 
to improve the health and well-being of Chinatown restaurant workers. These 
include: (1) convening community stakeholder roundtables to develop solutions 
for creating healthy jobs and a healthier community; (2) strengthening government 
enforcement aflabor} heal th, and safety laws; and (3) significantly increasing invest­
ments in healthy economic development and responsible employment prac tices in 
Chinatown. Alongwith these general recommendations, CPA has drawn up a num­
ber of municipal policy actions. The above-mentioned report authored by CPA details 
these recommendations and the asso ciated policy agenda. 52 The report was launched 
in September 2010) with many project partners and close to 170 community mem­
bers} neighborhood organization representatives, media personnel and policymak­
ers in attendance. With the lau nch, which received widespread media coverage in 
local newspapers, television and radio programs, as well as on line, CPA initiated a 
Low Wage Worker Bill of Rights organizing campaig n to create support for policy 
change. At a kickoff event on the steps of the City Hall in Spring 2011, CPA and its 
partner organization} the ProgreSSive Workers Alliance} introduced a multipronged 
pol icy approach to preventing or redressing wage theft and related violations} as well 
as improving worker education and protection for employer retaliat ion. When speak­
ing on the bill he cosponsored} a prominent local Supervisor remarked, "I am proud 
to be introdUcing local legislation that is drawn from act ion-based research and bot­
tom-up grass roots organizing that will help st rengthen labor law enforcement in San 
Francisco and give workers a meaningful voice in stopping wage theft in our city.n 
The event} attended by many community, academic, and health department partners 
from the study, as well as policymakers and others, was captured on several nightly 
news programs, and in a prominentstoryin the leading local newspaper the next day. 
It also was widely covered in the ethnic media locally and beyond. 

Parallel dissemination act ivities underway by members of the partnership 
include efforts by the Labor Occupational Health Program and the San Francisco 
Department of Health to investigate the potential for disseminating the Res taurant 
Worker Checklist to other health departments within California and nationally. 
The sharing of the final report of restaurant observation findings and the project's 
observation al checklist tool through the SFDPH's website (http: //www.sfphes. 
org/publications/Restaurant_Health_Safety _ Checklist.pdf), as well as an ar ticle 
about the check list in Public Health Reports, 55 a journal that is recei ved by many 
health departments and public health practi tioners a round the nat ion, also are 
expected to help faci litate the dissemination process. 

LESSO N S LEARNED AND IMPLICATIONS 
FOR DISSEMINATION AND IMPLEMENTATION 
RESEARCH 

The Chinatown Restaurant Worker Project descr ibed above in many ways exem­
plifies the potenti al va lue of CBPR fo r improving the relevance of research and 
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enhancing the dissemination and implementation offindi ngs through collaborative 
design, analysis, dissemination, and research translation. Drawing on this and other 
participatory research case studies, as well as the now substantial body of litera­
ture in the field of CBPR, we present key lessons learned and their implications for 
research dissemination and implementa tion. 

Through the codevelopment of research priorities and design with commu­
nity and other stakeholders, CBPR can help ensu re that the research is relevant to 
the communitYI potentially helping improve its external validity. 56 Further, such 
cogeneration of research topic and study design can enhance buy-in and shared 
commitment on the part of all partners in moving from research to action. In the 
Chinatown CBPR study and numerous others,lI·11,I5,lS,S7 the participation of com­
munity partners in the design of research instruments resulted in the generation 
of new survey items and improved data-gathering tools that in turn proved criti­
cal to a fuller understanding of the topiC under investigation-and the design of 
subsequent research-based action. 

Inclusion of multiple stakeholdersJ including but not limited to a strong com­
munity partner, also is advised. As illustrated in the Chinatown case study, haVing 
as a partner a local health department can be important for gaining entree into the 
community and to environments (i.e" worksites) that otherwise would likely be "off 
limits." FurtherJ including as partners one or more policymakers, and/or haVing a 
strong policy mentor, may be critical for those partnerships wishing to help affect 
broader, systems-level change. In West Oakland, California, a CBPR partnersh ip to 
study and address the large number of diesel trucks driving through and idling in a 
low-income portside community, profited early on by includi ng a local city council 
member as a policy mentor and active partner. By hold ing monthly meetings in the 
councilor's office, where study findings were discussed and a proposed new truck 
route ordinance designed, the partnership was able to get many disparate stakehold­
ers to the table, and several subsequent policy wins followed in part as a result. ~8 

The special benefits of a participatory approach for dissemination of study find­
ings through diverse channels and to multiple audiences also should be under­
scored. Publication of study methods and findings in respected peer-reviewed 
journals is, of course, critical, both for extending the study'S reach and underscor­
ing its scientific merit. Yet as Canadian scholar Dennis Raphel is fond of asking, 
"If an article is published in Social Science and Medicine but nobody reads it, does 
it exist?" A prolific scholar himself, Raphel's message is not to avoid publishing, 
but rather to insure that we do not stop there. Many CBPR partnerships, including 
the Chinatown study, have a special subcommittee that helps to ensure the wide 
dissemination of findings through a diversified strategy. Proposed journal articles 
and abstracts for presentations at professional meetings, typically with community 
partner coauthors, are reviewed by these committees. But attention also is focused 
on effective use of the mass media {including local language newspapers)1 presenta­
tions at community forums, development of policy briefs based on study findings} 
and other nonacademic means of disseminating findings to promote education and 
action. The involvement of multiple stakeholders, especially those "in" the commu­
nity) increases the capacity to disseminate findings in a meaningful and culturally 
appropriate way. 
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Furthermore, as in the Chinatown project, the inclusion of a health department 
may enhance the partnerships' abil ity to speak the " language" of, and have greater 
success in engaging, regulators and policymakers in organizational. and policy. 
level interventions to address research findings. As an inherently collaborative and 
colearning process, CBPR enhances the expertise and capacity of all partners for 
culturally appropriate research and prevention th at addresses contextual factors . 
While university partners bring research expertise to the table, the inclusion of com­
munity and health department partners, who often are more skilled in organizing 
and policy advocacy than their academic counterparts, can be critical for ensuring 
that fi ndings are t ranslated more broadly into innovative ac tions to address social, 
economic, and political determ inants of health. Such ac tions may be more likely to 
result in sus tainable and long·term impacts than more traditional health and public 
health interventions. 34•S9 

Ethical and methodological challenges will almost invariably emerge in the 
course of a CBPR effort-a fact that underscores the importance of preparing} in 
advance via MOUs or less formal mechanisms, as well as encouraging ongoing dia­
logue around tough issues such as funding and workload equity. Although as noted 
above, usefu l instruments have been developed to help gUide such discussions, J7·J9,H 

the unique composition and needs of each par tnership suggest the utility of tailor­
ing such tools} or devising new ones! to best serve a particular partnership. 

Among the most challenging aspects of CBPR, with speCial releva nce to D&1 
research! is that th is orientation to resea rch requires a long-term commitment from 
all partners. In addition to the added time involved in front-end partnership build­
ing and maintenance (e.g.} involving numerous steering committee and adVisory 
board meetings! community meetings} retreats, etc.), the translation and action 
phases of such work may often not take place until after the funded research period. 
In a Harlem, New York-based CBPR effort to promote the successful community 
reintegration oHormer substance·abusing inmates} several key policy victories were 
achieved only well afte r the project's federal support had ended. Had the Harlem 
Community and Academic Partnership members not continued to work together, 
the impressive policy changes to which they contributed, including legislation 
mandating discharge planni ng services, help finding hOUSing and drug treatment 
services} and reinstatement of Medicaid coverage immediately upon release from 
prison or jail! might never have been achieved. s7,60 Complicated issues take time 
to understand and address! and rarely align neatly with academic or community 
partner timetables. 

Successful translation and use ofCBPRfindings also may require obta ining addi­
tional funding, including some from nongovernmental and other sources that can 
constric t or preclude advocacy on behalf of relevant legislation. In the Chinatown 
case study, substantial supplemental funding from a large and progressive fo un· 
dation committed to policy-level change, with the community partner as the lead 
agency! proved particularly suited for translating study finding into policy· level 
interventions. Yet philanthropic organizations differ in their support for policy· 
re lated ac tivities, and CBPR partnerships whose goals include ac tion on the legis la· 
tive level should determine in advance whether and to what extent their funding 
source(s) will support and/or even allow such activity. 
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II S UMM AR Y 

An inherently action-focused research orientation, CBPR is particularly well suited 
to 0&1 research. As suggested in this chapter, although CBPR is not relevant in all 
or even most research contexts, when there is goodness-of-fit between this orienta­
tion to research and a proposed study, significant value can be added to both the 
processes and outcomes of the research. Prominent among the latter are enhanced 
dissemination and implementation of fin dings through the authentic engagement 
of community partners and other stakeholders throughout. In our discussion of 
CBPR, and our use of the Chinatown Restaurant Worker Study to illustrate its prin­
ciples in action, we have highlighted manyofthe benefits CBPRcan offer to research 
and its dissemination and implementation. Drawing on this and other CBPR case 
studies and literature, we also have suggested a number of implications that CBPR 
holds for dissem ination and implementation resea rch and bridging the gap between 
research and practice. 

In concluding, we would like to emphaSize an additional and important 
st rength that CBPR offers for reducing health disparities Cas d iscussed in Chapter 
22). When conducted in accordance with its key tene ts and principles) CBPR can 
be an important paradigm for promoting not only health equity in the sense of 
distributive justice, but also the uprocedural justice"61 necessary for real change to 
take place, and be sustained over time. Procedural justice has been described as 
involving "equitable processes through which low-income communities of color, 
rural residents, and other marginalized groups can have a seat at the table-and 
stay at the table-having a real voice in decision making affect ing their lives."3~ 
In the words of one RWLG member from the Chinatown study, involvement in a 
CBPR study and its subsequent translational efforts can yield "courage to confront 
problems in [our] community." Through reciprocal capacity building of commu­
nity, university, and other partnersi its establishment of "structures for participa· 
tion"; and its provisionJ especially for under represented communities, of a "place" 
for their voices to be heard and a way to make change,B CBPR can be a potent 
mechanism for addressing some of the social and other inequalities at the heart of 
many health disparities. 

SUGGESTED READINGS 
Cargo M, Mercer SL. The value and challenges of participatory research: strengthening its 

practice. Ann" Rev Public Health. 2008;29,325-350. 
This thorough and sophisticated article on CBPR in the healthfic1d provides a critical 

review of the literature, followed by an "integrative practice framewore' highlighting key 
domains including values and drivers (such as knowledge transfer and self- determination)} 
partnership processes) and the interpretation and application of research outcomes. 

Israel BA} Schuh AJ, Parker EA, Becker AB. Review of community-based research: 
assessi ng partnersh ip approaches to improve public health . AmlU Rev Public Health . 
1998;19,173-202. 

The single most cited paper in CBPR in the health field. 111is paper introduces CBPR) its 
Core principles} as well as some of the challenges ell tailed in their impiemelltatiolf. III addition 
to providing a review of the literature) this work tlses early lessons of the Detroit Community­
Academic Research Center to explicate CBPR pri/1riples and their implementation. 
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Israel BA, Eng E, Schultz A, Parker E. Methods ill Community·Based Participatory Research 
Jar Health. San Francisco, CA:Jossey·Bass;2005 . 

Edited by Jour leaders ill the field, this book provides an introduction to a wide range 
oj methods in CBPR, including topics such as partnership development and maintenance; 
community assessment and diagnosis; definition of issues, documentatiot! oj partnership 
processes, and the interpretation, dissemination, and application oj research findings. 
Its 17 chapters and 16 appendixes include many tools and examples from tile Detroit 
Community.Academic Research Ce nter and elsewhere to illustrate the methodological 
approaches and otlltr topiCS under consideration. 

Minkler M, 'Wallerstein N. Community·Based PartiCipatory Research Jor Health: From 
Process to Outcomes. 2nd ed. San Francisco, CA: J ossey·Bassj2008. 

The first major volume on CBPR in the heaIthfield in the United States, this coedited text, 
now in its second edition, includes 21 chapters and 12 appendixes covering a wide range of 
theore tical, methodological, ethical, and practical issues in CBPR, with a special emphasis 
on policy and other health·related outcomes. Key topics incftlde the theo retical and practice 
roots oj CBPR, issues oj power and trust in working cross·culturally, ethical and method· 
ologica l challenges, participatory evaluation, and CBPR and policy. Numerous case stud· 
ies and practical tools are included}Jor example, reliability· tes ted guidelines Jor appraising 
participatory research and gtlidelines Jor institutional review boards (IRBs). 

O'Fallon L, Dearry A. Commun ity·based participatory research as a tool to advance envi· 
ronmenta l health sc iences. Environ Health Perspect. 2002; 110(SuppI2): SI55- 159. 

Although specifically Jocused on CBPR as it relates to etlvironmental health and envi· 
rOllmental justice} this seminal artide provides a thoughtfullayillg out oj the ways in which 
community etlgagemcnt strengthens research processes and outcomes, as well as the chal· 
lenges inherent in this approach. Several case studies from environmental health are used to 
illustrate the issues raised, and the article remains widely cited in public health and other 
disciplines. 

SELECTED WEB S I TES AND TOOLS 
The Com munityTool Box (http://c tb.ku.edu).Created by the Work G roup for Community 

Health and Development at the University of Kansas, and over 6,000 pages in length, 

this wel l-organized website offers numerous tools for participatory community assess­
ment and evaluation, as well as other aspects of CBPR and related approaches. 

Community·Campus Partnersh ips for Health {www.ccph.in fo).Th is site is a porta l to a 
wide ar ray of resources for par tnerships undertaking CBPR, including sample mem· 
oranda of understanding, tools for collaborative asset and risk mapping! research 

dissemina tion, and a rticles and workbooks on the tra nslation of find ings into policy 

and practice change. 
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