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THERE HAVE BEEN RECENT PRACTICE AND POLICY CON-
cerns over the “quality chasm,” or gap between the
promise of evidence-based medicine and the reali-
ties of community practice1 with little variation by geo-

graphic and sociodemographic factors.2 Studies document dis-
parities in access of care for particular conditions, and there
is widespread concern about disparities in health status and
health risk factors disadvantaging underserved ethnic minor-
ity and lower-socioeconomic status groups.3,4 Addressing qual-
ity gaps and health disparities will require implementation of
programs to address social determinants of health and im-
prove services delivery across diverse communities. Doing so
for underserved communities may be especially challenging
owing to resource constraints, underdevelopment of re-
search, and historical distrust in research and health care in
some groups.3,5

Experts recommend promoting public participation and en-
gagement of diverse communities in research as a strategy to
enhance its relevance and to address disparities more effec-
tively4,6,7 Community-based participatory research (CBPR) is
the prevailing paradigm to facilitate these goals by promot-
ing mutual transfer of expertise and power sharing in deci-
sion making and data ownership across community and aca-
demic partners.8-10 A recent review identified relatively few
English-language CBPR studies in health but wide variation
in extent and type of participation.10 Community-based par-
ticipatory research has been used more as a paradigm for pub-
lic health than for clinical or health services research.8-11 Many
features of CBPR—such as spending time in the community,
power sharing, and action research methods—might chal-
lenge physicians, given their clinical training that often re-
quires interactions under time pressure, the hierarchical struc-
ture of academic medicine, and the focus of medical research
on controlled trials as the standard for evidence. However, op-
portunities (such as the recent National Institutes of Health
announcement for CBPR research [http://grants.nih.gov/grants
/guide/pa-files/PAR-07-004.html]) are emerging for conduct-
ing CBPR in substantive areas for which physician leader-
ship could be helpful.

It is timely to familiarize clinical investigators with prin-
ciples of participatory research and to offer strategies to build
effective research partnerships that facilitate clinician lead-
ership in efforts to improve health for all communities. Over
several years, we collaborated in exploring ways of blend-
ing concepts and approaches from clinical services research
and CBPR in research initiatives,12 research training
of physicians in the Robert Wood Johnson Clinical Schol-
ars Program (http://www.hsrcenter.ucla.edu/csp), and a
multicenter effort to develop infrastructure to support
community-based research.13 This approach is based on
community-partnered participatory research (CPPR), a form
of CBPR developed by Healthy African American Families
and Charles R. Drew Medical University with support from
the Centers for Disease Control and Prevention (CDC), that
emphasizes authentic community-academic partnerships as
distinct from many collaborative research activities con-
ducted at community sites without partnership in design,
implementation, or product ownership. In collaboration with
Keith Norris and Paul Koegel, we blended this model with
methods from services research initiatives, such as Part-
ners in Care, that addressed quality disparities.14 Community-
partnered participatory research promotes equal commu-
nity and academic partnership and power sharing in all
phases of research, grounded in evidence-based practice as
defined from academic and community perspectives, a fram-
ing of CBPR that is suited to physician coleadership.12,13,15

This Commentary provides lessons learned from these ap-
plications. Recent examples are available at http://www
.communitytrial.org. Many components of CPPR are partly
based on CBPR models8,9,16,17 but are organized into a par-
ticular approach.

Definitions
The term community refers to individuals who work, share
recreation, or live in an area. Other definitions range from
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any group with common interests18 to an approach that raises
questions about who defines or represents community and
makes decisions.9 This focus on geographic areas reflects
the emphasis on local capacity building. Partnership ap-
proaches are also used in research with health care organi-
zations; one prominent model is the Learning Collabora-
tive (http://www.ihi.org/ihi). Health care system partnership
is a more natural fit for physicians, so the focus is on com-
munity partnership issues.

Community engagement refers to values, strategies, and ac-
tions that support authentic partnerships, including mu-
tual respect and active, inclusive participation; power shar-
ing and equity; mutual benefit or finding the “win-win”
possibility; and flexibility in pursuing goals, methods, and
time frames to fit the priorities, needs, and capacities of com-
munities.9,19 What is challenging for physicians is learning
what respect means in a community context, sharing plan-
ning authority, and understanding the time frame and flex-
ibility required to accommodate the course of events and
to build trust.

Community-partnered participatory research is one ap-
proach to community program development and collabo-
rative research that emphasizes equal partnership for com-
munity and academic partners while building capacity for
partnered planning and implementation of research-
informed programs. Some experts suggest that equal power
sharing is rare in community-based research.8

A CPPR project involves a sequence of activities: (1) iden-
tifying a health issue that fits community priorities and aca-
demic capacity to respond; (2) developing a coalition of com-
munity, policy, and academic stakeholders that informs,
supports, shares, and uses the products; (3) engaging the
community through conferences and workshops that pro-
vide information, determine readiness to proceed, and ob-
tain input; and (4) initiating work groups that develop, imple-
ment, and evaluate action plans under a leadership council.12

Having predictable activities can facilitate community en-
try of physician researchers, particularly when multiple
projects are implemented simultaneously, as in training pro-
grams.

In a community-partnered participatory research project,
academic members become part of the community, com-
munity members become part of the research team, and all
participants are research subjects, creating a unique work-
ing and learning environment. In training programs, sta-
bility is enhanced and community engagement is facili-
tated through consistent faculty and community leadership
for each partner organization over time. Community-
partnered participatory research is strength-based and cel-
ebrates community capacities and project accomplish-
ments, often reinforced through social and creative activities
incorporated into meetings and in framing of project goals.
The perspectives of diverse community and academic mem-
bers in a CPPR project can be integrated into agreed-upon
priorities and agreements to differ.

Guiding Principles
1. Each activity in a CPPR initiative is coplanned by com-

munity and academic leaders who have equal power for mak-
ing decisions. Implementing joint leadership requires dili-
gent planning. Academic leaders may overpower community
members, so it is helpful to have multiple community co-
leaders. The CPPR focus on joint leadership differs from a
purely community-driven perspective reflected in some CBPR
approaches.20

2. Community-partnered participatory research projects
should have a written agreement that outlines goals, roles,
privileges, and rules of engagement. Typical issues to be
covered, recommended by several CBPR experts, include
ownership and review of products and data, leadership struc-
ture and expectations, contributed resources and responsi-
bilities, and dispute resolution.8,9,21 The agreement should
be designed to protect academic and community interests
and should be written early and reviewed regularly. An ex-
ample is available at http://www.witness4wellness.org. A sub-
committee is often needed to review whether the project lead-
ers have adhered to the plan.

3. Community-partnered participatory research leaders
should communicate regularly, follow mutually agreed upon
reporting and authority lines and rules and use accepted
means of maintaining order and productivity. Community-
partnered participatory research projects should promote on-
going vertical and horizontal communication. Project lead-
ers should acknowledge and learn from their mistakes and
accept feedback from each other. Conflicts and disputes are
common and should be viewed as necessary to growth. Com-
municating about their resolution creates a legacy of problem-
solving strategies. Goals of groups should be coordinated
through project-wide meetings reporting to overall project
leaders. Meetings should have an agenda, observe standard
rules of discussion, and be documented with minutes or re-
cordings. Work groups should initiate resource requests in
a timely manner. Productivity is supported through follow-
ing approved action plans and timelines. A jointly devel-
oped organizational and communication plan promotes re-
spect of all partners for the project.

4. Project activities, methods, and concepts should be
transparent to all participants. All project ideas and proce-
dures should become understood by all academic and com-
munity leaders. Concepts and methods can be explained to
community participants through joint presentations that ben-
efit from stories, music, or other forms of expression that
promote engagement and understanding.22,23 Some aca-
demic leaders may be uncomfortable with such formats and
need help from partners; others may enjoy the outlet. Lead-
ers should support members in asking questions, develop-
ing hypotheses and designs, analyzing and presenting data,
seeking funding, and implementing human-subject and
data-collection procedures.8

5. Community partners require financial or in-kind
resources to participate. Academic leaders should assist

COMMENTARIES

408 JAMA, January 24/31, 2007—Vol 297, No. 4 (Reprinted) ©2007 American Medical Association. All rights reserved.



community partners in obtaining funding. It is important to
initiate projects mindful of the resources required and to fit
scope to resources. Individual community members may
need financial support for their roles. Funders and aca-
demic institutions may be unaccustomed to shared
resources.24 Joint presentations can help raise awareness of
this need.

6. Community-partnered participatory research leaders
should respect and follow community values and time frames;
CPPR projects should be viewed as activities of the com-
munity in which the academic leaders are invited to par-
ticipate; and CPPR projects involve long-term commit-
ments that often supersede time frames for funded initiatives.
Participants are permitted to move “on and off the bus,” or
engage and disengage as commitments change.16 Leaders are
difficult to replace, so it is helpful to recruit members as po-
tential leaders. Clinician participants face issues of balanc-
ing clinical, research, and community commitments and re-
sponding to unmet needs of community members through
research, clinical, and advocacy roles.

7. All leaders should seek to achieve the highest stan-
dards of productivity, impact, and accountability. Aca-
demic leaders should be comfortable in bringing their
strengths forward. Abandoning academic goals to fit into
the community disappoints partners by failing to bring aca-
demic credibility and impact while exclusive attention to
academic goals undermines the “win-win” principle. It is
important for leaders to find their best fit of scientific and
social strengths with project goals and structure.

8. Academic leaders should seek help from community
leaders when they run into conflicts, or “put their foot in
their mouth.” When academic leaders “get in trouble,” for
example, by offending a member when asserting a view too
strongly, the community partner may be more aware of the
meaning of the concern and how best to address it. Aca-
demics often intervene too quickly and independently. Prob-
lems are best solved collectively to maintain a high level of
trust, respect, and productivity.

9. Academic leaders should build their capacity to
understand community priorities and histories in context
of their background and partnership. Academic leaders
should seek the mentoring of community leaders to learn
the history and culture of the community and develop an
awareness of their own background and history of their
institution’s involvement in the community. Community
mentors can help academic members understand issues
raised by their background and affiliation. Conflicts about
personal and institutional racism or bias might be raised.
Open discussion of such issues and how to address them in
the project are important to building trust. The principles
of community engagement (such as respect and equal
power sharing) and outside facilitators can be useful in ini-
tiating discussions and solutions. Learning how to under-
stand and work within a historical and social context is key
to services research and CPPR.

10. Project leaders should strive to develop the social capi-
tal of the community by supporting sustainable leadership
and promoting individual growth. The social justice per-
spective of CPPR means that projects serve community ca-
pacity–building priorities. This perspective can be challeng-
ing to sustain because academic medicine is competitive while
CPPR is inclusive and collaborative. Joint authorship and
presentations should be routine and supported by the memo-
randum. Academic leaders should proactively establish
mechanisms, such as meeting with partners before writing
begins, using tape recorders or telephone dictation to fa-
cilitate community input, or offering a writing or evalua-
tion course. Developing ways to recognize members, such
as participation certificates, can build confidence. It is im-
portant to help members develop opportunities and re-
sources for using project products in community venues.
Many medical sciences are interdisciplinary and multiau-
thored publications are common, yet the need to facilitate
community leadership in science may be a new role for aca-
demic clinicians.

11. Academic leaders should seek the support of senior
members of their institutions to support their own profes-
sional development and recognition for the field. Promo-
tion committees may expect researchers to assert the lead
when it might not be in the interest of the partnership or
might fail to appreciate time requirements.9 Developing agree-
ments with chairs or deans on the importance and features
of this field can facilitate advancement and recruitment. Ob-
taining grants and publishing in good venues are key to pro-
fessional credibility, while achieving impact (as defined by
the community) is key to community credibility.

12. Community-partnered participatory research projects
should have a transparent process for evaluating progress
and impact. Academic and community leaders should work
together to agree on goals and develop evaluation tools. This
may require a logic model specifying how activities affect
goals and specifying measurable outcomes and inputs. Ac-
countability is a key feature of CPPR that includes devel-
oping and following action plans, honoring community pri-
orities matched to academic strengths, and implementing
rigorous research. There are excellent resources demon-
strating diverse evaluation methods for participatory re-
search.8,9,21

Implementation Stages
Community-partnered participatory research activities and
principles are integrated through 3 implementation stages
that we refer to as the vision, valley, and victory. The vision
is developing the shared view of the goal. The valley is do-
ing the collaborative work, which may be full of chal-
lenges. The victory is completing the product and celebrat-
ing the process. Project components can exist in different
stages. Leaders play a critical role in helping participants
identify and progress through stages to avoid losing sight
of goals or getting caught in conflicts. As projects evolve,
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what was once a victory may become a valley and reorien-
tation is necessary to achieve the next victory. For ex-
ample, working groups might pursue distinct action plans
that later must be integrated to achieve impact, requiring a
shift from independence to interdependence.

Community-partnered participatory research represents
engaged scholarship blended with participatory capacity
building. It is a form of CBPR that promotes equal partner-
ship with a strong emphasis on negotiated evidence-based
approaches, suitable to physician leadership. The struc-
ture of activities, guiding principles, and implementation
stages helps participants to move forward while clarifying
and tolerating conflicts and differences. Describing the model
simply does not mean to suggest that the work is easy or
suited to all investigators. Participatory research can be trans-
formative and deeply rewarding at personal and profes-
sional levels. The broader public health question is whether
such a partnered approach improves outcomes and devel-
ops planning capacity relative to alternatives, such as no in-
tervention or no partnership. Developing such evidence will
require methods, innovations, rigorous demonstrations, and
funders that understand the implications of partnered re-
search for resources, leadership and time frames, and per-
spectives on evidence.
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