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Abstract

Social and health inequities among communities of color are deeply embedded in the United States and were exacerbated
by the COVID-19 pandemic. Community-based participatory research (CBPR) is a powerful approach to advance health
equity. However, emergencies both as global as a pandemic or as local as a forest fire have the power to interrupt research
programs and weaken community relationships. Drawing from Public Health Critical Race Praxis (PHCRP), as well as our
research experience during the pandemic, this article proposes an expansion of prior CBPR principles with an emphasis on
advocacy and storytelling, community investment, and flexibility. The article summarizes key principles of CBPR and PHCRP,
contextualizes their relevance in COVID-19, and outlines a practical vision for crisis-resilient research through deeper
engagement with antiracism scholarship. Structural barriers remain an issue, so policy changes to funding and research
institutions are recommended, as well, to truly advance health equity.
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Impact Statement rates in each of these racial and ethnic groups were at least
three times those of non-Hispanic White individuals in 2020
(Centers for Disease Control and Prevention, 2021). The stark
inequities in reported COVID-19 cases and deaths among
communities of color both underscore significant structural
disadvantages rooted in historical and contemporary racist
policies, practices, and norms that predate the pandemic and
highlight the need for immediate and enduring programs and
policies to promote health equity (Bailey & Moon, 2020).
Community-based participatory research (CBPR) is a par-
ticularly powerful and effective approach to reducing health
inequities among communities of color that have been subject
to mistreatment and unethical research practices (Chavezetal.,
2008). This approach brings together community members,

The COVID-19 pandemic has negatively affected both com-
munity-based research programs and the communities they
work with, especially communities of color. With research-
ers seeking ways to meaningfully engage with communities
and respond to acute needs, we provide recommendations for
CBPR practice for use both during the pandemic and into the
future. While a great deal of prior research has documented
best practices for CBPR, much of this work does not specifi-
cally incorporate an antiracism lens nor prepare researchers for
emergencies within their respective communities. This article
presents an expansion of existing CBPR tenets to emphasize
advocacy and storytelling, community investment, and flex-
ibility to ensure crisis-resilient and equitable solutions.
Social and health ir}equities among C(.)mmunities O.f color are 'University of Colorado Anschutz Medical Campus, Aurora, CO, USA
deeply embedded in the social fabric of the United States 2University of South Dakota, Vermillion, SD, USA ' T
(Williams & Cooper, 2019). These inequities were exac- 3Missouri Breaks Industries Research, Inc., Pine Ridge, SD, USA
erbated in salient ways with the advent of the COVID-19 Corresponding Author:

pandemic (Gauthier et al., 2020; van Dorn et al., 2020). The g, 1 ¢ "3 jand, Colorado School of Public Health, 13055 East 17th
virus disproportionately affected Black, American Indianand  Avenue, Aurora, CO 80045, USA.

Alaska Native, and Hispanic communities; hospitalization Email: sarah.e.boland@cuanschutz.edu



https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/heb
mailto:sarah.e.boland@cuanschutz.edu
http://crossmark.crossref.org/dialog/?doi=10.1177%2F10901981211054791&domain=pdf&date_stamp=2021-11-03

12

Health Education & Behavior 49(1)

academic researchers, and organizations with diverse back-
grounds, skills, and knowledge bases as partners to ensure
all voices are heard throughout all phases of research (Leung
et al., 2004; Wallerstein et al., 2017).

Complementary to CBPR is the body of literature sur-
rounding antiracism praxis, a relational and reflexive pro-
cess of confronting, undoing, and eradicating racism in
systems, structures, and policies (Came & Griffith, 2018).
Two major frameworks inform antiracism praxis in public
health: critical race theory (CRT) and Public Health Critical
Race Praxis (PHCRP). Critical race theory emerged from
critical legal scholarship in the 1980s and posits that rac-
ism is deeply embedded in American society and ordinary
life, thus shaping social, political, and economic structures
(Delgado & Stefancic, 2017). Ford and Airhihenbuwa
(2010b) translated the legal framework into the public
health field with the introduction of PHCRP, a semi-struc-
tured process that combines theory with action to center
racial equity in research.

The relevance of CBPR and PHCRP has been highlighted
by the unprecedented events of 2020—the COVID-19 pan-
demic, overt instances of racialized police violence and mur-
der, and the movement for Black lives. Each of these events
demonstrate the need to challenge racist systems and con-
tinually center our work in the margins—making the voice
of the socially marginalized groups the focus, rather than
those belonging to the dominant group. Missing, however,
from these two frameworks is an explicit focus on research in
the face of crisis. This past year, numerous CBPR programs
were forced to curtail in-person activities due to COVID-19,
jeopardizing the trust and progress of community—academic
partnerships (Christopher et al., 2008).

While the COVID-19 pandemic represents a global
crisis unique in scale, it is not entirely unique in the way
it has slowed public health practice and research. Public
health activities are often interrupted by smaller scale, local
events. In tight-knit Native reservations or village commu-
nities, the death of a respected elder can bring significant
disruption, as well. Thus, while we discuss public health
resilience during the COVID-19 pandemic in this article,
the principles apply to any range of crises that upset com-
munity life and stability.

Here, we summarize key principles of CBPR and PHCRP,
contextualize their relevance in COVID-19, and then call on
public health professionals to widely adopt CBPR with a
greater emphasis on advocacy and storytelling, community
investment, and flexibility to center community needs and
promote community-led, evidence-based solutions. We pro-
pose ways to act on and reimagine CBPR tenets to promote
deeper, long-term investment to ensure health equity in times
of emergency, global or local. We credit much of this piece
to the lessons learned from the resilient, compassionate, and
flexible Tribal leaders and partners who have saved hundreds
of lives in their communities.

Community-Based Participatory
Research

Background and Tenets

CBPR represents not a specific set of research techniques or
methods, but rather a research orientation based on the belief
that community members can and should hold both decision-
making and leadership roles in research (Burhansstipanov
et al., 2005; Wallerstein & Duran, 2006). This community
centered approach ensures that the research is relevant to the
needs of the community, knowledge and resources are equally
shared, and findings can be used to inform social transforma-
tions necessary to address adverse health outcomes (Israel
et al., 1998; Israel et al., 2001). Unlike in Westernized tradi-
tional research practice, CBPR research questions originate
from community concerns and are addressed in collaboration
between researchers and community members (Wallerstein
etal., 2017). The varying perspectives of these partners allow
for understanding the social, political, and economic systems
that underlie health inequities and shape health behaviors and
outcomes (Berge et al., 2009).

Over the years, various researchers have proposed key
principles of CBPR; the most cited being the eight first dis-
cussed by Israel et al. (1998):

1. Recognizes community as a unit of identity

2. Builds on strengths and resources within the
community

3. Facilitates collaborative partnerships in all phases of
the research

4. Integrates knowledge and action for mutual benefit of
all partners

5. Promotes a co-learning and empowering process that
attends to social inequalities

6. Involves a cyclical and iterative process

7. Addresses health from both positive and ecological
perspectives

8. Disseminates findings and knowledge gained to all
partners

Since the late 1990s, CBPR has expanded and morphed,
becoming a widespread practice outside academia, such as
in community nonprofits and local public health organizations
(Berge et al., 2009; Brush et al., 2020).

CBPR approaches can be most effective when supported
by a practice of PHCRP. The four focus areas of PHCRP—
contemporary racial relations, knowledge production, con-
ceptualization and measurement, and action—include 10
principles researchers can follow to move beyond “document-
ing disparities” to challenging the roots of health inequity
(Ford & Airhihenbuwa, 2010b). Many of the 10 principles are
at the foundation of CBPR—such as, social construction of
knowledge, critical approaches, intersectionality, and voice
(Ford & Airhihenbuwa, 2010b). For example, by promoting a
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co-learning and empowering process, experiential knowledge
is shared and valued in tandem with technical knowledge.
Or by addressing health from an ecological perspective, the
primacy or role of race in outcomes is considered. Additional
linkages between CBPR principles and PHCRP principles are
mapped in Table 1.

Challenges in Implementation

CBPR approaches provide a roadmap for meaningful com-
munity partnership, but following this roadmap can be chal-
lenging in practice. Constraints of conducting meaningful
CBPR are not new, but many have been exacerbated during
the COVID-19 pandemic. Such constraints include the fol-
lowing: institutional legitimacy of conducting CBPR, lack
of funding to support community-oriented research, and the
time required to build meaningful community partnerships
(Ahmed et al., 2004; Jardine & James, 2012; Nyden, 2003).
The COVID-19 pandemic has also presented unique chal-
lenges around CBPR, particularly in partnerships, like ours,
with American Indian and Alaska Native reservation communi-
ties. These include maintaining community relationships when
travel is limited due to safety concerns and, thus, in-person
meetings cannot be held; maintaining staff on-site in communi-
ties when research activities are on hold and grant funding can
be used only for specific allowable expenses; and being respon-
sive to pressing community needs (e.g., masks, hand sanitizer,
access to food) that are independent of research efforts. Thus,
although challenges of CBPR are not new, the COVID-19 pan-
demic has highlighted areas where research relationships can be
stretched during times of crises; CBPR approaches should be
amended to accommodate broader public health goals.

Opportunities to Recalibrate CBPR
Toward Crisis-Resilience, Using PHCRP

Researchers frequently have little time or resources for the
level of community engagement necessary for effective CBPR
(Wallerstein, 2006). The COVID-19 pandemic has forced
an unprecedented pause in in-person research activities; we
took this unexpected turn of events as an opportunity to slow
down and deepen our focus on community engagement and
health equity. In reflecting on this process, we propose a new
framework to support community partners in responding to
the COVID-19 pandemic and future crises. This framework
honors traditional principles of CBPR but also acknowledges
the need for new tenets that leverage advocacy and story-
telling, community investment, flexibility, and aligns CBPR
tenets more directly with PHCRP principles (Table 1).

Table 1 outlines an expanded, crisis-resilient set of CBPR
tenets, including four tenets from the original approach to
CBPR (Israel et al., 1998) and three new tenets. Four of the
eight original tenets were highlighted here because of their
critical importance in any crisis response; the other four
original CBPR tenants remain important, however. We map
the relationship of each CBPR tenet to PHCRP principles,

propose ways to practice the tenet both prior to and during
any community crisis, and finally, outline potential benefits
for community and research partners.

The new tenets are drawn from more recent literature (Brush
et al., 2020; Burhansstipanov et al., 2005; Collins et al., 2018;
Ford & Airhihenbuwa, 2010a), the foundations of PHCRP
(Ford & Airhihenbuwa, 2010b), and our own experiences dur-
ing the COVID-19 pandemic. For example, the tenet of story-
telling, or the act of recounting personal stories and narrative,
is drawn from the tradition of counterstories in antiracism
work (Solérzano & Yosso, 2002). Counterstories challenge
the dominant discourse on race, have a rich tradition in many
communities of color such as in Native communities, and have
substantial evidence as a healing methodology (Jackson et al.,
2015; LeBron et al., 2014; Solérzano & Yosso, 2002).

The new CBPR tenets to ensure crisis resilience include
the following: (1) advocacy and storytelling to support com-
munity needs and challenge dominant discourse, (2) com-
munity investment to reduce collateral damage and protect
community infrastructure, and (3) flexibility, both in research
timelines and priorities, as community needs can change in
an emergency (different from the original tenet of “cyclical
and iterative process” in that research needs to be agile from
moment to moment and responsive to local emergencies). The
tenets we propose are not mutually exclusive and are intended
to reflect decolonizing methods and solutions.

Practical examples from our experience conducting research
in partnership with Native communities during COVID-19
illustrate these tenets in action. First, team members (inclusive
of community and university research staff) built on strengths
and resources within the community by relying heavily on
local expertise and tribal policies when making COVID-19
revisions to their program. Our team practiced collabora-
tion in all phases by partnering with community members in
paper writing, safety protocol formation, and other activities
undertaken during the pause. Team members practiced co-
learning by creating community of learning forums to build
capacity among community partners and deepen cultural and
contextual understandings among academic partners. The
pause also provided time to create family-friendly and cul-
turally relevant infographics and games to disseminate find-
ings and knowledge. Team members practiced advocacy by
asking for mask donations in the face of a mask shortage and
COVID-19 outbreak on the reservation. The project lead dem-
onstrated community investment by volunteering staff time to
monitor real-time disease morbidity and mortality indicators.
Flexibility, perhaps the most practiced tenet during the pan-
demic, has been critical as we continue to change and shift
research plans, safety measures, and timelines to align with
local priorities and policies during COVID-19.

Central to each of these examples has been the practice of
identifying, challenging, and disrupting unequal power and
resource distributions, especially those patterned by race. For
example, the tribe as a sovereign nation has the right to deter-
mine when they would like to resume in-person research, yet
our university institutional review board requires extensive
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documentation to apply for resumption approval and imposes
their own restrictions. Our community partners frequently ask
for the ability to decide how and when research occurs in their
community without the paternalistic oversight of academic
polices, such as those governing fiscal or transportation deci-
sions. Advocacy and PHCRP intersect when we push back
against these university systems that perpetuate power imbal-
ances and structural racism.

It is worth noting here that “resilience” is a word with
complicated uses and origins. In traditional models of pub-
lic health, its use has placed undue burden on individuals to
endure unjust circumstances rather than implicating the envi-
ronments and structures that necessitate resilience (Payne,
2011; Ungar, 2011). Crisis-resilience, in this context, refers
to a state of durability within research systems and community
resources; it is not intended to suggest that individual com-
munity members should be expected to be resilient in the face
of inequitable experiences.

Discussion

This commentary reviews various strategies for research—
community teams to strengthen partnerships and research
programs in the face of inevitable challenges. The exam-
ples provided are by no means exhaustive of all the
actions researchers and community members could take
to strengthen partnerships, build capacity, or shift power
and resources during a time of crisis. They are, however,
examples of what can be done to keep moving forward when
other activities are stalled—and of what should be done as
a matter of course.

Community-based researchers play an essential role in
bringing crisis-resilient and antiracist public health into real-
ity, as the bridge between communities and institutions. Their
dual position has the potential to unlock a wealth of knowl-
edge, resources, and capacity that can be leveraged to bolster
community-driven efforts. When working with communities
of color, researchers should be driven by community priori-
ties, informed by local knowledge and values, and attuned to
local assets and vulnerabilities.

However, this roadmap remains constrained by struc-
tural barriers, including limitations to funding, institutional
legitimacy, and time for relationship building (Ahmed et al.,
2004; Jardine & James, 2012; Nyden, 2003). To complement
a crisis-resilient CBPR practice, we call on funding agencies
and academic institutions to build structures that are resilient
and responsive to community crises, no matter how small
(Boland et al., 2021). On a case-by-case basis, we have seen
funders and academic institutions respond differently to the
COVID-19 pandemic (Stoye, 2020). Some funders have been
supportive of continued investment in community partner-
ships during the pause; others have not. To advance health
equity, researchers need funding structures that are flexible
to community needs, such as the ability to repurpose research
funds for emergency supplies (e.g., masks and hand sanitizer,
in the case of the COVID-19 pandemic). University staff need

mechanisms to ensure job security during a research pause so
that investments in research staff capacity are not lost. With
intentional institutional structures in place, a crisis-resilient
CBPR practice is achievable.

Conclusion

The COVID-19 pandemic, like many other national and local
crises, highlighted the profound and unjust health inequities
among communities of color (Gauthier et al., 2020; van Dorn
et al., 2020). The pandemic also reminded us of the risks
of delaying community-driven work, such as reversing the
gains made over the past several decades through successful
academic-community partnerships. However, the resulting
pause in in-person research inadvertently provided the space
we needed to critically examine CBPR and our work. As a
result, we have more deeply engaged with antiracism scholar-
ship and reprioritized advocacy and storytelling, community
investment, and flexibility, all rooted in PHCRP approaches.
The lessons learned from this experience provide the begin-
nings of a roadmap for how community—academic partner-
ships can collaborate more effectively to advance health
equity.
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