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Evidence-based programs have been shown to

improve functioning and mental health out-

comes, especially for vulnerable populations.

However, these populations face numerous

barriers to accessing care including lack of

resources and stigma surrounding mental

health issues. In order to improve mental

health outcomes and reduce health disparities,

it is essential to identify methods for reaching

such populations with unmet need. A prom-

ising strategy for reducing barriers and improv-

ing access to care is Community Partnered

Participatory Research (CPPR). Given the

power of this methodology to transform the

impact of research in resource-poor commu-

nities, we developed an NIMH-funded Center,

the Partnered Research Center for Quality

Care, to support partnerships in developing,

implementing, and evaluating mental health

services research and programs. Guided by a

CPPR framework, center investigators, both

community and academic, collaborate in all

phases of research with the goal of establishing

trust, building capacity, increasing buy-in, and

improving the sustainability of interventions

and programs. We engage in two-way capac-

ity-building, which affords the opportunity for

practical problems to be raised and innovative

solutions to be developed. This article discuss-

es the development and design of the Part-

nered Research Center for Quality Care and

provides examples of partnerships that have

been formed and the work that has been

conducted as a result. (Ethn Dis.

2011;21[suppl 1]:S1-58–S1-70)
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INTRODUCTION

Community Partnered Participatory

Research (CPPR) is a form of Commu-

nity Based Participatory Research

(CBPR) that engages community and

academic investigators in all phases of

research. It has the potential to trans-

form the way that research is designed,

conducted, and disseminated and the

power to build capacity in resource-

poor communities and among commu-

nity and academic investigators. To

stabilize and enable this form of re-

search, groups conducting CBPR-relat-

ed studies over time have developed

sustainable and effective infrastructures

based in academic and community

partnerships.1–3 In 2003, we developed

an infrastructure in Los Angeles to

support development of a CPPR-based

research environment to address health

disparities across several major chronic

health conditions.2 Through communi-

ty engagement, that infrastructure sup-

ported pilot studies including the Wit-

ness for Wellness initiative to address

depression in South Los Angeles,4–8

pilots that expanded application of

evidence-based approaches to child

exposure to community violence from

school-based programs to faith-based

organizations,9 as well as to describe

existing networks of community agen-

cies that provide mental health and

substance abuse services.10 In addition

to this work in Los Angeles, we

collaborated with other centers nation-

ally to develop the approach more

generally in mental health11 and sup-

ported a community-academic collabo-

rative dedicated to mental health recov-

ery in New Orleans following the 2005

Gulf storms and floods.12 Based on

those experiences in developing infra-

structures to support application of

CPPR across health conditions, and in

pilot programs to apply CPPR to

mental health services research and

services delivery, we proposed and were

funded by the National Institute of

Mental Health (NIMH) to develop a

Partnered Research Center for Quality

Care, as partnered infrastructure to

support research on mental health

services and outcomes under a CPPR

framework. This article describes the

goals, design and activities of that

infrastructure and how the center con-

tinues to evolve through applying the

principles and structure of CPPR to

mental health research.

Nationally representative studies

have documented a substantial gap

between the quality of mental health

care delivered and that recommended in

national guidelines.13,14 The quality gap

Address correspondence to Elizabeth
Lizaola, MPH; 10920 Wilshire Blvd., Ste
300; Los Angeles, CA 90024; 310.794.
3717; 310.794.3724 (fax); elizaola@mednet.
ucla.edu

From Center for Health Services and
Society, University of California, Los An-
geles Semel Institute for Neuroscience and
Human Behavior (EL, SK, JB) and Empow-
erment and Advocacy, Los Angeles County
Department of Mental Health (RS) and
Tulane University School of Medicine,
Department of Medicine, RAND Health,
the RAND Corporation, REACH NOLA (BS)
and Center for Health Services and Society,
University of California, Los Angeles Semel

Institute for Neuroscience and Human
Behavior; Department of Health Services,
University of California, Los Angeles School
of Public Health, the RAND Corporation
(KW) and Healthy African American Fami-
lies (LJ).

S1-58 Ethnicity & Disease, Volume 21, Summer 2011



is exacerbated by access problems for

underserved minority groups and vul-

nerable populations such as children,

the elderly, and persons diagnosed with

serious mental illness. For persons in

such groups, factors including limited

financial access and living in resource-

poor communities are commonly made

worse by high levels of unmet need

coupled with other barriers to care,

including language and social stigma

associated with mental illness or help-

seeking.15 For example, some persons

with serious mental illness may avoid

seeking services because of social stigma,

negative prior experiences, or fear of

involuntary treatment.16–18 In addition,

rates of access to evidence-based care for

common disorders such as depressive

disorders are low in community samples

(20%–30%); rates of unmet need are

especially high among underserved

groups such as African Americans and

Latinos.19–22 Given these gaps and the

demonstrated health benefits and im-

provement in functional status afforded

by participating in evidence-based pro-

grams for mental disorders in vulnerable

populations,23–25 it is imperative to

determine how to best engage these

populations in understanding and real-

izing the potential benefits from such

programs. The importance and timeli-

ness of doing so is enhanced by passage

of federal parity and health reform

legislation that have potential to im-

prove access and equity of the distribu-

tion of mental health services.

Community Based Participatory Re-

search is a promising approach to

engaging vulnerable populations to

address health disparities1,26–29 and to

help individuals understand their op-

tions to receive services and improve

mental health outcomes under new

federal policies. By shifting research

toward priorities of community mem-

bers and leaders and promoting active

community participation in research

and program development, CBPR

builds capacity in the community.3

One form of CBPR is Community

Partnered Participatory Research

(CPPR),30–32 a manualized approach

that supports community and academic

co-leadership in design, implementa-

tion, evaluation, and dissemination of

research, and in building capacity of the

partnership and community agencies to

improve health of the community over

time through joint planning and re-

search.30 Under this approach, academ-

ic partners are considered part of the

working community and community

members are considered active members

in the research process. Together they

form a council of stakeholders that

supports and guides an initiative and

oversees working groups that develop

and implement action plans and evalu-

ations. The council regularly reviews

and reevaluates the direction of the

research to ensure that core values,

which include trust, respect, and equal-

ity, are upheld and to ensure produc-

tivity and mutual benefit. Community

engagement activities reinforce these

values and enhance motivation of all

participants to improve communication

and power sharing, through leveling the

playing field. Activities include confer-

ences with partnered presentations, skits

demonstrating real world situations, and

participation in community events and

festivals. Initiatives are guided through

stages, including Vision (development

of mission, goals); Valley (implementa-

tion and evaluation of action plans); and

Victory (products, dissemination and

formulation of next steps and lessons

learned). The model promotes the

implementation of evidence-based in-

terventions while attending to social and

cultural diversity of local communities,

and thus is a useful framework for

integration of intervention and services

research within an overall community-

based participatory research ap-

proach.31,33 Motivated by the promise

of this approach, the demonstrated

efficacy of the model in producing

immediate results from pilot studies,

and recognition that an infrastructure to

support this model would lead to

further innovative and efficient applica-

tions of this research paradigm, we

developed the Partnered Research Cen-

ter for Quality Care.

METHODS

The overall aim of the Partnered

Research Center for Quality Care is to

study how to improve mental health

care quality and outcomes through

authentic community-academic part-

nered research that responds to com-

munity priorities and builds community

capacity using principles and strategies

of community engagement. The frame-

work guiding our center is illustrated in

Figure 1. At the top of the figure are

principles of authentic partnerships

under the CPPR Model30,31 used to

initiate a community engagement pro-

cess and to develop a network among

key stakeholders. Also at the top of the

figure, we highlight policy and research

inputs into this process as they inform

issue selection, and may affect the

availability of resources for the work.

The network is supported in identifying

issues that are good fits of academic and

partner priorities, resources and oppor-

tunities. The engaged network is sup-

ported by academic and community

resources and capacities, in discovering

or developing interventions at policy,

practice, or local community levels that

may plausibly improve quality of care in

communities. Academic and communi-

ty resources also result in partnered

intervention implementation and evalu-

ation, providing data on intervention

outcomes for relevant stakeholders,

including policymakers, networks, pro-

viders, consumers/survivors, and the

broader community. Further, the les-

sons learned and capacities developed

through the work increase capacity for

partnered research and yield a library of

priorities addressed, strategies devel-

oped, and a supported, vibrant partner-

ship. This framework integrates prior

models for improving access to quality
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care, community-based intervention re-

search, and partnered participatory re-

search.31,34–37

To support this capacity-building

enterprise, the executive committee,

comprising core leaders, meets once a

month to discuss center progress, po-

tential new directions, and allocation of

resources to advance center work.

Through this monthly meeting, new

ideas and priorities from each core and

those generated through center activities

such as book clubs or conferences feed

back to the executive committee and

decisions are made by majority vote

(Figure 2). The executive committee

also receives feedback, to assure direc-

tion and impact, from the policy

advisory board, which consists of aca-

demic and community institutional and

policy leaders. At the suggestion of a key

community partner, and with consensus

from the executive committee, it was

decided that the policy advisory board’s

role be modified to allow for a bidirec-

tional information exchange rather than

a unidirectional provision of informa-

tion, which characterizes a traditional

advisory board meeting. Under the

revised plan, the center will not only

share accomplishments and obtain feed-

back, but also provide feedback to

advisory board members through a

knowledge exchange forum. The role

of the partnered research expert review

panel, which includes both expert

scientists and their expert community

partners, is to support rigor in applica-

tion of scientific and community per-

spectives on partnered research, as well

as to support application of this ap-

proach to research development across

other programs, in a two-way exchange

of approaches, strategies, findings, and

programs.

As seen in Figure 2, our center is

composed of four cores, each structured

to assure that the core values of CPPR

are upheld, yet each serving a unique

function designed to provide resources

and facilitate the flow of information

and relationships among all partners.

Reflecting CPPR principles, each core

consists of community and academic

co-leads. The operations core provides

administrative and technical support to

partnered projects and to investigators

who are developing projects under a

CPPR framework. Through this core,

and with approval from the executive

committee, support is provided for the

formation of working groups, which

serve to build partners’ knowledge base

in a new research area and have the

potential to develop into independent

projects. The methods core provides

statistical consultation from experts in

the field on design, measures, and

analyses issues. This core also oversees

the Partnership Evaluation Study,

Fig 1. Framework for partnered research center for quality care

Fig 2. Partnered research center for quality care structure*
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which replaced the original networking

pilot when the executive committee

voted to reallocate resources in support

of this project that aims to describe

center partnerships and make recom-

mendations for more effective future

partnerships. The principal research

core provides guidance to junior inves-

tigators and to developing projects, such

as the pilot assessing the sustainability of

Cognitive Behavioral Intervention for

Trauma in Schools and the Peer

Intervention to Improve Treatment

Decision-Making. Finally, the network

core provides support for establishing

and maintaining healthy partnerships

and effectively engaging community

partners and consumers/survivors. This

core serves a convening function and

sponsors regular book club meetings

and a yearly community quality forum

to generate new research initiatives

informed by partner priorities.

Despite having a distinct role in the

center, each core aims to promote

research that is conducted in partner-

ship in order to address priority areas in

mental health and there is much cross-

collaboration among the cores. For

instance, the community quality forum

obtains broad academic and community

input to jump-start new partnered

initiatives, which are supported in their

development through the methods core

for technical matters and network core

for partnership development. Being

responsive to partner priorities necessi-

tates a flexible center structure whereby

activities may lead to unanticipated

activities, which then may reshape the

existing center structure. For instance,

the network core-sponsored book club,

which provides partners the opportunity

to come together on a bimonthly basis

and have an open discussion on readings

selected by community and academic

partners, led to the unanticipated activ-

ity of expanding a small book club into

a community outreach event around

resilience and recovery. This in turn led

to the reshaping of the center structure

via the formation of a consumer/

survivor board and greater consumer/

survivor participation in the executive

committee. These unanticipated activi-

ties are expected to occur due to the

nature of CPPR, but they are an

unknown at the outset and become part

of the center structure with approval

from the executive committee.

The aims of the four center cores are

aligned with the core values of CPPR:

respect for diversity, openness, equality,

empowerment, and asset-based ap-

proach. Respect for diversity highlights

the importance of respecting and hon-

oring that both academics and commu-

nity members have skills to contribute

and experiences that can help shape the

research. Openness acknowledges the

fact that there will be questions or

disagreements that arise through the

course of research and the best way to

address these is by being open to

listening to or expressing new perspec-

tives, asking for clarification, and open

to thinking outside of the box. Equality

emphasizes that community and aca-

demic members of the group must share

equally in decision-making power in all

phases of research. Empowerment re-

minds us that all groups have power and

that this power can be redirected to

bring forth the strengths of each group.

This is a two-way process; community

members can be empowered through

trainings prior to group meetings and

academics can be empowered through

inclusion in community events. One

example of such a two-way process is the

network core-sponsored book club,

which is conducted informally as com-

pared to a traditional journal club. For

instance, one of our book clubs consist-

ed of a collection of readings ranging

from poetry to peer-reviewed journal

articles and allotted time for sharing

musical selections pertinent to the

theme that each participant contributed.

Partners discussed how the music relat-

ed to the theme and, at the same

meeting, discussed rigorous scientific

methods that might not be thought

feasible for discussion in such diverse

groups. Through such activities, com-

munity leaders for methods work

groups are developed, thus empowering

community partners, and academic

members are exposed to expressions of

culture, thus empowering academic

partners. Finally, it is important to have

an asset-based approach that recognizes

the strengths of both community and

academic members in order to build

capacity and remind everyone that each

and every member has something to

bring to the table. Table 1 lists several

of the key principles of community

engagement that are central to the

CPPR model and provides examples of

how the center structure facilitates the

application of those principles, how

these principles have led to new ideas,

and how these ideas have in turn led to

activities not initially planned.

PROCESS

To successfully engage in partnered

research and build and maintain strong

partnerships, the Partnered Research

Center actively engages in CPPR meth-

ods in all activities as described below.

Executive Meeting Structure
The center leadership and key staff

convenes once a month for our execu-

tive committee meeting, alternating our

meeting site between an academic and

community partner location, with the

option of participating via phone. Most

meetings begin with a community

engagement activity, which sets a re-

laxed tone and allows partners the

opportunity to interact informally be-

fore delving into the agenda. Meetings

are set on a recurring schedule to ensure

that center members have the block of

time consistently available and remind-

ers are circulated 7–10 days in advance

of the meeting date along with the prior

meeting’s minutes and a proposed

agenda. Center members are invited to

revise the agenda to ensure that partner

priorities are discussed. Typical agenda
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items include: status updates from each

core, planned grant submissions and

how to allocate support for these,

planned products such as peer reviewed

articles or website updates, development

of new pilot projects, working groups,

or research fellows, and proposed new

project affiliations or consultants to

invite to center events or from whom

to obtain expert advice on particular

issues. The meeting is co-chaired by an

academic and community member and

all decisions are voted on by the group.

Decision Making
Decisions are made by majority vote

with community representing at least

half of the vote. Major decision points

are included on executive meeting

agendas, discussed, and then voted on

by the group. If there is not an equal

distribution of community and academ-

ic partners present, suggestions can be

made at the meeting and then circulated

via email. As trust has developed at our

center, we are now able to reach

decisions via phone or email follow-up.

Budget
Decisions made often have budget

implications. The center budget was

prepared for the entire five-year period

of the current center at the time of

funding and is resubmitted annually at

the time of progress report submission.

It is reviewed regularly and resources are

reallocated with consensus of center

members, within limits set in place by

the National Institutes of Health. Such

decisions are almost exclusively made at

the executive committee meeting to

ensure transparency and full disclosure.

If urgent rebudgeting decisions need to

be made, phone or in-persons meetings

can be quickly scheduled. Having a

center infrastructure allows for budget

changes to be implemented without

negatively impacting the work of the

overall center.

Working Groups
The formation of working groups is

discussed and voted on at executive

meetings. Ideas for working groups

develop often out of sideline conversa-

tions among center partners or investi-

gators on affiliated projects. Ideas gen-

erated are then brought back to the

executive committee and the working

group structure as well as suggested

participants are discussed. The commit-

tee also votes on how resources should

be allocated to support the work group,

Table 1. Examples of community engagement (CE) principles as applied to center work

CE principle CE principle in action Idea generated Resulting activity

Co-planning of activities Each center component is led
by community and academic
co-PIs with equal decision-
making power

Modify traditional advisory
board meeting to allow for
reciprocal sharing of ideas
and accomplishments

Knowledge exchange forum

Regular communication Monthly core conference calls
coordinated by a research
assistant assigned to each
core to facilitate communication

Hold unstructured meetings to
allow for free discussion of
current topics to stimulate
new ideas and encourage
discussion among partners
in an informal setting

Bimonthly book club

Transparency Partnered executive committee
discussion of new ideas

Revise an already approved
pilot project to allow for
increased consumer/survivor
involvement.

Draft proposal and circulate to center
members allowing the opportunity
to ask questions and give feedback
prior to changing protocol

Funding Center administrator circulates
funding opportunities to
center listserv

Discuss opportunities at
executive meeting

Grant proposal review meetings for
community and academic investi-
gators to provide feedback prior to
submitting to the funding agency

Commitment to productivity,
impact, & accountability

Cores that meet regularly and
bring forth ideas to the
executive committee

Assess the impact of the
declining economy on the
mental health of the
community

Partnered design, implementation and
analysis of a survey administered at
a community festival. Disseminate
findings via scientific journals and
community newsletters.

Understand priorities &
histories

Community and academic
co-PIs for each core and
project

Increase consumer/survivor
involvement to heighten
awareness of recovery focus

Develop a consumer/survivor board

Recognition of community
input

Include community members
on all cores, committees and
working groups

Support community member
who has an idea for a
research activity, but lacks
resources to implement it

Funds allocated for a community
scholar

Institutional recognition Invite institutional and funding
agency representatives to join
executive meetings

Give community partners the
opportunity to attend
scientific meetings

Community and academic partners
present together on a panel at
Academy Health
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which often includes the support of a

research assistant to conduct literature

searches, coordinate meetings, and fol-

low up on action items. In line with

center principles, working groups are

co-led by a community and academic

investigator, products are created for

distribution to a community and aca-

demic audience, and the group often

leads to future proposals or independent

projects.

Affiliated Projects
Projects with aims consistent to

those of the center can request affilia-

tion. By affiliating with the center,

projects will have access to resources

such as staff support, consultation from

center leaders, or in some cases financial

support. In turn, the center gains from

expanding its scope and supporting

projects that advance the center mission.

Community Scholar
The decision to fund a community

scholar was made by the center in order

to nurture the development of commu-

nity members so they may fill a role

similar to that of a junior investigator.

Community scholars are assigned a

mentor for their project, are supported

in identifying a research goal, and

receive training on effective implemen-

tation. The project aims must fit with

the overall center mission.

Memorandum of Understanding
The center developed a formal

agreement, or memorandum of under-

standing (MOU), to outline center

principles, policies, and define the role

of affiliated projects at the center. The

document was developed and circulated

to all center members for review. All

feedback was incorporated and the

revised document was discussed and

signed at one of the executive commit-

tee meetings. This article describes

many of the components formalized

by the MOU and a few outcomes that

have resulted from engaging in this

work.

RESULTS

In the early phases of the center we

worked across the partnership to select

and propose three R01s concerning the

effects of policy, practice, and commu-

nity-level interventions on quality of

care. All three were developed with

extensive partner and expert consultant

input and each was funded and now are

main affiliated studies within the center.

The studies are: 1) an evaluation of the

impact of the Medicare Remoderniza-

tion Act (MRA) on elderly use of anti-

anxiety agents; 2) an evaluation of the

impact in Los Angeles County of the

California Mental Health Services Act;

and 3) Community Partners in Care,

which evolved out of the Witness for

Wellness Program to address the prob-

lem of depression in South Los Angeles.

Other center work focused on a set of

problems of mutual interest include: 1)

depression and anxiety disorders in the

general community, but especially un-

derserved communities of color; 2)

children exposed to violence and school

based interventions; 3) common child-

hood disorders such as attention deficit

disorder and depression; 4) severe and

persistent mental illness, particularly

schizophrenia; 5) communities exposed

to disasters, especially New Orleans

post-Katrina and long-term recovery.

Table 2 provides a summary of selected

active projects currently being conduct-

ed either through or in affiliation with

the Partnered Research Center for

Quality Care.

New priorities are emerging as the

center progresses and as they do,

working groups are formed to bring

together key stakeholders in discussing

these priorities and formulating an

action plan. For example, a new focus

on community resilience, as our com-

munities and the nation face the impact

of a declining economy as well as tragic

events such as major disasters and

community violence, led to the creation

of a working group to develop concep-

tual frameworks or models and inter-

ventions to promote resilient commu-

nities. This group successfully convened

over 20 stakeholders from local, state,

and federal agencies representing Los

Angeles Unified School District, RAND

Health, UCLA, Los Angeles County

Department of Public Health, the

Veterans Administration Greater Los

Angeles Health System, the National

Institute of Mental Health, the National

Institute for Occupational Safety and

Mental Health, the Department of

Health and Human Services, the Amer-

ican Red Cross, Tulane University, the

University of Southern California, the

University of Pennsylvania, the Sub-

stance Abuse and Mental Health Ser-

vices Administration, the HHS Depart-

ment of Preparedness and Response,

and Healthy African American Families.

As a result of this working group, the

center has a new affiliated pilot project

in Los Angeles County being conducted

by the Los Angles Department of Pubic

Health, Emergency Network Los An-

geles, UCLA, and RAND to build

community capacity and response

around emergency preparedness and

disaster recovery issues. Other examples

of new priority areas include health

information technology, the impact of

health reform, and biomarkers, a topic

of critical importance that has been

difficult to address due to historical

distrust of research in this field.38

Working groups on each of these topics

are currently being formed and will be

active throughout the 2011 calendar

year.

A key theme of these working

groups is the importance of policy for

sustainability. In acknowledgment of

this and of recent potentially transfor-

mative policy changes for mental health

services, the center has been actively

exploring the salience of a CPPR

approach for partnering with policy

partners on topics ranging from medical

home models for mental health with

Los Angeles County and the State

Department of Mental Health to the

impact of parity legislation with man-
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aged care partners to new partnerships

around community engagement in pre-

paredness and disasters. Policy partners

range from community members to

local and national partners. For exam-

ple, the center initiated a partnership

with a staff member from the White

House Office of Community Engage-

ment to explore the emerging issues in

health care reform as applied to mental

health and substance abuse services and

persons with those needs.39 Based on

this commentary, Dr. Wells and Dr.

Patel were invited to host a panel

discussion at the 2010 Academy Health

meeting on implications of health

reform for mental health, from diverse

stakeholder perspectives. Several repre-

sentatives of the Partnered Research

Center as well as investigators and

policy spokespersons from other areas

of the country participated in this panel

and are now collaborating on publica-

tions outlining the potential impact of

health reform legislation.

Partnered research efforts in mental

health have also emerged in studies of

care for persons with severe mental

illness.29,33,40–42 Due to the historical

mistreatment found in the mental

health system and the medical model

having traditionally viewed consumers/

survivors from a deficit model rather

Table 2. Selection of Partnered Research Center for Quality Care projects

Project Selected partners Aims

Community partners in care Behavioral Health Services, Healthy African
American Families (HAAF), HOPICS, Los Angeles
Urban League, NAMI Urban Los Angeles,
Queenscare, RAND, St. John’s Well Child &
Family Center

Group-level, randomized comparison trial of a communi-
ty-engagement, network-building intervention and a
low-intensity dissemination approach, each designed to
promote adoption of key components of two estab-
lished, evidence-based quality improvement (QI) pro-
grams for depression.

REACH-NOLA: -Mental health
infrastructure & training

Holy Cross Neighborhood Association, Common
Ground Health Clinic, St. Thomas Community
Health Center, University of Washington,
REACH NOLA, Tulane Community Health
Center at Covenant House, Kaiser Permanente,
St. Anna’s Episcopal Church, UCLA, RAND,
Tulane University School of Medicine, Trinity
Counseling and Training Center

A collaboration of many local and national nonprofit
organizations, public agencies, and academic institu-
tions that seeks to address depression and post-
traumatic stress disorder (PTSD).

CBITS Los Angeles Unified School District, Madison
School District, Mercy Family Center,
Queenscare, RAND, UCLA, University of
California San Diego, University of Southern
California

To evaluate, in a randomized controlled trial, a brief group
intervention to address PTSD and depressive symptoms
in students -To partner with a faith-based community to
disseminate CBITS in parochial schools

-To study implementation feasibility and sustainability in
schools across three communities: Los Angeles, New
Orleans, and Madison -To study a quality improvement
approach to improve implementation of CBITS in the
schools compared to implementation as usual

Adoption work CASE, TIES for Adoption, UCLA To develop a manualized intervention for children
adopted from foster care aimed at decreasing risk for
substance abuse and increasing family and child
adjustment.

Decision Aid CalMEND, UCLA To pilot-test a clinician decision support tool for adults
receiving medication treatment for serious mental illness
in Medicaid-funded outpatient specialty mental health
programs.

Resilience workgroup DHHS, HAAF, LA Department of Public Health,
LAUSD, NIMH, NIOSH, RAND, Red Cross,
SAMHSA/CMHS, Southwestern Medical Center,
University of Cincinnati, University of
Pennsylvania, UCLA, USC, VA

To define community resilience and identify ways to assess
communities’ assets and strengths, critical measures,
ways of tracking resilience, and to identify successful
intervention models.

Mental Health Services Act
Study

LA Department of Mental Health (LA DMH),
UCLA, USC, Veterans Affairs

To document implementation of the MHSA in LA County
and understand how an influx of funds into new
specialized public mental health programs affects clients
and providers in those programs and clients and
providers in non-MHSA programs.

Stigma reduction LA DMH, UCLA To combat stigma and discrimination by conducting oral
history interviews and identifying archival documents
from numerous sources.
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than a strength-based model, true

partnerships between academic/clinical

researchers and people who have been

diagnosed with serious mental illness

have been difficult to forge. One

consumer/survivor expressed feeling

that his presence on various projects or

committees was solicited more for the

appearance of diversity and inclusion

rather than for substantive involvement

and consideration. This lack of trust has

now dissipated as meaningful inclusion

and respect for input from center

members has grown. For example,

center investigators are currently in the

planning stages of a pilot to manualize

an intervention designed by a consum-

er/survivor partner to educate peers

about illness self-management, especial-

ly medication issues and advocacy. The

center is supporting manualizing this

intervention and future training of peers

on its use and supervision of its

implementation. The center has also

supported a PEERS fellowship program

in which three consumer/survivor spe-

cialists joined the center for a year to

work as research assistants on our

evaluation of the Mental Heath Services

Act. Each of these research assistants

made valuable contributions to the

project and two of them are continuing

to work with the center beyond the

completion of their fellowship.

In addition, below are a selection of

case studies that illustrate how the CPPR

model is being applied within projects

and how the structure and functions of

the project or the center as a whole,

become modified in response to the

input and resources available as the

model is applied within the center

infrastructure. For each case study, we

briefly describe work according to the

Vision, Valley and Victory stages and

comment on how the projects utilize

community engagement principles.

Case Study 1: Community
Partners In Care

Community Partners in Care

(CPIC) is a group-level, randomized

comparative effectiveness study, where

the compared interventions are use of

expert consultation versus community

engagement and planning as models for

improving dissemination of evidence-

based quality improvement interven-

tions for depression in underserved

communities in Los Angeles. The

project itself was designed and is being

implemented within a CPPR frame-

work with community and academic co-

leads, and directed by a council that has

supported working groups addressing

design, measures, implementation eval-

uation, and intervention development

and implementation.43

Vision
At the beginning of the project,

CPIC conducted a visioning exercise at

an executive committee meeting where

study partners were given a piece of

paper and asked to respond to four

questions: 1) what would you as an

individual expect from CPIC? 2) what

are your and your agencies expectations

of CPIC? 3) what do you think the

community expects from CPIC? and 4)

what do you think researchers/ academics

expect from CPIC? CPIC then held a

general meeting with community stake-

holders and potential partners. Partici-

pants were asked three main discussion

questions to help us determine the

appropriateness of the project’s depres-

sion care intervention: 1) how do you

define community? 2) what agencies,

organizations or individuals need to be

included to develop trusted and respect-

ed community solutions to reduce de-

pression in the community? and 3) what

innovative, creative solutions do you

know of – or think should be used – to

improve services for depression in the

community? Scribed notes were taken at

this meeting and these notes were then

analyzed jointly by a group composed of

two academic and two community

partners from the CPIC Steering Coun-

cil. A final version of the result was then

drafted and presented to the CPIC

Steering Council. CPIC then held its

first policy advisory board (PAB) meet-

ing. The goals of the PAB as determined

by the steering council were to develop

institutional and community/civic sup-

port for improving depression care and

using the CPIC study as a catalyst for

community learning about how best to

do so. These informal discussions pro-

vided a rich insight into the array of

issues for policy stakeholders in consid-

ering the study’s goals and implementa-

tion in Los Angeles County.

Valley
Components of the main project,

now underway, include agency, admin-

istrator, provider, and client recruitment,

intervention development and imple-

mentation, survey administration for

agency administrators, providers, and

clients/community members, study op-

erations and administration, and plan-

ning for main analyses and dissemination

activities. Each activity is supported by

working groups that are co-led by

community and academic leaders, and

for most meetings, and for the project as

a whole, there is an emphasis on

community engagement activities and

relationship building. Key issues at this

stage include keeping motivation across

partners going across the many project

activities, effectively using and motivat-

ing staff, and maintaining a balance of

productivity and reaching goals and

feasibility for community implementa-

tion. Examples of major adjustments

owing to the CPPR framework have

included adding an additional year to

develop relationships with agencies to

support modification of intervention

materials, which has lead to a high level

of participation at all levels (eg, 93

agency programs are participating across

diverse types of community-based agen-

cies and businesses) and productivity in

terms of intervention training sessions, as

well as completion of intervention plan-

ning activities and initiation of all phases

of survey work with community input

and co-leadership. We are also expand-

ing the outcomes that we are studying to
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be of greater relevance to the community

partners, for example, inclusion of job

status, housing, and academic perfor-

mance. In addition, we are expanding

our inclusion criteria and sites for

research to be more inclusive of vulner-

able populations that are of concern in

the community, such as the homeless.

Victory
Under a CPPR framework, it is

important to acknowledge successes

along the way, and in this case the

substantial recruitment benchmarks and

fielding of training conferences and

programs such as webinars, have con-

tributed substantially to building com-

munity capacity. In addition to positive

feedback at such events, the community

partners have received and passed on

spontaneous comments from their social

networks expressing appreciation and

excitement for these activities. Because

survey benchmarks for recruitment have

been exceeded, the potential is high for

this project to provide important new

data on the outcomes of two models of

community-based implementation of

evidence-based programs.

The lessons learned from this case

study in progress include that a broad

randomized trial is feasible through this

form of rigorous partnered research and

can lead, with some adjustment for

community implementation needs, to a

productive and effective research study

that is also viewed as contributing to

community capacity in a critical area. In

terms of implications for the center

infrastructure, this has encouraged us to

be bolder in the scale of partnered

research that we propose.

Case Study 2: Post-Katrina and
Rita Recovery

Vision
Dr. Benjamin Springgate was an

Robert Wood Johnson Foundation

(RWJF) Clinical Scholar when Katrina

hit his hometown of New Orleans. He

continued for three years as an RWJF

Clinical Scholar, and in the early months

after the disaster assisted with developing

health services for emergency shelters for

the state of Louisiana. Our center support-

ed a community-academic partnered rapid

assessment of needs one year post-storm

that included unmet mental health needs,

providing methodological expertise and

partnership development expertise. Subse-

quently, the partnership evolved into a

nonprofit organization (REACH NOLA)

supporting academic-community part-

nered programs, services, and research for

health recovery following the storms.

Valley
Based on the partnership develop-

ment, and with the support of the

expertise of the NIMH Center, Dr.

Springgate secured an RWJF grant to

develop community health and resiliency

centers (focusing on mental health

recovery) in New Orleans and funding

from the American Red Cross Hurricane

Recovery Program to support mental

health recovery efforts through providing

training in evidence-based practices in

collaboration with community agencies.

With this funding, along with substantial

support from the RWJF, the partners

were able to provide a series of seven

trainings over two years, each with

follow-up supervision in multiple com-

ponents of evidence-based care. Design-

ing and delivering these trainings re-

quired bringing together many diverse

groups and working out differences

during a stressful time, but ultimately

led to increased community services

delivery and capacity building. During

this time, the NIMH-partnered research

center supported qualitative evaluation

of program development and impact and

assistance with intervention technologies

and implementation. This approach is

also being explored for applicability to

the oil spill in the Gulf States.

Victory
American Red Cross funding was the

single largest philanthropically-support-

ed, disaster mental health grant in the

Gulf States after Hurricanes Katrina and

Rita. Together with support from RWJF,

this funding enabled trainings and addi-

tional consultations to reach over 400

providers from more than 70 agencies,

and resulted in the development of a new

community health worker program for

mental health recovery,44 as well as

delivery of more than 110,000 individual

mental health services to tens of thou-

sands of community members. This work

has been recognized by the leadership of

SAMHSA and the Department of Health

and Human Services, for its value as a

model for the nation’s mental health

disaster preparedness and response.45 In

addition, the American Association of

Medical Colleges cited the key role of this

community academic partnered work in

awarding its 2010 Spencer Foreman

Award for Outstanding Community

Service to Tulane University.46 The

capacity development between New Or-

leans and the center, has been two-way.

For example, the real-world experience

gained in New Orleans has been critical

for implementing the NIMH Commu-

nity Partners in Care study, in which we

are directly using the New Orleans

community health worker model and

members of CPIC and of the NIMH

Center have participated in every mental

health recovery training in New Orleans.

The lessons learned for the center

infrastructure are related to the feasibility

of applying a similar model for research

development and community capacity

building for real-time needs, and the

value of cross-project lessons and resourc-

es to both help communities in need and

support improved research strategies.

Case Study 3: Cognitive
Behavioral Intervention For
Trauma In Schools

Vision
The vision for Cognitive Behavioral

Intervention For Trauma In Schools

(CBITS) was conceptualized by a lead

community partner in Los Angeles

Unified School District, Dr. Marleen
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Wong and her unit of over 250

clinicians district-wide.47 As a psychiat-

ric social worker for over 20 years, Dr.

Wong saw many students suffering

from trauma-related mental health

problems and saw those problems

affecting students’ ability to learn. She

and her colleagues sought out research

partners to develop an intervention that

would address these needs. As initial

meetings with this community-academ-

ic partnership emerged, the community

partners defined the parameters of the

intervention, with feasibility being cen-

tral to the design and researchers

suggesting evidence-based approaches

and evaluation designs.48

Valley
What has emerged from this com-

munity-academic partnership is CBITS;

an evidence-based intervention for youth

exposed to violence that has all the

practical aspects that allow it to be

disseminated by the average school-based

clinician, during the school day when

counseling usually occurs, and with the

limited resources and time that typically

is available in schools. The center is

supporting the next phase of studying

ways to improve implementation of

CBITS given that it is being delivered

in a non-specialty mental health setting

with limited organizational infrastruc-

ture to support implementation. As we

pilot a quality improvement strategy to

support implementation, our challenge

has been in balancing the collection of

new knowledge with doing research in an

overtaxed service system.

Victory
As a result of positive findings from

two evaluation studies demonstrating

the effectiveness of CBITS,48,49 this

intervention has been disseminated

across the United States, from Native

American reservations in New Mexico

and Montana, to school districts in

Madison, Wisconsin, inner city areas

such as Baltimore and Chicago, rural

areas including Olympia and Yakima,

Washington and the post-Katrina Gulf

States, as well as internationally. This

partnership has been supported by

NIMH funding to support ongoing

research activities that are coupled with

services being funded by grants such as

the RWJF, Carter Foundation, and

SAMHSA’s National Child Traumatic

Stress Network. These funding streams

have allowed CBITS partners to collab-

orate in developing an implementation

toolkit for improving dissemination, an

educational video for school staff that

features community partners from edu-

cation, mental health, and law enforce-

ment, and web-based trainings and

support. At the same time, research

partners have studied quality improve-

ment of CBITS implementation and

factors that affect sustainability and

further dissemination in schools.50,51

CBITS has been recognized by the

US Department of Education as meeting

the standards of the No Child Left

Behind policy and has been identified

as an evidence-based program by the

National Child Traumatic Stress Net-

work, the National Registry of Evidence-

based Programs and Practices, the Prom-

ising Practices Network, and the Office

of Juvenile Justice and Delinquency

Prevention. Lessons learned from this

case example for the center include the

importance of applying models of com-

munity engagement across different age

groups and types of infrastructures to

yield a more comprehensive, overall set

of evidence-based strategies to relieve

public burden of mental disorders and

the impact of risk factors for these

disorders (eg, violence).

Unanticipated Activity: A
Collaboration with the Los
Angeles County Department of
Mental Health to Create the
UCLA Center for the Study of
Public Mental Health

Vision
A major goal was to create partnered

research collaborations that focused on

public mental health care. In particular,

we intended to partner with the Los

Angeles County Department of Mental

Health (LAC DMH) and University of

Southern California (USC) in order to

evaluate the impact of major policy

changes on care in the County.

Valley
The implementation of the vision

has proceeded in two phases. The first

phase entailed the development and

then implementation of an NIMH

R01 to study the impact of the

California Mental Health Services Act

on care in Los Angeles County. Initially,

the NIMH Center operations core

created a partnered research-working

group with the LAC DMH and USC.

The working group took responsibility

for the R01 development and imple-

mentation. The NIMH-funded grant

followed principles of partnered re-

search and community engagement.

The second phase developed out of

this new partnership and was explicitly

intended to create an infrastructure for

sustainable, long-term collaborations

between the LAC DMH, University of

California at Los Angeles (UCLA), and

USC. To this end, the partners created

the UCLA Center for the Study of

Public Mental Health. In addition to

the federal grant support, the center

coalesced around a set of funded initial

activities, each fully conducted in part-

nership with LAC DMH and USC.

This new evolving center has expanded

its scope beyond its original focus on the

relationship between policy and client

outcomes to include issues such as

public stigma of mental illness and

development of media communication

strategies (eg, http://www.pendari.com/

DMH/), consistent with but somewhat

outside the scope of the NIMH Center.

Victory
The ‘‘UCLA Center for the Study of

Public Mental Health: A Collaboration

with the Los Angeles County Depart-

ment of Mental Health and USC’’
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marked its formal creation with a

conference titled, ‘‘Partnership for Men-

tal Health: A Conference on Academic-

Public Collaborations for Research on

Mental Health Recovery and Wellness.’’

The conference focused on the ways in

which patients, researchers, and provid-

ers could employ rigorous scientific

methods for addressing questions of

mutual concern.

Lessons learned from this case study

include that the application of the

partnered approach to research devel-

opment can also mobilize new growth

directions that can meet important

independent goals of center partners

and feature their priorities significantly,

over and above what the NIMH Center

itself could support.

DISCUSSION

The Partnered Research Center for

Quality Care, established in 2008, is

just one of several research centers and

programs whose inception can be traced

back to the Community Health Im-

provement Collaborative (CHIC), es-

tablished in 2003. At that time, several

programs came together with the com-

mon goal of identifying an innovative

approach in order to have real impact

and to increase the uptake of services in

underserved populations around various

health issues, including depression.2

That approach, now utilized by our

center, is CPPR. Since 2003, CPPR has

been further refined and manualized30

and has increasingly provided the

framework for center projects. Through

this process we have learned that with

concerted effort from academic and

community partners, it is possible to

build a dedicated health services re-

search center that supports both rigor-

ous scientific research and community

engagement, with the potential to

reduce the stigma often associated with

seeking mental health services. It is this

type of structure that has allowed CPIC,

one of our affiliated R01s, to success-

fully engage and recruit close to 100

community-based agencies in resource-

poor communities that historically have

distrust of researchers and the research

agenda. What began as a natural next

step to the CHIC, has evolved into a

formalized infrastructure that supports a

broad partnership in conducting work

to improve mental health outcomes and

mental health care in communities.

Indeed, having this extensive partner-

ship with a range of key stakeholders has

presented unforeseen opportunities and

enabled the center to achieve a broader

scope than initially proposed. We have

found that it is feasible to conduct such

work, albeit with a few challenges.

A partnered style of interaction at

times requires extra effort, resources,

and a commitment to work together

despite the many challenges that will be

encountered along the way. Being

inclusive of diverse partners and stake-

holders is necessary to the success of

partnered work but can also lead to

delays and/or conflicts as there will

almost certainly be opposing perspec-

tives that will need time to be worked

out. Challenges to conducting part-

nered research include the time required

to develop trust, accounting for unex-

pected changes in community-based

programs and leadership, limited time

and resources of community partners

who may have other diverse tasks and

goals as their primary focus, and mixed

views of its value in academic cir-

cles.38,52 In addition, some of the

known challenges of conducting such

research can be even more complex

when also addressing stigmatized ill-

nesses that may not be openly discussed

in vulnerable communities. The exis-

tence of a secure infrastructure to spot

and address differences of opinion,

misunderstandings, or conflicting inter-

ests, makes these issues more manage-

able under a center infrastructure as the

capacity and the expertise to respond

increases over time.

Through involving partners, investi-

gators, and staff in joint activities such

as book clubs and center meetings and

events, and disseminating findings and a

common model, the center infrastruc-

ture helps to facilitate entry of new

partners and investigators into the

center. There is enough common histo-

ry and understanding that the legacy of

one investigator more easily passes to

another, and similarly, investigators are

more comfortable initiating projects

with partners and are more likely to

have some understanding of what it

means to initiate and maintain a

respectful research relationship. By es-

tablishing an infrastructure dedicated to

an issue or approach, the transition costs

of developing new initiatives or sup-

porting new investigators is reduced. In

addition, the group affiliation of a

center lends a certain identity to a new

approach and allows a more uniform

body of work and research voice to

emerge. Support for other groups and

institutions via subawards or funding of

community scholars is more easily

achievable when there is a dedicated

infrastructure and thus can lead to

economies of scale and scope such that,

for a given set of resources, increased

productivity can be achieved. Having

even modest resources available for new

work, such as in-kind staff support, can

encourage investigators to take more

risks, and try out new ideas, thus

potentially leading to more rapid inno-

vation. While these advantages are well

known in academic institutions, there

are fewer precedents for established

centers that support a co-owned, aca-

demic and community infrastructure.

Partnered work has without doubt

become part of our culture or the way

we do business. The center is structured

as a collaborative learning enterprise,

with activities to promote new ideas,

bring diverse opinions and resources

together, facilitate academic and com-

munity investigator development, and

enable rigorous internal and external

review. It is striving to achieve impact in

real-time through increasing communi-

ty and academic partners’ capacity to
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engage in thoughtful, methodologically

sound research around mutually identi-

fied problems in mental health. To

document and disseminate the process

of our work, our center developed an

integrated manual for conducting

CPPR, which was published in a special

issue of Ethnicity and Disease in Decem-

ber, 2009.30 This manual is also a key

resource to projects conducted within

the center such as the Community

Partners in Care study, and is used as

a main resource for training of fellows

in the Robert Wood Johnson Clinical

Scholars program at UCLA, along with

other books on Community-Based Par-

ticipatory Research.1,3,52 While the

center is still in its early stages of

development, it has supported various

products including publications in peer-

reviewed journals, newsletters, story-

books or lessons learned books, policy

briefs, poems and skits performed at

various community events and confer-

ences, research proposals and contracts

and grants. To share more systematical-

ly what we are learning through con-

ducting research under a partnered

center infrastructure, we are currently

conducting the Partnership Evaluation

Study to evaluate the impact of the

center’s partnership model on center

research. Through this study, and as the

center develops, we are empirically

evaluating whether or not this type of

approach makes unique contributions

to the research agenda, improves servic-

es updates, and promotes research

participation and use of findings. Pre-

liminary findings from this study will be

available in the fall 2011.
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