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CREATING SAFE SpACEs: A COMMUNITY
HEeALTH WORKER-ACADEMIC PARTNERED
APPROACH TO ADDRESSING INTIMATE

PARTNER VIOLENCE

Intimate partner violence (IPV) is a
persistent public health problem in the
United States, with an estimated one in
three women experiencing rape, physical
violence, and/or stalking by an intimate
partner within her lifetime. Non-Hispanic
Black women disproportionately experience
IPV, but there has been limited success in
implementing culturally appropriate preven-
tion programs and services for members

of this population. Community health
workers (CHWs) are trusted members of
under-resourced communities who provide
reliable health information and improve the
cultural appropriateness of service delivery
and may be a vital resource for developing
new IPV interventions. Guided by the prin-
ciples of community partnered participatory
research, we developed the CHW-led Safe
Spaces project, which aimed to establish a
strong academic-community partnership to
focus on issues related to experiences of IPV
and the prevention of IPV in New Orleans.
In this article, we describe the development
of our partnership including the formation
of an advisory board, creation of a broad-
based stakeholder coalition, offering a
community partnered participatory research
training, conducting IPV education and out-
reach, and establishing a research agenda.
Our processes are replicable and lessons
learned may be relevant to other groups
seeking to address IPV by leveraging the
strengths of community-academic collabora-
tions and CHWs. Ethn Dis. 2018;28(Suppl
2):317-324; doi:10.18865/ed.28.52.317.
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INTRODUCTION

Intimate partner violence (IPV)
is physical, sexual, or psychologi-
cal harm by a current or former
partner or spouse. IPV is a persis-
tent public health problem in the
United States." An estimated one in
three women have experienced rape,
physical violence, and/or stalking by
an intimate partner within their life-
time.” Fifteen percent of non-fatal
violent crimes in the United States
are incidents of IPV,’ and 45% of
female homicide victims in 2008
were killed by an intimate partner.*

Non-Hispanic women of col-
or disproportionately  experience
IPV. National data from 2010 in-
dicate that 53.8% of women iden-
tifying as non-Hispanic multira-
cial, 46.0% of American Indian or

Alaska Native women, and 43.7%
of non-Hispanic African American
women had experienced rape, physi-
cal violence, and/or stalking by an
intimate partner in their lifetime.”
Rates were lower among non-His-
panic White and Hispanic women
(34.5% and 37.1%, respectively).’

Beyond the immediate injuries
that victims of non-fatal IPV sustain,
there are increased risks for a host
of long-term physical consequences,
including infection and chronic
diseases.” Risk for depression, anxiety,
low self-esteem, posttraumatic stress,
and suicidal behaviors are also elevated
among women who experience IPV.>”
Moreover, evidence suggests that poor
mental health may render women
vulnerable to further victimization,
perpetuating a cycle of violence and

health

negative consequences.'’
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In addition, an estimated 4%-8%
of women experience IPV during
pregnancy, which may have impli-
cations for both maternal and child
health.""® IPV before and during
pregnancy is associated with obstetric
complications such as hypertension,
hemorrhage, placental abruption,
premature rupture of membranes,
and preterm labor."" Pre- and post-

natal depression and psychiatric ill-

We aimed to establish
a strong academic-
community partnership
to focus on issues related
to experiences of IPV]
the prevention of [PV
and its associated adverse
birth outcomes in New

Orleans. ..

ness have been observed among
pregnant victims of IPV.'"*"5 These
insults to maternal physical and men-
tal health may increase the likelihood
of delivering an infant born preterm
or growth restricted,'" conditions
with short- and long-term adverse
health consequences for the neo-
nate.”>?? Children who witness IPV
at home are vulnerable to physical
and mental health consequences,”
and may be more likely to later abuse
their own children or experience

adulthood.?**

revictimization in
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In the United States, cultural
norms and opportunities based on
historical and contemporary systemic
racism, violence, and collective trau-
ma, and the intersection of race- and
gender-based oppression shape the
ways in which IPV may be perceived,
experienced and/or managed by
women based on their race, class, or
ethnicity.”® Despite growing evidence
of the negative health consequences
of IPV victimization, there has been
limited success in implementing
culturally appropriate prevention
programs and services, particularly
for non-Hispanic African American
women. Developing appropriate in-
terventions may require innovative
approaches and a movement be-
yond traditional academic-led re-
search and service delivery methods.

Community-academic partnered
approaches including community-
based participatory research and par-
ticipatory action research have been
suggested as mechanisms to guide re-
search and interventions for IPV, par-
ticularly for racial or ethnic minority
communities.”’*” Community health
workers (CHWs) — trusted mem-
bers of under-resourced communities
who promote health equity through
individual and community-level ac-
tivities — have played key roles in
developing culturally appropriate re-
search and programs.”” CHWSs have
been involved in research focused
on improving social determinants
of health’ and physical health out-
comes,” and in recent years, have
been increasingly utilized in efforts
focusing on mental health.**** How-
ever, use of CHWs in research aimed
at addressing IPV has been limited.

We used the principles of commu-
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nity partnered participatory research
(CPPR) outlined by Jones and Wells*
to develop the Safe Spaces project.
We aimed to establish a strong aca-
demic-community  partnership  to
focus on issues related to experiences
of IPV, the prevention of IPV and its
associated adverse birth outcomes in
New Orleans, a city characterized by
high rates of violent crime, domestic
violence, and entrenched racial in-
equity in maternal and child health
outcomes.”®  Safe Spaces leverages
the strengths of a local CHW profes-
sional association, multiple commu-
nity-based agencies, and faculty and
research staff from local universities.
This article describes the replicable
processes, challenges, and recommen-
dations that emerged from the success-
ful development of the partnership.

ProjeCcT DEVELOPMENT

Origins

The Safe Spaces project originated
from an existing relationship between
two individuals with a three-year his-
tory of collaboration on developing a
professional association for CHWs,
the Louisiana Community Health
Outreach Network (LACHON).
One person (CH) was the chair of
LACHON, with a background in so-
cial work and 30 years of experience
working as a CHW in New Orleans.
The other (AW) co-founded LA-
CHON in conjunction with a previ-
ous community-academic partnered
initiative” and was a junior investiga-
tor with a history of conducting com-
munity partnered projects.”” Based on
a mutual desire to promote health eg-

uity through CPPR, and with support



from an associate professor (KT) with
a track record of research on violence
and maternal and child health, we re-
sponded to an NIH conference series
opportunity focused on developing
community-academic  partnerships.

We concentrated on IPV, and
specifically its relationship to ad-
verse birth outcomes, as many of our
previous community and academic
collaborators had personal and/or
professional experience with the is-
sue. We concentrated our efforts in
a single neighborhood with high
rates of violence and poor birth out-
comes. Our overall goals were to de-
velop a strong community-academic
partnership, gather community in-
put into causes of and possible so-
lutions to IPV, and ultimately to
develop an intervention to address
IPV in the target neighborhood.

We agreed to follow CPPR princ-
ples” throughout our work. Specifi-
cally, we collaborated on writing a
funding proposal and included a
dual principal investigator (PI) struc-
ture with one community PI (CH)
and one academic PI (AW), with
each person having defined roles.
The community PI was primarily re-
sponsible for planning and managing
community events, education, and
relationships, while the academic PI
took ownership of research develop-
ment and grant management. We
agreed that both PIs would be actively
involved in all meetings and employ
shared decision making. We collabor-
atively developed a budget in which
approximately 40% of costs were al-
located to LACHON and commu-
nity-based partners. We included
funds for the community-based PI,
advisory board stipends, and hourly
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wages for members of LACHON to
plan and facilitate educational events
and conduct data collection and
analysis. We also received two small
pilot grants from the academic part-
ner institution to cover project costs
that were prohibited by the NIH
grant, such as refreshments for the
various meetings described below.

To track project progress and
emerging themes, we took de-identi-
fied notes at the events described in
the following sections, which includ-
ed advisory board meetings, com-
munity coalition meetings, a CPPR
training, and community education
sessions.  We used sign-in sheets at
events to track attendance, and CPPR
training participants had the option
to complete an evaluation form. All
research procedures were approved
by the Tulane University Institutional
Review Board. An overview of Safe
Spaces events appears in Table 1.

Advisory Board

We developed an advisory board
composed of community and aca-
demic partners with a broad range of
expertise. The board’s charge was to

develop a strategic direction for the
project and advise on research meth-
odology. Between September 2014
and May 2017, the board convened
a total of 12 times, with an average
participation of 6.6 people per meet-
ing. Most meetings were at a centrally

The

11-member team, which included

located health center. initial
four academics from two universities
and representatives of seven commu-
nity organizations, opted to develop a
shared set of guidelines under which
to operate, in addition to the prin-
ciples of CPPR. Through discussion
and consensus at the first meeting,
we arrived at the following guid-
ing principles: 1) Every voice counts
and we are all equal members of the
team; 2) We seek to build capacity
in communities; 3) We aim to serve
and include people of all racial/eth-
nic backgrounds, while also acknowl-
edging legacies of slavery, historical
trauma, and White supremacy; 4)
We welcome those with a history
of incarceration and perpetrators of
violence; 5) We recognize that expe-
riences of violence and oppression
likely contributed to their own vio-

Table 1. Overview of Safe Spaces events

Type of event/ Events/ Average Event/meeting Location(s)
meeting meetings,  participants  leader
N per meeting/
event, N

Advisory board 12 6.6 Community PI; Community Health

Academic Pl Center
Community 7 12.7 Community PI; Community Health
coalition Academic Pl Center; Library
CPPR training 1 53 Community Church

Pl; Academic

P1; Advisory

board members;

CHWs; Invited

CPPR experts
Community 5 9.8 CHWs; Church; Community
forums Community PI Health Center;

Library; Community
center

Ethnicity & Disease, Volume 28, Supplement 2, 2018
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Table 2. Advisory board members for the Safe Spaces project

Position / Affiliation

Area(s) of expertise

AU AW N =

7.

. Project PI, Chair/CHW professional association
. Program manager /Community-based social services agency
. Community engagement coordinator/ City government

. Program director/ Non-profit IPV services agency

. Director /Non-profit communications agency
. Director / Non-profit IPV education agency
Project PI, Assistant professor/Director training institute;

Schools of medicine and public health

Community outreach; Community-based interventions; Women'’s health
Community outreach; Coalition development

Community engagement; Policy development

IPV services and prevention

Civic engagement; IPV prevention; Public health

IPV services and prevention

CPPR; Community health worker interventions and research

8. Associate professor / School of social work

9. Physician, associate professor / Schools of medicine and public

health

10. Associate professor, director women'’s health center / School

of public health

11. Associate professor / School of public health

Racism and health; Black women’s health

CPPR; Mental health

IPV prevention

Women'’s health; Social epidemiology

lent behavior and/or incarceration;
and 6) Flexibility is key. We under-
stand that CPPR can go in different
directions based on the desires of the
communities with which we work.

Throughout the project, several
people discontinued board participa-
tion due to personal and/or family
commitments. We replaced members
as needed and attempted to locate
new members with skill sets similar
to those who were departing. Most
new participants had previously been
involved in our coalition (described
below), and thus were familiar with
the project. Our final advisory board
in 2017 had a total of 11 mem-
bers including two men. Six people
worked for community-based orga-
nizations and five represented five
schools at two separate academic in-
stitutions. Seven members were Afri-
can American, and four were White.
Members™ skills, affiliations, and ex-
pertise are summarized in Table 2.

Community Coalition

We created a community coali-
tion that was open to a broad range
of stakeholders. Our goal was to
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convene policymakers and service
providers from local health centers,
IPV-focused organizations, and other
women’s services agencies to discuss
pressing needs for services and re-
search. We hoped to foster collabora-
tion across agencies and learn about
relevant cultural considerations. We
recruited participants through exist-
ing professional relationships and
community listservs. The coalition
first met in November 2014. We
hosted seven meetings with an at-
tendance mean of 12.7 participants.

In spite of CHW-led outreach, we
encountered difficulty engaging lo-
cal leaders and finding meeting space
in the target neighborhood. As such,
we held meetings in public spaces
located slightly outside of the target
community including a nearby health
center, a church, and a library. Meet-
ings generally included a description
of the Safe Spaces project to orient
new participants, discussion of cur-
rent activities, and opportunities for
agency representatives to share infor-
mation about upcoming events and
discuss possibilities for collaboration.

During each meeting, we also elic-
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ited suggestions from coalition mem-
bers about desired content for future
gatherings. For example, at one meet-
ing, some members requested infor-
mation about an existing IPV law.
Our coalition members did not have
legal expertise so we invited a local
judge and an experienced attorney
to explain the law at a subsequent
meeting. Coalition members repre-
senting state and local government
agencies also presented recent pro-
grammatic and policy work on IPV.

Common themes that emerged
from discussions were a lack of cul-
turally tailored local IPV services for
African American women, a need
for interventions to teach teens and
adults about healthy relationships,
and issues with African American
women being arrested for perpetrat-
ing IPV when they act in self-defense.

Community Partnered
Participatory Research (CPPR)
Training

Approximately six months into
the project, we offered a half-day
CPPR workshop to orient project
partners to the underlying principles



of the work and to begin building
local capacity for other investigators
and agency representatives to engage
in partnered research. The event
was held at a local church and open
to members of the advisory board,
participants in the coalition, and
other individuals and researchers in
the New Orleans area. The sessions
were presented by a CPPR expert
who had worked in New Orleans
previously, local community-based
and academic partners with CPPR
experience, CHWs, and a state-level
policymaker. Major topics included:
an overview of the CPPR model; case
studies of community-academic part-
nerships that have improved health
disparities; strategies for authentic
community engagement; and suc-
cessful examples of grassroots efforts
to change policies that dispropor-
tionately harm communities of color.
Participants had the opportunity to
sign up for work groups and receive
additional information. We distrib-
uted flash drives with training ma-
terials and other relevant resources.

A total of 53 individuals repre-
senting 35 organizations attended
the event. Of these participants, 31
completed a workshop evaluation.
The evaluation asked participants to
rate the following on a 5-point Lik-
ert scale (1= poor, 5= excellent): the
length of the course was appropriate;
the training provided knowledge/
skills that are applicable; overall pre-
senter knowledge; overall presenter
preparedness; and the overall course.
There were open-ended questions
including: Which aspects of the
training were most and least help-
ful? What could be done to improve
the training? What questions do
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you have that were not answered to-
day? Would you attend another Safe
Spaces event? Why or why not? and
additional comments or questions.

Participants reported high lev-
els of satisfaction on all quantitative
measures. Means for each question
ranged between 4.5 and 4.9. Results
are summarized in Table 3. Feedback
on open-ended questions was gener-
ally positive. A common theme re-
garding the most helpful aspects of
training was that “evidence and ex-
periences shared from past projects,
both local and elsewhere, helped
to really gain insight into successful
strategies to engage the community
in different initiatives and ultimately
benefit these communities.” A sugges-
tion for improvement that was men-
tioned frequently was that “distribu-
tion of master list of attendees, their
organizations, and projects and con-
tact info would be incredibly help-
ful.” There were few responses about
unanswered questions, though some
people wanted information on project
plans for data collection. There was
broad interest in attending another
similar event. Additional comments
included that “it is very encourag-
ing that universities are beginning to
understand the value of community
engagement and how we can learn
from and support each other” An-
other person said, “it was encourag-

ing to learn that state agencies are in-
terested and willing to hear the needs
and voices of community residents
and willing to partner with commu-
nity groups to improve outcomes.”

Community Education and
Outreach

Throughout 2015, we hosted five
two-hour community forums to edu-
cate community members about IPV,
provide resources for services, offer
information about other women’s
health issues, and gather participants’
suggestions to guide the research.
Events took place at a variety of
community centers, a church, and a
library. We called our events “Wom-
en’s Wellness Chats,” as the advisory
board agreed that general health and
wellness would be a more appealing
topic than IPV. We used LACHON’s
CHW email list, other community
email listservs, word of mouth, and
flier distribution at local agencies to
recruit participants. Sessions were
held primarily during evening hours
to accommodate work schedules.
We provided dinner, offered bus to-
kens, and allowed parents to bring
children. Mean attendance per ses-
sion was approximately 10 people.

CHWs with experience in address-
ing IPV facilitated each event. Ses-
sions started with CHWs establishing
ground rules for confidentiality. We

Table 3. Evaluation of the Safe Spaces CPPR training

Question: Please rate the following

Mean (SD), 1=poor,

5=excellent
The length of time was appropriate, n=30 4.47 (.68)
The training provided knowledge/skills that are applicable, n=29 4.72 (.53)
Overall presenter knowledge, n=26 4.88 (.33)
Overall presenter preparedness, n=27 4.56 (.85)
Overall course rating, n=19 4.89 (.32)
Ethnicity & Disease, Volume 28, Supplement 2, 2018 321



Creating Safe Spaces - Wennerstrom et al

created lists of common challenges
that women face and used those to
segue into discussing relationships.
Facilitators  provided examples of
IPV in popular culture to stimulate
conversation. During the discussion,
we reviewed common warning signs
and manifestations of IPV including
verbal abuse, threats, control of finan-
cial resources, isolation, and stalking.

In less than three years, we
developed a community-
academic partnership to

address [PV that included

creating an advisory
board and a coalition,
providing community
education and outreach,
gathering community
input, and developing a
plan to execute additional

formative research.

CHWs also encouraged participants
to suggest interventions to address
IPV. In all forums, participants men-
tioned the importance of IPV pre-
vention and teaching young people
about healthy relationships. People
also discussed the issue of women
being labeled as perpetrators of vio-
lence when acting in self-defense.

An important outcome of these
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events was participant requests that
Safe Spaces conduct outreach to ed-
ucate the community at-large. We
created a colorful, simple brochure
describing the project and existing
IPV resources. We employed a total
of six CHWs, advisory board mem-
bers, education session facilitators,
and/or LACHON members to dis-
tribute brochures and other resources
at community events such as health
fairs, community centers, schools,
and  barber shops.

pharmacies,

Research Development

To capture community perspec-
tives on IPV and appropriate meth-
ods of intervention, we hosted a se-
ries of focus groups with men and
women. The academic PI produced
a draft focus group guide based on
a review of important themes from
previous advisory board and coalition
meetings, as well as community fo-
rums. The advisory board reviewed,
discussed, and edited the guide.

Our final document was a result
of several major considerations. First,
we began the guide with the same
scenarios of celebrities engaged in IPV
that we successfully used during the
Women’s Wellness Chats. We believed
that asking individuals to comment
on well-known cases, rather than
asking about personal experiences
with victimization or perpetration,
would reduce potential stigma and/
or re-traumatization while effectively
elicitingattitudes about IPV. Based on
input from our community coalition,
we incorporated questions about
knowledge of women being arrested
for IPV when acting in self-defense
and possible helpful resources aside

from policy. Questions regarding IPV
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during pregnancy were also included.
Finally, since the importance of
providing education about healthy
relationships was a prominent theme
from community forums, we included
questions about specific mechanisms
to provide community education.

We trained two LACHON-af-
filiated CHWSs (one man and one
woman) to serve as focus group
facilitators. We completed six fo-
cus groups in 2016. Analysis is
ongoing and we anticipate detail-
ing results in a forthcoming report.

LESSONS LEARNED

In less than three years, we devel-
oped a community-academic part-
nership to address IPV that included
creating an advisory board and a co-
alition, providing community educa-
tion and outreach, gathering commu-
nity input, and developing a plan to
execute additional formative research.

Leadership by our local CHW
professional group was an invalu-
able component of our work, as
it facilitated rapid dissemination
of information about community
events and hiring of trusted CHWs
to conduct educational forums, and
later, focus groups. Our initial de-
sign did not include conducting
outreach, but we implemented it in
response to CHWS suggestions be-
cause our board valued their exper-
tise in developing relationships. In-
vestigators interested in CPPR may
consider engaging organized CHW
groups to ensure voices of under-re-
sourced communities are represented
throughout the research process.

We were encouraged by high at-



tendance at the CPPR workshop, par-
ticularly by community agencies and
academic participants that were not a
formal part of the Safe Space partner-
ship, as well as positive feedback on
the program. However, comments on
evaluations and our subsequent ex-
perience of partnership development
suggest a need for additional resourc-
es to build local CPPR capacity. For
example, many of the discussions at
coalition meetings tended to focus on
strategies for improving or expand-
ing IPV services to address immedi-
ate concerns, as opposed to devel-
oping a prevention-focused research
agenda. There is likely a need to seek
collaborative funding to enhance lo-
cal agencies service delivery capacity.

Similarly, we learned from chal-
lenges with neighborhood leader
engagement that communities with
limited capacity simply may be un-
able to participate in CPPR due to
competing demands. Ultimately, we
shifted our focus to a geographic area
that, while still under-resourced, had
more infrastructure and community
agencies with which to collaborate.

Keeping coalition and advisory
board members involved throughout
the multi-year process was challeng-
ing due to personal and professional
commitments. As the partnership
progresses, we may consider changing
meeting times, restructuring stipends,
and/or employing technology to facil-
itate consistent meeting participation.

Although time-consuming, we
found that writing the focus group
guide collaboratively and considering
the issues raised during community
forums was highly valuable, and will
likely lead to a more nuanced ap-
proach to addressing IPV in our target
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community. Our partnership is cur-
rently developing an intervention and
associated funding application for fu-
ture work. Members of the advisory
board have agreed to sign a Memo-
randum of Understanding in ad-
vance of submitting our application.

This work is limited, as it is a case
study. Our descriptions of meetings,
events, and input relies heavily upon
notes and meeting minutes that may
contain errors. Nonetheless, we em-
ployed a unique approach to forming
relationships and gathering commu-
nity input for a highly stigmatized is-
sue. Many of our processes and lessons
learned may be replicable in other ar-
eas seeking to implement CPPR. Sim-
ilarly, groups carrying out patient cen-
tered outcomes research may follow
similar processes to engage patients.

CONCLUSIONS

Persistently high rates of IPV
and long-standing racial and eth-

nic health disparities %%

suggest
that efforts to prevent IPV and pro-
mote health equity in New Orleans
and across the country have thus far
been insufficient. With the estab-
lishment and continuation of the
Safe Spaces project, we hope to fa-
cilitate meaningful and sustainable
community engagement, and ulti-

mately reduce IPV in New Orleans.
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