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Abstract

Awareness of the impact of disasters globally on mental health is increasing. Known difficulties in
preparing communities for disasters and a lack of focus on relationship building and
organizational capacity in preparedness and response have led to a greater policy focus on
community resiliency as a key public health approach to disaster response. This perspective
emphasizes relationships, trust and engagement as core competencies for disaster preparedness
and response/recovery. In this paper, we describe how an approach to community engagement for
improving mental health services, disaster recovery, and preparedness from a community
resiliency perspective emerged from our work in applying a partnered, participatory research
framework, iteratively, in Los Angeles County and the City of New Orleans. Our approach has a
specific focus on behavioral health and relationship building across diverse sectors and
stakeholders concerned with under-resourced communities. We use as examples both research
studies and services demonstrations discuss the lessons learned and implications for providers,
communities, and policymakers pertaining to both improving mental health outcomes and
addressing disaster preparedness and response.
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Recent disasters such as Katrina/Gulf storms, the September 11 terrorist attacks and
Superstorm Sandy have increased awareness among policy makers, providers, and the public
concerning long-term health risks, including psychological distress, from disaster exposure
and the key role that first responders-- nurses, other medical and emergency response staff
and volunteers—play in mitigating risks early by helping to assure safety, services linkage,
and support for physical, mental and social well-being. Large scale disasters disrupt
physical, social and communication infrastructures and diminish coping resources and social
supports'-3 and pose both temporary and long-term threats to physical and psychological
health.* ® One of the key barriers to recovery among vulnerable populations is high risk of
mental distress and disorders® 6 that interfere with effective help-seeking and timely
evacuation and increase risk for other long-term health outcomes.”- 8 A subset of affected
people develop new disorders and chronic illness and impairment.®-11 Public health threats
such as infectious disease outbreaks and radiation exposure also threaten health security and
create often disproportionate distress in vulnerable groups in under-resourced
communities,12-14

All persons exposed to disasters are vulnerable, but subgroups including children? and
under-resourced ethnic minority communities!2-14 are at high risk for poor outcomes.
Under-resourced communities such as urban communities of color are at higher risk for
poorer health outcomes owing to pre-existing disparities in health, access to services and
environmental risk factors.l: 15 16 They also face disparities in disaster response time and
outcomes.1” 18 Disasters generate multiple stressors that can trigger ongoing psychological
distress in such vulnerable groups®, as observed post-Katrina.” 20: 21 Given that disasters
are unexpected and local resources are often overwhelmed, response is facilitated by first
responders from government agencies and volunteer responders from community-based
agencies including Volunteer Organizations Active in Disasters (VOAD). First responders
also include nurses and other medical staff from public health and medical clinics and
hospitals, emergency response agencies, schools, and volunteers of agencies such as faith-
based groups and neighborhood associations. Responders have diverse roles in preparedness
(outreach, training), response (assessment, services, referral) and recovery (services
rebuilding and coordination). All first responders are also at high risk for psychological
distress and unmet need.?2

To address the broader social and environmental factors that may affect outcomes of disaster
preparedness, response, and longer-term recovery efforts, Community Disaster Resilience
has emerged as recent national policy priority.23 24 CDR follows a community-systems
model19. 25 that emphasizes communication, partnership and activating networks around
disaster-response goals, and community engagement2®: 27 and improved provider
communication with underserved populations.28: 2% However, there has been no operational
definition of CDR or model demonstration of how best to apply these principles in practice
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in vulnerable communities. Building capacity for CDR requires an approach suitable to
integrating and coordinating the perspectives and skills of diverse stakeholders, including
historically vulnerable groups, first responders, and experts in evidence-based approaches to
improving outcomes, including for mental health consequences of disasters. Because
Community Based Participatory Research (CBPR) is recommended for both program
development and research with vulnerable groups39-38 it offers one approach to develop and
operationalize CDR.

Community-Partnered Participatory Research (CPPR)3% 40 is a manualized form of CBPR
that is suitable for this purpose as it promotes equal power and authority of diverse
community and academic partners to develop and evaluate programs while building
scientific and community capacity for using findings and products.* CPPR promotes two-
way knowledge exchange across diverse stakeholders through a community engagement
paradigm. We use the term community to refer to persons who work, share recreation or live
in a given area. Community engagement refers to values, strategies and actions that support
authentic partnerships, including mutual respect and inclusive participation, power sharing
and equity, and flexibility in goals, methods, and timeframes to fit priorities and capacities
of communities.3% 4 The CPPR approach is asset-based and designed to build community
capacity while developing knowledge for scientific and community benefit. A key strategy
is identifying the “win-win” or fit of goals across stakeholders. A CPPR initiative involves
forming a partnered Council, identifying experts to support the work and community forums
for broad input.#2 CPPR unfolds in 3 stages: Vision (planning), Valley (work) and Victory
(products, dissemination) and supports evaluation within a participatory approach.31: 36. 42

Over the past 10 years, we have developed this framework and approach to applying CPPR
to address mental health outcome disparities in under-resourced communities of color in Los
Angeles and mental health recovery post-disaster in New Orleans. Our work across these
two areas has evolved in stages enabling us to apply lessons learned across projects and
share resources across communities iteratively. The signature projects for the evolution of
our approach are Witness for Wellness/=Community Partners in Care (CPIC) in Los
Angeles,*?: 43 the REACH NOLA Mental Health Infrastructure and Training (MHIT)
Program for post-Katrina disaster recovery 44 in New Orleans and the Los Angeles County
Community Disaster Resilience (LACCDR) initiative. All projects were supported in part by
the Partnered Research Center (PRC) for Quality Care, which aims to conduct research
following a CPPR approach to improve mental health outcomes.*> Overall, the Center
follows a learning community model to promote community engaged approaches to address
mental health disparities and to develop a community resilience approach to disaster
preparedness and response.

Figure 1 provides a conceptual model for the community engagement approach to disaster
response, including for mental health that has emerged from our “tale of two cities.”

In the framework, community engagement promoting equal decision making through two-
way knowledge exchange is combined with policy support to promote network development
and integration of community and academic/clinical and public health perspectives, in order
to generate programs that are implemented and evaluated to build community disaster
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resilience or improve mental health outcomes. A key component of the development of
networks, policy, and implementation however is attention to the salience of race and
ethnicity, a process of leadership reflection emerging from critical race theory.6: 47 This
helps assure that programs developed and their implementation will be equitable from a
social justice perspective. The program implementation in services lead to outcomes which
are also determined in partnership; and the results of the evaluation are used in a feedback
loop to build community and academic capacity and inform policymakers to provide further
support for effective and equitable programs for disaster planning. Such a community
learning framework integrates multiple theories, such as social learning, expert opinion, and
organizational learning and quality improvement theory, within an overall socio-ecological
framework.

“Tale of Two Cities” Case Study

The application of the CPPR model to mental health began with the Witness for Wellness
(W4W) project, which paved the way for the model to be applied successfully in subsequent
programs. This project was designed to address the issue of depression and to begin
exploring ways of overcoming the stigma associated with it.42 48-51 While not implemented
in a post-disaster context, W4W was designed and implemented in the resource-poor, urban
setting of South Los Angeles. The project was initiated through a planning process that
presented to nearly 500 community representatives information on both community-based
approaches to address depression and evidence from research studies of collaborative care
and other treatment models for depression in low-income minority communities.*2 Next, a
large planning process*® using multi-stakeholder sharing and consensus methods led to the
formulation of 3 community-academic co-led working groups: 1) Talking Wellness
addressed social stigma of depression and worked to identify culturally appropriate ways of
increasing the dialogue in South Los Angeles about the salience of depression as an issue for
community action;*® 2) Building Wellness responded to concerns about scarcity of
healthcare providers in Los Angeles by developing approaches to support screening and case
management for depressed clients through social services settings,>! using as a starting point
the quality improvement toolkits from the Partners in Care study;>2 and 3) Supporting
Wellness developed strategies to bring the issue of depression to the attention of policy
makers, and advocate for the support of vulnerable communities to address depression.>°
The project led to a number of innovations locally such as use of the arts to engage the
community to build collective efficacy to address depression.>3 A regular feature of this
project was reflection on equity and the salience of race and ethnicity within the project
leadership. As one example, the lead community Pl was an African American female and
the lead academic PI a Caucasian male. Their partnership included many discussions of
equalizing power. Community members, after initially wondering about the appropriateness
of having a Caucasian academic lead, became very supportive after engaging in an open
discussion of concerns about the potential for racism and a history of white supremacy as a
threat to the community. The strong partnership of academic and community leaders which
grew over time helped to achieve a balance that was often commented on by other leaders
and community members at meetings.># 55 This project had a high representation of
unaffiliated community members with high levels of social and/or health needs in leadership
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and membership positions, who worked regularly with academic leaders and system/clinical
leaders from the community. To achieve this, the project had a very strong focus on
diversity, trust building, development of common language and concepts, and transparency;
and most conflicts arising during the course of this project were over these issues rather than
the content of program planning.>®

Overall, the W4W initiative illustrated that addressing mental health challenges such as
depression in vulnerable communities through a community engagement approach, can be a
“win-win”. Community members and agencies gained knowledge of and confidence in
addressing depression and familiarity with evidence-based approaches, while researchers
and community members worked together on community and academic products concerning
mental health. This project gave us confidence in the ability of clinicians and non-clinicians,
both community and academic, to work together to plan large-scale mental health
improvement initiatives in under-resourced communities. Policymakers were also directly
involved in the workgroups, which helped develop opportunities to align community goals
with policy opportunities, such as representing community perspectives in large stakeholder
processes in Los Angeles County.>0

While large scale implementation of the resources developed in the W4W initiative had not
yet occurred in Los Angeles, the partnership model and specific tools were developed
sufficiently to be helpful as resources to the REACH NOLA MHIT Program, a Red Cross-
funded initiative to promote mental health recovery post-Katrina in New Orleans. This
initiative’s relationship with the PRC at UCLA/RAND developed because the PRC Center
Director was the main mentor for a Robert Wood Johnson Foundation Clinical Scholar at
UCLA from New Orleans; at the time, the RWJF program had recently expanded to have a
major focus on community engagement as a skill for clinician investigators.>” In this
context, a new collaboration formed to develop an approach to promote mental health
recovery after hurricanes Katrina and Rita.

Post-Katrina New Orleans was an area in great need of mental health services, but with
minimal access to such care because of damage to much of the traditional healthcare
infrastructure of the city.13 5 58 The MHIT initiative aimed to address this unmet need and
build capacity by activating partnerships among academic institutions including RAND,
UCLA and Tulane and community agencies including faith-based organizations, clinics and
health centers and social services agencies. MHIT embraced CPPR principles such as power
and resource sharing, co-planning of activities by community and academic investigators
and formal recognition of community input. For example, as in the WAW initiative, MHIT
was led by a steering council comprising community and academic partners to help
prioritize project goals and activities. The Council also ensured that specific arrangements
were in place to support community and academic partners equally with regards to funding
and decision-making. This helped to build capacity as did the experience gained by
community and academic partners from contributing to all program phases from inception,
relating to funders, implementation, assessment and dissemination of products or results.

MHIT grew out of an initial one-year post storm assessment of need for services in New
Orleans, which identified high unmet need for mental health services as a key recovery
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issue.®8 To address those needs, MHIT integrated prior evidence-based approaches to
improving quality of care and outcomes for depression at a systems level - Partners in
Care,®? We Care,> and IMPACT.50 However, because of the lack of stable healthcare
infrastructure even one-year post-Katrina and trust issues among the communities most
heavily affected by the disaster, the CPPR model as developed in the W4W initiative helped
to inform the overall approach to MHIT. MHIT, however, was funded specifically to build
services capacity and thus offered an opportunity to implement the lessons from W4W at
some scale. Using a community engagement approach modified for the unique, post-storm
environment in New Orleans, MHIT provided training in Cognitive Behavioral Therapy for
depression, medication management, team management of depression, and case
management skills including screening for depression and other health and life difficulties,
behavioral activation and problem solving, outcomes tracking and other relevant skills. A
significant accomplishment of MHIT was the development of a community health worker/
outreach worker manual to support screening, education, outcomes tracking, referral and the
basics of behavioral activation and problem solving at a much broader scale.5 MHIT
implemented 75 trainings over two years involving over 400 providers in community-based
agencies and potentially reached over 110,000 community members with improvements in
outreach, screening, assessment and treatment and/or case management or support for
depression and trauma-related symptoms.>8 Achieving capacity building at this scale also
required developing relationships with local and state-level policy makers as well as
clinicians and community leaders. In addition, this project brought awareness that the
providers being trained oftentimes had the same issues in terms of post-disaster
consequences for mental health as the clients they were serving. The repeated exposure
through services provision to others in distress posed challenges to providers who
themselves were at risk for distress post-trauma. In response, we also developed an approach
to provider self-care as a routine part of trainings, using alternative therapies and simple
strategies such as training in behavioral activation to assist coping strategies. Like the
Witness for Wellness initiative, this services demonstration also had strong representation of
community members although many held a leadership role, whether heading a neighborhood
association or providing volunteer or professional case management services. However, in
the context of recovery from a disaster most participants were simultaneously serving
several roles, such as being a provider or staff member while also being a community
member directly affected by the disaster. For this reason, the project was designed to be
flexible in expectations as people participated or withdrew due to these different roles and
needs.

This substantial experience in implementation of evidence-based or informed services
delivery strategies for depression in New Orleans were brought back to Los Angeles and
incorporated into the next generation study after Witness for Wellness, Community Partners
in Care.39 43,62 CP|C was the main partnered scientific goal that emerged from W4W,
which was to determine the unique added value of community capacity building under a
CPPR model over and above more standard, individual agency training to address
depression. CPIC was a randomized trial, itself conducted under CPPR principles and
structure, in which nearly 100 programs in Los Angeles providing primary care/public
health, mental health, substance abuse, or social services, as well as other community-based
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agencies such as faith-based, senior centers, exercise clubs or hair salons were randomized
to one of two models of implementing collaborative care for depression: 1) individual
agency assistance through webinars and site visits; or 2) a period of collaborative planning
across all assigned agencies to fit the partnered training plan to the needs and strengths of
the community. Outcomes were then tracked over a year at both provider/agency and client
levels; results are still pending. The project is being conducted in both South Los Angeles,
the site for the W4AW study, and in Hollywood-Metropolitan Los Angeles. Both
communities have substantial representation of Latinos and African Americans. The wide
range of programs represented in this study were a result of community input suggesting that
this was the range of programs relevant to persons with depression living in the
community;#3 and this range was similar to that of programs participating in trainings in the
New Orleans MHIT project. While MHIT did not have a strong outcomes research
component, as it was not a research study but a services project, the CPIC study did and was
designed as a randomized trial.

To support this range of agencies in identifying components of collaborative care relevant to
their scope, we used our extensive implementation experience in New Orleans, and the
resources developed there such as the Health Worker manual, to inform further adaptations
for CPIC. This was particularly appropriate because issues of cultural competence and trust
were salient in the Los Angeles and New Orleans environments and while not suffering the
consequences of a major disaster, the Los Angeles communities faced many highly stressful
issues common in under-resourced urban communities of color. In addition, since CPIC
providers often lived in the same communities and faced many of the same stresses as their
clients, we used the provider self-care strategies developed in MHIT and faced similar issues
in terms of participants serving multiple roles that needed acknowledgement and
accommodation in the process and structure. In CPIC, much of what was new above and
beyond the adaptations of the collaborative care models from prior projects was the
extensive development of a community-partnered approach to designing and conducting a
group-randomized trial; this had not been a component of W4W or MHIT. This experience
in community engagement in designing a randomized trial combined with the mental health
recovery work in New Orleans led to an opportunity to address disaster preparedness from a
community resiliency perspective in the Los Angeles Community Disaster Resilience
(LACCDR) initiative.

LACCDR has developed a community disaster resilience approach to disaster preparedness
using the CPPR model in Los Angeles and like CPIC is following the approach of a
participatory public health trial.53 Like W4W, MHIT and CPIC, LACCDR is led by a
steering council, which developed three workgroups in its first year to engage stakeholders
and identify priorities for building resilient communities. Key stakeholders include first
responders, neighborhood watch members and representatives from faith-based
organizations, the business community, and representatives of vulnerable populations. The
community engagement approach to developing the LACCDR design is described
elsewhere.5* One key difference between the prior CPPR-informed efforts described above
and LACCDR, is that LACCDR grew out of the initiative of public health policymakers, so
the policy support is present from the outset.
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LACCDR is designed to explore how to implement a community resiliency approach to
disaster preparedness overall, and to compare the results for partnerships and community
preparedness from a state-of-the art, traditional individual/family preparedness initiative
with a broad community-resilience initiative in comparable communities. As a preparedness
project led by the public health department, LACCDR has a strong focus on responder
agencies and their staff and volunteers, who work closely with diverse communities to
achieve community disaster resilience goals. These goals include improved organizational
relationships, salient connections to community leaders and members and communication
strategies to improve access to information and resources. For the purposes of this paper,
LACCDR represents the next step in the cycle of projects focusing on community
engagement for improving mental health and/or disaster response. Although LACCDR does
not have a primary mental health focus, it includes a focus on personal and organizational
relationships as part of community resilience. In addition, provision of psychological first
aid10 is one core component of the community resiliency toolkits being developed for the
pilot demonstration.

LACCDR is also using the CPPR model and some of its adaptation for the community
engagement intervention from CPIC to inform its community resiliency intervention model.
As an initiative instituted by a policy and services agency, LACCDR has had somewhat less
focus on inclusion of unaffiliated community members or those in need of services as
participants to date. However, some workgroup leaders are from community-based
organizations such as churches or community clinics as well as from advocacy organizations
for under-resourced communities and special populations.

Implications and Lessons Learned

Our “tale of two cities” has led to many lessons learned concerning the feasibility of a
community learning approach to mental health issues in general and to disaster response in
particular, with implications for communities, policymakers and clinicians. Because of the
integrated, partnership approach that has evolved iteratively over time, those lessons have
emerged from the perspective of diverse stakeholders interacting with each other (see Table
1).

Mental Health as a concern

Our experience suggests that while many agree that mental health is a key issue both in
general and after disasters and in planning for disasters, working with community is critical
to defining the issue and identifying the appropriate language to use in uncovering what
mental health and psychological issues mean in community. In some communities affected
by disaster, the notion of mental health as an issue (current or future) may be unexpected or
even at times denied as a reality. In part this may be because of other pressing and
immediate issues, such as housing crises, schools that were destroyed or levees that failed.
As a result, it may require deliberate investigation with affected community members to
identify that mental health is (or is not) a significant issue for the population at that time.
Further, it may require looking beyond words to behaviors and interactions together.
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Trust and Capacity issues

There can be substantial insider-outsider dynamics following some disasters that may
complicate trust concerns in attempting to build capacity for or provide mental health
services. Key to the public approach is early engagement with vulnerable communities
before a disaster to collaboratively build a common understanding of the challenges, define
the problems and build capacities to improve resilience. Many people in more normal
circumstances are already reluctant to discuss mental health owing to stigma. Discussing
research or even health care in community settings even in a non-disaster situation can be
fraught with concerns about unequal power dynamics, histories of abuse, and other
legitimate concerns, particularly in low income communities and communities of color. The
imposition of a disaster on top of those usual strains may magnify the sense of disparity
regarding who is really part of the community and who is an outsider.

Efforts to build trust can overcome those issues, but the sacrifice and investment of time is
not necessarily commonplace in disaster response. This is why trust must be built before a
disaster. The FEMA whole of community planning strategy is to incorporate pre-disaster
collaboration between responders and community residents. It may be simpler for a
responder agency to provide funding to local agencies to ensure that some services are
delivered, as funding agencies may prefer organizations with a solid financial track record,
but then the opportunity to build capacity among the most affected agencies which are
trusted among the most impacted populations can be lost. Depending on the disaster, this
may be hard to come by post-disaster and approaches are needed to work directly with
community-based organizations working in low income settings. One approach that we used
post-Katrina in New Orleans was to partner with some medium to larger size agencies and
also use a nonprofit research firm (RAND) to partner in managing accountability for smaller
agencies.

Research and Evaluation

In disaster research, relatively few people living in disaster impacted communities want to
spend time being counted so that lessons can be learned and applied to inform future
circumstances. There are substantial efforts to engage post-disaster communities in research,
but not all have been successful in recruiting participants.5® Additionally, different
communities will prioritize hazards differently and agencies must be responsive to this
dynamic. We have learned in the CPIC study and in MHIT that partnered approaches can
help overcome these issues, but in the context of programs that built real-time capacity for
addressing needs through trainings at scale and with substantial investment of resources in
community partners through a co-led enterprise; this requires additional effort and expertise
that are uncommon to date. In the future, such efforts will become more common given the
new policy directive at FEMA and CDC.

Provider/Clinician Development Issues

We found it feasible to engage large numbers of providers in diverse organizations in
capacity building for evidence-based collaborative care for depression in MHIT and CPIC.
Both of these projects made substantial adjustments to prior research-based implementation
strategies such as simplifying language or tailoring specific components to the actual work
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scope of a given provider or program. The main modification needed for the disaster and/or
under-resourced community context was adding provision of support for provider self-care
as many of the providers faced similar stresses to their clients, identified with them or had
actually survived the same disaster. Thus, part of the provider development and capacity
building issues to address mental health are to anticipate this need. We also determined
across projects, that providers in community-based settings can make excellent training
partners to academic experts in leading community trainings. They understand the local
context and needs of providers in similar agencies, increasing the relevance of trainings and
fit to community assets and capacities. However, the success of capacity building was also
directly tied to efforts to maintain culturally competent trainings and services, which took
considerable time beyond the usual trainings in evidence-based practice to develop and
maintain. From LACCDR, we have learned that tools and capacity building activities must
have real time as well as disaster utility.

Community Transparency and Leadership

A signature feature of all of these projects was attention to what is referred to in CPPR as
transparency, or finding a community language, to arrive at common meanings for concepts,
products and other outcomes such as toolKkits or evaluation findings. Given histories of
distrust and stressful circumstances in under-resourced communities for the consequences of
disasters, the sustained effort to communicate important concepts, needs and approaches and
to reach agreements on how best to move forward together were crucial to collaborating in
trainings and services delivery. The commitment to transparency might be viewed as at the
heart of the co-leadership that emerged in all the projects. Consistently, strong community
leaders emerged who led the charge for attending to mental health issues and often became
leaders more broadly as a result. This leadership development in the community over
sensitive matters such as mental health and depression was one of the striking developments
across projects. In this respect, the projects outlined above were about much more than
developing an approach to disaster or mental health. They were more like a demonstration of
the broader principle of the value of developing human capital in diverse forms to address
important mental health and community resilience needs.

Each of the projects faced a somewhat different course of development regarding
community leadership and participation of more “grass roots” or unaffiliated community
members. For W4W, the open meetings in the community attracted many unaffiliated
community members into early leadership roles.

For MHIT, the urgency and commonality of the disaster experience mobilized many
providers as well as informal community leaders such as from faith-based organizations. For
CPIC, because it was conducted as a partnered research initiative with broad reach into
diverse community-based organizations, community members and staff of diverse
organizations, stepped into leadership and group member roles early on. LACCDR as
directed from a policy/services agency has somewhat greater representation of agency
leaders and responders. A lesson learned here is that the public health department had to
undergo an internal culture change to fully embrace and align with a community partnered
approach to building resilience. Across all projects, many agency leaders and responders
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served dual roles as persons directly affected by disasters or stressors. Thus across projects,
the salience of distinguishing between community leader, member and even researcher is
often blurred. We have learned that these multiple roles are beneficial in setting project
goals and can make them more community relevant by asking individuals for their own
goals from multiple perspectives, personal, agency or community.

Policymakers and Funders

For policymakers as well as funders, a key lesson learned is the time required to establish
and maintain authentic partnerships, whether for services, research or both, and within those
partnerships to tackle substantial, sensitive issues such as concerns with depression or
psychological consequences of trauma. Especially in the context of vulnerable populations,
the level of trust development required, and “insider-outsider” dynamics following disasters,
necessitates an approach that is both responsive to urgent needs as feasible but takes a long-
term view of the value of relationships and investments in mental health. Fortunately, in the
projects we have described we had the support of funding agencies and policymakers to
explore how to achieve a community engagement focus within our work and any measure of
success that we have achieved is due in no small part to their support. For LACCDR, the
fact that public health policymakers committed at the outset to this direction has been quite
key as we face the challenges inherent in blending perspectives of responders, community
members, traditional providers and community leaders, and evaluators.

Overall, our “tale of two cities” has suggested that diverse partnerships can organize around
goals to improve community and individual outcomes. We have learned the many lessons
shared here in applying this model to address mental health problems and disaster recovery
and are now in the early stages of applying this model to preparedness and community
resiliency.
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Community Engagement (CE) Issues and Lessons Learned

Page 17

CE Issue

Strategy

Challenge

Lesson learned

Joint leadership

Include community
and academic
members in all
meetings

Members with demanding
schedules may not always
be available

Embrace the “on the bus, off the bus”
model, which recognizes that members can
participate as feasible and welcome
inclusive participation to sustain project
activities.

LACCDR: Strong focus on first
responders

Recruit volunteer
first responders

First responders are
accustomed to top down
approach vs bottom up
approach applied in CE
projects

Pair first responders from government
agencies ho operate under hierarchical
structures with volunteer responders to
balance perspectives.

Shared decision-making

Executive Steering
Council of
community and
academic members

Community and academic
representation may not be
equal

Diversify ways of giving input for
decisions (email, phone participation;
proxy votes) or as needed delay until fuller
input is obtained, out of respect for the
partnership.

CPIC: Diverse leadership

Community leaders
support each other

Academic leaders may tend
to dominate

Pair academic leaders with multiple
community co-leads who balance/spell
each other.

Resource-sharing

Provide subawards or
consultant payments
to partners

Tensions may arise due to
perceived inequity in
distribution of funds

Transparent budget review, pro-active
planning to balance resources and
communicate goals to funders.

MHIT: Provide resources to enable
community participation

Subawards and
consultant payments
to partners

Learning curve for smaller
agencies in managing funds
and complying with policy

Designate an experienced agency to
manage and distribute funds among
smaller community based organizations.

Create shared Vision

CE activity (similar
to an icebreaker)

Find activities that build
relationships while
supporting mission and are
culturally appropriate.

The most effective CE activities are
symbolic of project aims, encourage people
to think creatively and get people out of
their seats and are jointly led.

All projects: CE exercise

Brief activity that
gets people thinking
as agroup

Academics may initially
resist non-traditional
meeting activity

Have project leaders/investigators lead the
CE exercise to level the playing field and
help meeting participants to be engaged.

Trust

Identify “win-wins”
to demonstrate that
community and
academic goals are
equally valued

May require modification
of initial project aims

Training resources that combine scientific
evidence base and community knowledge
can yield a strong basis for increased use of
current evidence-based practices in
resource-poor communities.

CPIC: Outsider concerns

Partner with trusted
community member

Larger community may
view community member
as selling out

Conduct partnered meetings and trainings
at community sites to obtain community
feedback throughout project.

Recognition of input

Include community
and academic
members as co-
authors and celebrate
products

Author order may be a
source of tension,
especially among
academics; community
products may be unfamiliar
to academics

Dissemination activities such as co-
authored presentations and papers enhance
the likelihood of reaching critical
audiences and lend validity to future efforts
and thus future products, while building
trust and respect in the partnership.

MHIT/PRC: Disseminating findings

Publication of a
special issue

Delays in finalizing
manuscripts due to large

partnerships as authors

Designate a single point-person to field
questions, circulate drafts of manuscripts
and integrate partner feedback.
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